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In an aggressive age 
there is a clear place for 


Aggression, in the “naughty” child, the 
antisocial adolescent, the irritable 
geriatric, the psychopathic delinquent — 
whenever, in fact, it manifests itself as a 
symptom of disturbed behaviour — is a 
clear indication for treatment with 
'Neulactil". 

Clinical experience continues to confirm 
the unique action of 'Neulactil' as a 
powerful inhibitor of aggression and 
impulsiveness and as a regulator of mood 
and reducer of anxiety in patients of all 
ages. Itis shown to be of great value in 
lessening excitement and hostility, 
improving contact and sociability, 
promoting composure and 

harmony. 

"Neulactil', moreover, achieves and 
maintains these results at dosage levels 
which rarely cause unpleasant or. 
unwanted side-effects. 
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Bergen Pines County Hospital — Columbia University Affiliated Hospital 


PSYCHIATRIC RESIDENCIES 
APPROVED RESIDENCY PROGRAM 


Applications are invited for residency appointments in psychiatry. Didactic 
work will be carried out at Columbia University and full clinical exposure will 
be given in all areas of adult and child psychiatry in the extensive facilities of 
Bergen Pines County Hospital situated in lovely countryside twenty minutes 
from New York City. 


This comprehensive program will also include assignments in community, drug 
abuse and alcoholism programs. Third year electives will include clinical 
administration (chief residencies) and research. There will be an emphasis in 
this program on the fundamental principles of community psychiatry. Vacancies 
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Please send applications to 
Dr. Nathan S. Kline, Director of Psychiatry 
Bergen Pines County Hospital 
Paramus, N.J. 07652 
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a natural night's sleep without 
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day. 





For daytime maintenance therapy 
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Further information and samples fram 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins, 
Please submit two copies. 

2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its litle some indication of the nature of the article and the name and address of one author, As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice, 

4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 

5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in °C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 

6. A summary should be provided at the end of every article. 

7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 

8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or Aq paper about 1$ times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 

9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be included in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 


1. ABEL-SwurTH, B., and Trruuss, R. M. (1956). The Cost of the National Health Service in England 
and Wales. Cambridge. 


2. ABENSON, M. H. (1969). ‘Drug withdrawal in male and female schizophrenics.’ British 
Journal of Psychiatry, 115, 961-2. 


3. APPEL, К. A. (1959). ‘Religion’, in American Handbook of Psychiatry (ed. Arieti). New York. 





In the body of the paper, references may be by author and date: ‘Abenson (1969) ; or by reference 
number: *Abenson (2)', as the author wishes. 

Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 

Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 

10. Fifty reprints of cach article are suppic! free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the sa 1e time, must be sent to the printers, Headley Brothers 
Limited, The Invicta Press, Ashford, Kent. 
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‘It is the best large textbook on psychiatry in the English language; no serious student can afford 
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Psychosomatic Glassics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of LL A. 
Gottschalk (Davis, Calif.); Р. Н. Knapp (Boston, Mass.); М. F. Reiser (New Haven, Сопп.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


VHI -+ 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
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Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — —Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Шпеѕѕ. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychaphysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


S. Karger : Basel - München · Paris: London : New York : Sydney 
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ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


MgbicAL Diggcron: JAMES HARPER, M.B., F.R.C.P.(Edin.), PRC. Psych. 


St. Andrew's Hospital is a private psychiatric hospital, situated in 130 acres of parkland in the 
county town of Northampton. In general, patients are admitted to Isham House, a recently 
opened luxurious reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. The accommodation consists entirely of private 
bedrooms, most of which have private bathrooms, ete. 

In addition, there arc facilities in the main hospital for the care of longer stay and geriatric 
patients, chiefly in private bedrooms. 

The hospitals amenities include Gloucester House, which comprises an occupational therapy 
department, a swimming pool, a squash court, and library, while in the grounds there arc 
tennis courts, a g-hole golf course, etc. 

Subscribers to private medical insurance schemes, such as the British United Provident 
Association and the Private Patients’ Plan, may claim benefit in respect of fees charged. 

Further particulars, including fees, may be obtained from the Medical Director, St. 
Andrews Hospital, Northampton (Tel. o604 (Northampton) 21411), who can be seen in 
consultation by appointment at the hospital. 
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PSYCHIATRIC RESIDENTS PHYSICIANS PSYCHIATRISTS 


Positions available in 1,100-bed community-oriented, geographically unitized 

mental health facility, with many specialized, forward-looking programs. 

Computerized record keeping. Fully approved three-year residence training 

program. Salaries highly competitive, excellent fringe benefits, retirement and 

insurance programs. Housing available. Write Superintendent, Norwich 
Hospital, Norwich, Connecticut 06360, U.S.A. 


DIRECTOR 


required for expanding community mental health centre attached to a General Hospital. 


Service comprises in-patient, out-patient and day hospital facilities set in a recreation 
area of Ontario. Excellent school, community college and University facilities. 
Applicant must be eligible for licensing in Ontario and have certification in Psychiatry. 
Full time salaried post (salary open to negotiation) or part-time sessional «basis. 

. Apply immediately to Administrator, Peterborough Civic Hospital, Peterborough, 
Ontario, for further information. 
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the first non-phenothiazine 
long-acting neuroleptic injection 
for patients suffering from 


schizophrenia 


Lundbeck Limited are pleased to announce the introduction of 
Depixol. It has 








* inherent antidepressant activity 
* lower incidence of side effects 
ж duration of action 2-4 weeks 


Depixol is an effective antipsychotic indicated in the management 
of schizophrenic patients, particularly those who are withdrawn, 
apathetic or anergic, 

The incidence of side effects with Depixol appears to be less than 
with long-acting phenothiazines. 

Dosage and route of administration. 

Depixol is administered by deep intramuscular injection. Treatment 
should be initiated with a test dose of 20 mg (1 ml) followed 7-10 
days later by a further dose of 20-40 mg (1-2 ml), depending on 
the patient's response, Thereafter 20-40 mg (1-2 ml) should be 
given every 2-4 weeks, 

Contra-indications and síde effects. 

Depixol is not recommended for patients who are overactive or 
excitable since its activating effect may lead to exaggeration of 
these characteristics. The commonest unwanted effects are extra- 
pyramidal symptoms. Occasional depressive reactions have been 
reported, but they appear to be less frequent than after other 
depot neuroleptics, 

Depixol is a 296 solution of flupenthixol decanoate in thin vegetable 
oil. It is presented as 20 mg (1 ml) and 40 mg (2 ml) ampoules. 
Depixol treatment should be initiated by a psychiatrist, 
preferably in hospital. 


References: Hall, P and Coleman, Jean (1972) Вей, J. Psych. 120, 241-2 Enerheim et al (1970) 
Nord Psykiat T. 24, 239-44 Jorgensen et al (1971) Acta Pharmacol. et Toxicol. 29, 339-5; 
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Prothiaden is an anti-depress which not only treats 
depression, but also relieves the : 
iated with depressive illness. A recent study * 
Prothiaden to be superior to amitriptyline in the treat-., 
nent of depressive disorders, and to be much better 
tolerated. With Prothiaden, your depressed patient 
will have alot more good days than bad ones. More 
of vour patients will recover. 


inxiety so often assoc- 


has shown 





breaks the web of depressive illness 


* Psychopharmacologia, 1971, 139, 153 





Prothiaden is dothiepin hydrochloride in caps 
Fullinformation is available from 
The Crookes Laboratories Ltd., Basingstoke, Hants. 
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Mongols and Their Mothers 


The Blake Marsh Lecture for 1972, delivered before the 
Royal College of Psychiatrists, 8 February 1972 . 


By B. W. RICHARDS 


INTRODUCTION 


In choosing a title for this lecture, I had і in 
mind that, typically, the cause of mongolism is 
a physical change in the mother. The discovery 
of a chromosome abnormality by Lejeune, 
Gautier and Turpin (1959), almost a hundred 
years after Langdon Down identified the disease, 
emphasized this, in so far as it rendered visible a 
widespread cellular disorder which must have 
originated before conception. 

Most investigations of mongol samples fall 
into one or other of two categories. First there 
are those directed at the mongols themselves, 
such as biochemical or clinical studies, analyses 
of mortality and of physical or psychological 
growth. These may provide a more exhaustive 
and detailed knowledge of the physical and 
mental peculiarities of the disease, and may 
eventually elucidate the intermediate steps 
between the chromosome anomaly апа its 
physical and mental consequences. Then there 
are enquiries, chiefly statistical, such as ascer- 
taining the maternal age at birth of mongols or 
the frequency of familial incidence. These are 
really indirect ways of examining the pathology 
of the mother. Much less common, except for 
cytogenetic and dermatoglyphic studies, are 
physical investigations of mothers themselves, 
although а few of these are of particular interest. 


MATERNAL AGE 

Of investigations of maternal pathology, 
maternal age has been the most exhaustively 
and extensively investigated. As long ago as 
“1876, Mitchell produced some evidence of a 
late maternal age effect. Clearly, this could be 
secondáry to an association with late age of the 
father or to a late parity effect, but it was 
deménstrated statistically. by Penrose (1932), 
and in the same year by Jenkins in the U.S.A., 
that the age of the father was irrelevant, and 


~ 


two years later Penrose (1934a) proved that the 
late maternal age effect was independent of 
parity. 

The distribution curve of the age of mothers at 
the birth of their mongol children is now very 
familiar (Fig. 1). It has the peculiarity of being 
bimodal, or at least, bitangential, which has been 
interpreted as being the result of two classes of 
mongols, those not subject to maternal age 
influence, forming the part of the distribution 
curve which resembles that for the general 
population of babies, and those subject to 
maternal age influence. These have been termed 
by Penrose (1966) Class A and Class B mongols 
respectively, the former varying from one 
quarter to one half of most samples examined. 
This distinction, of course, does not imply a 
difference between the two classes of mongols 
themselves, since most mongols of both classes, 
when examined, are found to be chromosomally 
and clinically indistinguishable; only a small 
proportion of Class A mongols are chromo- 
somally different. But it does imply a difference 
between their mothers. 

If mongol births are expressed as a proportion 
of all births in each maternal age group, it 
appears that the proportionate incidence varies 
with maternal age in a very characteristic 
manner, rising slowly at first but with in- 
creasing steepness as maternal age advances. It 
rises from about 1/2,000 of all babies born to 
mothers under 20 to 1/46 of all babies born to 
mothers over 45. However, we should bear in 
mind that this 50-fold rise in proportionate 
incidence is a statistic and not a fact. It does not 
describe what actually takes place. Statistics 
have become so much a habit of thought that 
we are liable to forget that they are not empi- 
rical. What actually happens is known from 
counting the number of mongols born (Table I), 
evident. that fewer are born to 
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Fre. 1.—Incidence at birth from survey by Collmann and Stoller ( 19622). 


TABLE I 


Birth incidence of mongolism (Collmann and Stoller, 1962) by maternal age group and partitioned into maternal age 
independent (class A) and dependent (class B) classes 
































All births Incidence of mongols Number of 
Maternal Victoria, Australia © Number of over 1,000 births mongol births 
age group (Collmann and mongol births: — 
in years Stoller) Total Total Class A Class B Class A Class B 
“Ig .. 35:555 I5 0°43 0°43 0:0 15 o 
20-24 .. 207,931 128 0:62 0°43 0:18 89 39 
25-29 .. 253,450 208 0:82 0°43 0°39 109 99 
30-34 .. 170,970 194. 1'13 0'43 0'70 74 120 
35-39 .. 86,046 297 3°45 0:43 3:02 37 260 
40-44 .. 24,498 240 10°00 0°43 9:57 II 229 
45-  .. 1,707 37 21:76 0°43 21°33 I • 36 
Total .. 780,157 1,119 1:45 0'43 1'02 336 783 
Mean .. 33:7 27:9 36-2 
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* mothers over 45 than to mothers between 20 
and 25. More are born to mothers under 40 than 
over 40. The reason for this is that very few 
babies of any kind are born to mothers in the 
oldest age groups. There is a strong tendency for 
mothers to bear most of their children when 
young; there is, one might say, an early maternal 
age effect in respect of normal babies which acts 
in the opposite direction to the late maternal 
age effect of mongolism. The distribution of 
mongol births in relation to maternal age is the 
outcome of these opposing tendencies, so the 
full strength of the influence of maternal age 
on the incidence of mongolism is not expressed 
empirically but has been extracted from the 
facts observed by statistical inference. 

Penrose (1966) partitioned Class A and Class 
B mongols mathematically, but also proposed 
that the proportionate incidence of Class A 
mongols could be obtained by assuming that 
all mongols born to mothers under 20 belong to 
the class uninfluenced by maternal age. The 
proportionate incidence of these mongols in 
this sample (Table Y) is 0:43 per thousand, 
which may therefore be applied to all maternal 
age groups. The incidence and numbers of Class 
B mongols may then be obtained by subtracting 
0:43 per thousand from the total proportionate 
incidence of each maternal age group. The 
numbers of Class B mongols born give a some- 
what truer measure of the importance of 
maternal age as a cause. To obtain the full 
measure of it, however, it is necessary to 
remove the opposing early maternal age effect 
which results in so few babies being born to 
elderly mothers. This can be done quite simply 
by assuming that all babies born are evenly 
distributed in respect of maternal age at birth 
throughout the child-bearing period, keeping 
the total number of babies born the same (Table 
II). This, naturally, does not alter the total 
number of Class A mongols born (although it 
alters their distribution), because their occur- 
rence is uninfluenced by maternal age. It does, 
however, enormously increase the number of 
Class«B mongols born. Table III summarizes 
the previous two tables. The incidence of 
moagolism has risen from about 1/670 to 1/150, 
a fourfold increase and the mean maternal age 
at birth is over 40. This is the true measure of the 


4 ТАВІЕ II 
Estimated incidence of mongolism in the population of 
Victoria (Collmann and Stoller, 1962) with births evenly 
distributed throughout the mother’s childbearing life 








Total 
Class Class Incidence 
A B Number 1,000 
births 
—IQ  .. 111,451 48 o 48 0:48 
20-24  .. 111,451 48 20 68 0:62 
95-29  .. 111,451 48 43 91 0:82 
30—34  .. 111,451 48 78 126 118 
95-99 .. 111,451 48 337 385 3°45 
40-45  .. 111,451 48 1,0007 1,115 10°00 
45- . 110,451 48 2,777 2825 21:76 
Total .. 780,157 396 4,322 4,658 5:97 
Mean 32:0 32:0 46:3 442 (1/157) 








maternal age effect in mongolism unmitigated 
by the opposing population trend of all births. 
It also demonstrates the degree to which the 
community is protected from the full blast of 
the late maternal age effect by the tendency and 
the inclination of mothers to bear babies when 
young. This protection applies, of course, to 
other trisomies and to some maternal age- 
related congenital malformations, such as 
congenital heart disease and hydrocephalus. 
Maternal age influences a number of bio- 
logical events which are not pathological in 
themselves but may be related to processes that 
are. One of these is twinning. Monozygotic 
twinning, which is considerably less common 
that dizygotic twinning in European popula- 
tions, is only slightly affected by maternal age. 





Taste III 
Summary of Tables I and II 
Mongol births 
Total 
births Class Class 
Total A B 

Collmann Number 780,157 1,119 336 783 
and Stoller Incidence I'45 0:49 1:02 
(1962) . Mean M.A. 27:9 397 279 36:2 
Collmann Number 780,157 4,658 336 4,922 
and Stoller, Incidence 5'97 0:43 5'4 
births evenly Mean 33:0 44'2 320 46:3 
distributed 
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Dizygotic twinning, however, is quite strongly 
influenced by maternal age. It is also related to 
parity, unlike mongolism, independently of 
maternal age, since for any given maternal age 
at birth the incidence is higher the later the 
parity. The relationship to maternal age differs 
in character from what is observed in mongolism 
(Fig. 2). It rises, less steeply, to a peak at a 
maternal age of about 37 years and then starts 
to fall again. There have been some reports 
(Nance and Uchida, 1964; Nielsen, 1966) 
suggesting that there is an increase in the 


DIZYGOTIC TWINNING RATE PER THOUSAND MATERNITIES 


20 25 





30 35 
AGE OF MOTHER 


incidence of twinning associated with 'the"^ · 
occurrence of Klinefelter’s syndrome and 
Turner’s syndrome, but the evidence is not 
sufficient to be convincing. I have examined 
the incidence of twins in a large sample of 
mongol sibships which I have been collecting for 
about six years. The sample contains 2,330 
mongols either resident in 1g hospitals or 
attending 12 day training centres in England, 
Scotland and Wales (Table IV). This is an 
enlargement of some data previously published 
(Richards, 1970). Twinning incidence may be 


40 45 . 


, Fic. 2.— The dizygotic twinning rate by age of mother (Italy, 1949-54). 
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Е 'TABLE IV 
Incidence of twins among mongols, sibs of mongols and 
controls 





(a) Mongols (Mean M.A. 35:3 years) 


een 





Mother’s 
age Single- % RGO RGO 
group tons Twins Total twins (1950) (adjusted) 

Under 20 22 o 22 оо 1:5 

20-24 .. 134 I 195 0:7 1:8 

25-29 . 224 3 227 1з 26 

30-34 . 252 3 255 1:2 8'1 

35-39 .. 400 6 406 r5 8:7 

40-44 .. 439 п 450 24 2'7 

45 and over 99 2 тот 2:0 1.2 





1,570 26 1,596 1:6 2:6 2-8 


(b) Non-mongols (Mean М.А. 30:7 years) 











Mother's 

age Single- % RGO 

group tons Twins Total twins (1950) 
Under 20 99 2 101 2-0 1'5 
20-24 .. 725 11 756 r5 r8 
25-29 .. 1,136 31 1,167 2:7 2:6 
30-34 .. 1,127 31 13158 2:7 31 
35-39 .. 743 24 767 81 87 
40-44 .. 277 19 296 ба 27 
45 and over 118 2 120 I:7 1:2 
Total .. 4,225 120 4,345 2°8 2:6 





expressed in terms of maternities or of indi- 
viduals, according to whether a twin maternity 
is counted as one or as two. In this analysis each 
individual is counted, so that the product of a 
twin maternity is counted as two individuals 
who are twins. The incidence of liveborn twins 
who are mongols is thus the number of mongols 
who are members of twin pairs expressed as a 
percentage of all mongols. 

The analysis shows that there is a paucity of 
liveborn mongol twins; the observed percentage 
is appreciably less than expected, being reduced 
below that of the general population obtained 
from statistics published by the Registrar 
General. The incidence of twins amongst the 
sibs o£ mongols, however, is normal. I separated 
the twins into monozygotic and dizygotic by a 
method used by Weinberg (1901). This may also 
be done for mongols by assuming that twins 
concordant for mongolism are monozygotic 


ahd the remainder are dizygotic, which leads to 
a similar result. The paucity of mongol twins 
occurs in respect of monozygotic and dizygotic 
twins alike. 

One peculiarity of the incidence of both 
mongol twins and sib twins is that it is highest 
after the maternal age of 40 years, whereas in 
the general population it falls in this age group. 
The sib twins should be raised at this maternal 
age group, because some of them will have 
mongol co-twins subject to late maternal age 
influence. This will increase the number of twin 
sibs with mongol co-twins in the late maternal 
age groups without increasing the singleton sibs. 
However, if sibs with mongol co-twins are 
excluded, the incidence is still rather high. It 
may be due to chance or to some sampling 
error which has not occurred to me. 

Recently, the results of an American investi- 
gation of congenital malformations in a very 
large population examined at birth was pub- 
lished (Hay and Wehrung, 1970). The sample 
included mongols, and the incidence of twins 
was less than expected. Twins concordant for 
mongolism showed more reduction than dizy- 
gotic twins. The authors believed the reduction 
to be due to foetal wastage, since monozygotic 
twins are less viable than dizygotic. This is very 
likely the cause of the low incidence of mongol 
twins. In my sample, neonatal wastage may 
also have played a part. The mode of origin of 
monozygotic and dizygotic twins is so radically 
different that it would be difficult to think of 
one cause that would reduce the production of 
both types of twin; but once produced they 
might both be killed in the same way. 

The only other anomaly I have so far 
encountered in connection with twinning is 
that the mother is herself a twin considerably 
less often than expected. The incidence with 
which a father is a twin is about 2 per cent, 
which, taking under-reporting into account, is 
not far from expectation, but only just over 1 per 
cent of mothers are known to be twins. As it has 
usually been the mother who has been inter- 
viewed or has returned the questionnaire, one 
would expect more under-reporting in respect of 
the father than of the mother. The reason for 
this finding is obscure. 

I have examined twinning incidence because 
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it is maternal-age-related, although it behaves 
rather differently from maternal-age-dependent 
mongolism. According to Bulmer (1970), the 
incidence of dizygotic twins reaches a peak at 
about 37 years. Ovulation is controlled by 
pituitary gonadotrophin, the blood level of 
which increases with advancing maternal age 
(Fig. 3), and it is generally believed that the 
incidence of dizygotic twins is influenced by the 
level of pituitary gonadotrophin. The level of 
pituitary gonadotrophin increases right up to 
the menopausal age and later. However, 
Bulmer (1970) suggests that the sharp fall in 
twinning incidence after the maternal age of 37 
in spite of the continued rise in the level of 
pituitary gonadotrophin is because the ovaries 
are becoming short of follicles. A scarcity of 
follicles does not appear to reduce the propor- 
tionate incidence of mongolism; in fact it is 
accompanied by an increased proportionate 
incidence, It may therefore be stated that there 


= 
a 


URINARY GONADOTROPHIN (rat unitz/24 hours) 
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is a growing risk of bearing mongols as matefnal ` 
age advances, which is accompanied by an 
increasing scarcity of oocytes available for 
ripening. Expressed more biologically, as oocytes 
available for ripening become scarcer a higher 
proportion of those that do ripen and become 
fertilized have been subject to meiotic errors, 
and at this period of a mother’s life the level of 
pituitary gonadotrophin continues to rise where- 
as the incidence of dizygotic twins, which also 
increases with increasing maternal age, starts to 
fall again some years before the onset of the 
menopause. It is not possible in the present state 
of knowledge to arrange these concurrent events, 
which proceed in parallel with maternal ageing, 
into a meaningful pattern. Changes with 
advancing age are widespread throughout all 
tissues and often little if at all connected with 
one another, but the ones I have chosen to 
discuss have in common that they are all some- 
how connected with oogenesis and ovulation. I 


з0— “ло+ 
AGE 


Fro. 3.—Mean excretion of gonadotrophin in adult, pre-menopausal, women (Albert et al., 1956). 
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'shall return to the problem of oogenesis and 
ovulation later, but will now consider mongols 
whose occurrence is independent of maternal 
age. 


MATERNAL-AGE-INDEPENDENT MONGOLISM 


These mongols, fewer in number than Class B 
mongols, are not homogeneous as to cause. An 
important aetiological distinction to make is 
that between mongols whose conditions arise 
primarily from a meiotic error in the mother 
and those in whose case a chromosomal anomaly 
was already present in the mother's somatic cells 
and has been transmitted. In the second group, 
which includes maternal mosaics and maternal 
translocation carriers, the origin of the anomaly 
must be sought in a grandparent or even 
further back. Class A mongols may be trisomic 
or translocation mongols, and in either case the 
anomaly may have originated at maternal 
oogenesis or may have been transmitted. Trans- 
locations play a small part numerically (Table 
V). It is notable that the proportion of all 
mongols who are trisomic increases with 
advancing maternal age. This is because D/G 
translocations are maternal-age-independent 
and G/G translocations and mosaic mongols 
show a weakened maternal age effect. A pro- 
portion of G/G translocations may be related 
to late age of the father (Penrose, 1962). The 
overall incidence of the rarer chromosome 
anomalies is less than 5 per cent, and not all of 
these are age-independent, so that most Class A 
mongols are trisomic. 


TABLE V 
Percentage distribution of chromosomal types at each 
maternal age group 


G/G 





M.A. Trans- Trans- 

group ‘Trisomy location location Mosaicism Total 
I5- .. 849 4'2 5:9 5:0 100,0 
20- .. 89:8 5:9 3:1 1:2 100:0 
25- .. 91-1 3:0 3:9 2:0 100,0 
30- .. 92:8 2:0 2:5 2:7 100-0 
35- f. 97:2 I'I 0:3 1'4 100*0 
40- .. 97:2 o'o o-8 2:0 100:0 
45. .. 96:6 0-0 I'I 2:3 100-0 
Total 93°7 2:1 2:1 2:1 100:0 


it has been suggested that there may be a 
genetical tendency to meiotic errors in some 
subjects. If so, it would be heritable and would 
therefore show itself by a familial tendency to 
mongolism. Such mongols might be Class A or 
maternal-age-independent, or at least maternal 
age influence might be weakened where there is 
already a gene or genes that predispose to 
meiotic errors. Penrose (1951) collected data, 
largely from published reports, about mongols 
with related mongols. He found that when the 
secondary mongol was related to the propositus 
on the mother’s side of the family the mean 
maternal age at the birth of the mongols, 
although raised above the control mean, was 
appreciably lower than that of unselected 
samples of mongols, but there was no weakening 
of maternal age effect when the secondary 
mongol was related through the father. This 
may suggest a sex-limited or sex-influenced 
genetical tendency to the occurrence of meiotic 
errors. My own sample of 2,330 mongols 
contained 130 mongols with a related mongol. 
(Quite commonly the propositus and the 
secondary mongol both entered the sample.) 
As this sample has been gathered since the 
introduction of the chromosomal era, chromo- 
somes have been examined of all propositi with 
related mongols, and also of the available 
related mongols and of some of the parents. 
Ten per cent of mongols showed transmitted 
translocations, in all instances D/G transloca- 
tions. In three families one mongol was a G/G 
translocation and the other was trisomic. The 
findings in regard to maternal age in this sample 
are similar to those of Penrose, but I have 
excluded in the examination of maternal age 
(Table VI) all translocations, so the weakening 
of the maternal age effect is not the result of 
transmitted translocations. 

It thus appears that Class A mongolism may 
be caused by transmitted translocations or by 
sporadic translocations or by some heritable 
genetical tendency. Another cause may be 
maternal mosaicism, which in fact bas been 
proved to occur but may often be difficult or 
impossible to detect chromosomally. Penrose 
(19542), judging by the results of dermato- 
glyphic analysis, estimated that about 10 per 
cent of all mongols might have mothers who 
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Taste VI 
Maternal age at birth of mongols with affected relatives 
Mean M.A. 
Relationship to propositus No. (years) 
Mother's sib .. 4 31:5 
Father’s sib .. -: Ls 4 31:8 
Maternal rst cousin . . x 7 30°4 
Paternal 1st cousin .. be 7 40°0 
Maternal rst cousin once re- 
mov és oa es 7 30:6 
Paternal rst cousin once ге- 
moved р e is I4 35:6 
Total through mother 25 18 30:6 
Total through father os 25 36-2 





themselves were mosaics. One dermatoglyphic 
feature he employed was the maximum a.t.d. 
angle on the hands. This is raised to 57° or more 
in a high proportion of mongols but in a few per 
cent only of the general population. An increased 
a.t.d. angle may indicate the presence of a 
proportion of trisomic cells in the mother’s 
somatic tissues. Maternal mosaicism may also be 
suggested by maternal age at birth. Mongols 
born to mosaic mothers are Class A mongols, so 
the mean maternal age at the birth of these 
mongols should be the same as for normal 
babies. But the available evidence suggests 
(Richards, 1970) that most mosaic mothers 
started as regular trisomic zygotes which, during 
early embryogenesis, underwent a mitotic error 
leading to mosaicism. These mothers them- 
selves, therefore, started as Class B mongols, so 
that the mean grandmaternal age at the birth 
of the mosaic mothers is raised (Table VII). 

If there are mothers with considerably in- 
creased risk of bearing mongols, they will be at 
risk of bearing more than one. This might 
apply to mothers who are mosaics or trans- 
location carriers or those who have a genetical 
tendency to meiotic errors. Mongols born to all 
these types of mother are Class A mongols. 
Putting these facts and inferences together, we 
get a characteristic pattern of events which may 
be applied as a test to sibships containing more 
than one mongol (Table VIII). If mothers are 
divided into those who were under 35 at the 
birth of the youngest mongol and those who were 
35 Ог over, maternal mosaics should mostly be 














Taste VII 
Parental mosaicism 
Grandmaternal % 
, age at birth Trisomic cells 
Sex Ageat birth of mosaic 

of mongol parent Blood Skin 
eee 
Rs 31 40 13°6 
F. 17 39 17'1 18:4 
К. 19 39 27:0 75:0 
M. 26 31 6-6 : 
Е. 20 27 48-1 45:6 
F. 25 32 5:8 
M. 95 30 21:5 
Е. 22 8:5 
Е. 33 38 4°3 2:9 
F. 45 37 7:0 
Е . 30 24 4'0 6:0 
Mean 27:5 33:7 14:8 26:6 

Taste VIII 


Some characters associated with different types of mongolism 





TYPE OF MONGOL 


Trisomic Translocation 
(Class A) (Class A) Trisomic 
Character born to transmitted (Class B) 


mosaic mother or sporadic 


I o RID 
Maximal atd 
angles of 

mother 


M.A. at birth 
of mongol 
propositus 

G.M.A. at 
birth of 
mother raised normal normal 

AOI CAD айа», 

amongst the former, and many of their hands 

should have raised maximal a.t.d. angles. Those 

35 or over at the birth of the youngest mongol 

should not often be mosaics or have raised a.t.d. 

angles. The grandmaternal age at the birth of 

mosaic mothers should also be raised. I have 
applied this test, as far as I am able, to the 
data published by Penrose in 1954 which gives 
parental ages at birth and a.t.d. angles of some 
sibships containing two mongols. At that time, 
of course, nothing was known of human chromo- 
some anomalies or of chromosomal mosaicism. 

To the data of Penrose I have added some «ases 

from my own sample. The results are rather 

interesting and as expected (Table IX). Of 


raised normal normal 


normal normal raised 
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ТАВІЕ IX 
Relationship between maximal a.t.d. angles and maternal 
age at birth of mothers of more than one mongol 





Maternal age at 
birth of first mongol 
Maximal a.t.d. angle | ——————————— — — 





Under 35 ycars 

35 years and over 
Under 57? 7 9 
57? and over II I 
Total 18 IO 


mothers under 35 at the birth of the youngest 
mongol, no less than. eleven out of eighteen 
hands have maximal a.t.d. angles of 57? or 
more, compared with only one out of ten hands 
for mothers of 35 or over. I do not have grand- 
maternal ages of many of these cases, but such as 
I have favour the assumption of maternal 
mosaicism of the younger mothers. Amongst my 
own cases there are no translocations, because I 
have purposely excluded them. If this kind of 
evidence of mosaicism is accepted, it would 
suggest, on the rather limited data available to 
me, that perhaps one third to one half the 
mothers with more than one mongol are them- 
selves mosaics, and that many of the maternal- 
age-independent or Class A mongols in such 
sibships may be thus accounted for. Much less 
often, the mother of more than one sib is a 
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translocation carrier. My sample contains 24 
sibships with more than one mongol; only two 
of the mothers are translocation carriers. Carter 
and Evans (1961) demonstrated that there was 
a significantly increased risk of a mother who 
bears a mongol when young bearing another, 
which accords with these findings. If there are 
no mothers at greater risk of bearing mongols 
than others, then the chance of a second mongol 
being born to a mother who has had one is the 
same as the risk in the general population, the 
value of which can be obtained from the known 
population incidence (Table X). The calcula- 
tion was made by Penrose in 1932 on a large 
American sample reported by Macklin (1929) 
to which he added a smaller sample of his own. 
He calculated the expected number of sibships 
with one, two, three or four mongols, assuming 
three different population incidences and a 
mean sibship size of four. The results are 
similar to those for my own sample and show 
a considerably greater number of observed than 
of expected sibships with more than one mongol. 
Amongst the sibships of my sample are five with 
twins concordant for mongolism, one with a 
transmitted translocation, and one with one G/G 
translocation mongol and one trisomic mongol. 
That leaves 17 sibships with trisomic mongols 
only. 

Class A or maternal-age-independent mongol- 
ism may therefore be caused by maternal 


TABLE X 
Observed and expected incidence of multiple mongolism in sibships 











Expected arrangements of families 




















Number of Number for different population incidences 
Sample mongols in of 
the family families 1/100 1/500 1/1,000 
Penrose (1932) I 2,671 2267:2 2700°9 2703 °9 
2 33 40:5 8:1 4*1 
3 3 0-3 о.о! 0:003 
4 I 0-001 0*00001 0*000001 
Total 2,708 
Present sample 1 2,304. 2269-3 2297°9 2300°5 
2 23 944 6-8 3:5 
3 I 0'3 0:009 * 0:003 
e 4 o 0*0009 0.000009 0:0000009 
Total 2,328 
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mosaicism or by sporadic or transmitted translo- 
cations, or there may be a heritable genetical 
tendency for meiotic errors. With the exception 
of sporadic translocations one might expect 
mongolism originating in these ways to be 
concentrated in samples selected for familial 
tendency. I have already suggested that multiple 
mongolism in sibships often arises from maternal 
mosaicism. In other types of relationship 
transmitted translocations are more likely. In 
my familial sample of 130 in 103 sibships, there 
were IO per cent transmitted translocations, 
whereas in unselected mongol samples there are 
about 2 per cent. In one family (Fig. 4) there 
were four mongols and numerous carriers. The 
D/G translocation has been transmitted through 
at least four generations. It so happened that a 
member of this family I had been unable to 
locate presented herself at Guy's Hospital a few 
wecks ago, having given birth to a mongol (I 
am grateful to Dr. Kohlinsky for this informa- 
tion). Her brother, who is a carrier, also has a 
mongol child, so there are now six diagnosed 
translocation mongols in this family. There are 
other families with three related mongols, each 
in a different sibship (Fig. 5), all being trisomic. 
A genetical tendency is suggested by a family 
reported by Penrose and originally drawn to hise 
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attention by Dr. Carter (Fig. 6). Each of two 
sisters who were identical twins, and therefore 
genotypically alike, gave birth to a mongol. 
Each sister was under go at the time. If there is 
a genetical tendency to mongolism there could 
be racial differences in incidence, but there are 
other causes of variability in incidence that are 
much more important. Mongolism has been 
diagnosed in most races now, although incidence 
figures for many races are not available. 

A variety of environmental agents may pre- 
dispose to meiotic errors, and the resulting 
mongols may be expected to be Class A mongols. 
Amongst these, viral agents and maternal 
irradiation have been exhaustively investigated, 
but there is no convincing evidence that they 
are of more than minor importance. More 
significant is the presence of thyroid autoimmune 
bodies in some of the mothers of mongols. This 
was first observed by Robertson, Mellon and 
Stewart (1965) and has been amply confirmed 
since. More recently, Fialkow (1970) examined 
thyroid antibodies in the mothers of mongols 
in relation to maternal age at birth (Table ХР). 
He demonstrated, in a well-controlled sample, 
that a significantly higher proportion of mothers 
who bore mongols when young had thyroid 
autoantibodies in the blood as compared with 
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Fic. 4.—Pedigree containing D/G translocation mongols and translocation carriers. 
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Regardless of what causal influences are at 
work, whether it is something connected with 
ageing in the mother or with a genetical ten- 
dency or an immunological disorder, these 
various causal influences must converge upon 
the same point, since mongolism, in nearly all 
instances, is the consequence of a meiotic error 
that occurs during oogenesis in the mother. 
Therefore, finally and briefly, I wish to draw 
attention to some facts about oogenesis and to 
refer to some recent experimental observations. 





IV. 


OOGENESIS AND OVULATION 


ГА 
NRI Meiosis, whereby oocytes are formed from 
Y oogonia, consists of two cell divisions, the first 
Fic. 5.—Pedigree containing three regular trisomic of which is the reduction division and halves 


mongols each in a different branch of the same family. the chromosome number, while the second is 
very similar to an ordinary mitotic division 


Q (Fig. 7). At the first division homologous 
chromosomes pair, and chromatids exchange 
material by crossing over, the crossed-over 
portions breaking off and recombining in each 
case with the alternative chromosome. After 
5 2T 


this stage the chromosomes separate again, and 
the cell divides without complete division of the 
chromosomes. This is followed by the second 
meiotic division during which the chromosomes 


sic E ЛОКК dendo (via saper sani эор | 
whom bore a mongol when young. In the human female, as in other female 
The numbers are the maternal age at birth. mammals, oogonia enter the first stage or 


prophase of the first meiotic division during 
controls. He suggested that there might be a foetal life. Meiosis continues up to the stage of 
generalized. immunological disorder in these crossing over, the crossing-over portions being 
mothers, which in some way is associated with known as bridges or chiasmata which are clearly 
the occurrence of maternal-age-independent visible microscopically. A female is born with the 
mongolism. oocytes at this stage of meiosis, which is known 


TasLE ХІ 
Age specific prevalence of thyroid antibodies in 477 mothers of probands with Down’s Syndrome compared to 477 control females 








Mother of probands 




















with Down’s syndrome Control females 

Age (at time 
of testing) Positive Positive x? р 

No.  —————— — — No. 

tested No. 96 tested No. % 
16232. КЕ 128 35 27 128 9 9 18:55 <0:001 
39-44 .. к 157 44 28 157 24 15 7°51* <о'о1 
4+ å ку 192 55 29 192 42 22 2:33 <о.2 
Total .. ae 477 194. 28 477 75 16 21°33 «0:001 
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Fic. 7.—The behaviour of a pair of homologous chromosomes during meoisis, The 
paternal chromosome is dark, the maternal chromosome light. 


as dictyotene. After birth no further oogonia 
develop into primary oocytes, so that a female is 
born furnished with a finite stock of primary 
oocytes which cannot thereafter increase in 
number. All the oocytes that will ever ripen into 
ova and ovulate during a female's lifetime are 
already present at her birth. They remain, as it 
were, frozen in dictyotene until puberty, after 
which one, occasionally more than one, will 
ripen each month, that is to say, will complete 
meiosis and ovulate. Most oocytes do not ovulate 
but degenerate. For each one that ovulates, 
thousands undergo atresia, and a high propor- 
tion of them become atretic before puberty. 

If a meiotic error occurs at or before dicty- 
otene, it will be present at a female’s birth, and 
cannot be a consequence of some change 
occurring in the oocyte with increasing maternal 
age. The part*of meiosis that occurs after dicty- 
otene occurs when that particular oocyte is 
about to be ovulated, after puberty. A meiotic 


error occurring after dictyotene, therefore 
g › › 


could be the consequence of some tissue change 
occurring in the oocyte as it lay in dictyotene 
while the mother was growing older, so that 
when the turn of that particular oocyte came to 
complete meiosis, perhaps in a mother of 40, 
the change which had occurred in it might 
result in a meiotic error. 

Henderson and Edwards (1968) were able to 
examine oocytes that were beginning to ovulate 
in mice of different ages. They counted the 
number of chiasmata and noted their positions, 
and also counted univalents, that is, chromo- 
somes that have no chiasmata, under which 
circumstance they may fail to pair properly or 
may drift apart. They found a decrease in 
chiasma counts and an increased frequency of 
univalents with increasing maternal age. The 
importance of this is that the number of 
chiasmata is determined before the stage of 
dictyotene, and homologous chromosomes With- 
out chiasmata at this stage are at risk of failing 
to segregate properly. In other words, they 
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observed a meiotic anomaly which would pre- 
dispose to the eventual occurrence of trisomic 
zygotes, but which was present at dictyotene 
and therefore when the female mouse was born. 
They did not observe these age-related changes 
in male mice. 

It is therefore not possible that this anomaly 
could be the consequence of a tissue change in 
the oocyte with advancing maternal age. If 
mongolism is caused by an anomaly of this 
kind, then an association with late maternal age 
can only be explained by selection against 
ripening of these particular oocytes, which 
thereby become increasingly concentrated in the 
ovaries with advancing maternal age as the 
normal oocytes become depleted through ovula- 
tion and atresia. The hypothesis of Henderson 
and Edwards is that there is some kind of 
production-line system whereby oocytesreaching 
dictyotene first ripen first and those reaching that 
stage last ripen last. There are, however, other 
possible explanations. For instance, the oocytes 
with low chiasma counts might be less responsive 
to pituitary gonadotrophin. Since secretion of 
this increases with advancing maternal age, the 
oocytes with low chiasma counts would be pro- 
gressively more strongly stimulated as the mother 
ages; or there could be some suppressive mechan- 
ism which weakens with advancing maternal age. 
These explanations suggest either a predeter- 
mined selective arrangement already organized 
at the mother’s birth, or an age-related medi- 
ating change which may be physiological or 
pathological and acts selectively on oocytes 
already abnormal at birth. There may therefore 
be no late maternal age effect, if by that is 
meant an age-related tissue change. It is, 
rather, a longevity effect. Statistics do not 
enable us to distinguish between the two. 


Facts AND FIGURES 

In closing, I should like to draw attention to 
the tenuous relationship that exists between the 
population of mongols from which we draw 
statistical inferences and the cellular disorder in 
the mother which is their sufficient cause. 

Ifhas been estimated that a human female is 
born with about 400,000 oocytes in dictyotene. 
Of these, 99:9 per cent will undergo atresia. 


The remaining 0-1 per cent, which is about 400, 
will ripen and ovulate some time between 
menarche and menopause. Most of these 400, 
by the grace of God (and for more potent 
reasons) will not be fertilized. If we assume 
an average family size of four, then 1 per cent of 
them will eventuate as live born children, which 
is 1/100,000 of the oocytes present at birth. The 
most meticulously random and exhaustively 
ascertained population sample of liveborn 
babies that may be examined to investigate 
mongolism is, therefore, a one-in-one-hundred- 
thousand selection of the original oocytes. We 
do not know to what selective influences these 
oocytes have been subjected. There may be 
selection for atresia, the function of which is 
unknown but which is the fate of almost every 
oocyte; there may be selection for fertilization, 
and there is selective foetal wastage. When 
carrying out calculations on samples of mongols 
it is as well to bear in mind these sobering 
statistical reflections. 

Statistical enquiries have contributed greatly 
to our understanding of mongolism during its 
hundred year history, but it is doubtful if much 
more information can be squeezed out of the 
available data by their use. What we now require 
is more detailed information about the biology 
of the mother, particularly about oogenesis and 
the surrounding physiological and pathological 
events. Fortunately, there have been important 
technical advances during the last two decades 
which, we may reasonably hope, will render the 
appropriate investigations both feasible and 
fruitful. 
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Genetic Theorizing and Schizophrenia* 


By IRVING I. GOTTESMAN and JAMES SHIELDS 


Schizophrenia research embodies a microcosm 
of the vexing problems that confront the be- 
havioural sciences, but particularly those disci- 
plines concerned with psychopathology. We are 
ignorant of the means to prevent schizophrenia 
because we continue to be ignorant about its 
aetiology. Despite recognizable descriptions of 
the syndrome in ancient Hindu treatises (с. 
1400 В.С.) and 76 years after its designation as 
dementia praecox by Kraepelin (1896), we are 
still grappling with such basic issues as when 
and how to diagnose Eugen Bleuler's (1911) 
*group of schizophrenias' (cf. Katz, Cole, and 
Barton, 1968). Despite brilliant advances in 
molecular biology, neurochemistry, and brain- 
behaviour phenomena generally, we cannot 
pinpoint any necessary biological defect in all 
or most schizophrenics. Despite selfless expendi- 
tures of time and energy by gifted psycho- 
therapists and sophisticated social science 
efforts, we cannot specify any necessary life 
experience, either at the level of the family or 
of a culture, common to all or most schizo- 
phrenics. While there is obvious merit in casting 
the problem in an interactionist framework, 
actiology still defies an easy solution because we 
must then isolate what element(s) in the 


genotype interact with what element(s) in the 


internal and/or external environment (as well as 
when and how) to produce the phenotype we 
recognize as a schizophrenic one. 

The wish for a simple aetiology with a then 
obvious rational treatment and eventual pre- 
vention is ever present. The 'stuff' of which 
such dreams are made emanates from our 


* This paper draws freely from material in our forth- 
coming book, Schizophrenia and Genstics—a Twin Study 
Vania: Point, to be published by Academic Press Inc., 
New York City, in 1972. We wish to express our apprecia- 
tio іо Academic Press Inc. for their cooperation, and our 
thanks to V. Elving Anderson, Leonard Heston, Charles 
Smith and J. M. Thoday for their comments on the 
manuscript. 
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coveting the successes with pellagra, paresis, 
tuberculosis, polio, and PKU. It may turn out 
that our ambitions are doomed to failure at this 
stage of our technology and theorizing; in that 
case the important tasks become the elimination 
of unprofitable lines of inquiry, the reordering 
of priorities for new research as a function of 
our current knowledge, and the generation of 
refined, sharply focused hypotheses which, in 
toto, will add enough strands to the network of 
information about schizophrenia to permit its 
ultimate comprehension. 

Is it not anachronistic, in this age of molecular 
biology, to look at whole human beings and their 
behaviour? Simpson (1964) and Dobzhansky 
(1968, p. 1), among others, have observed that 
‘There are two approaches to the study of the 
structures, functions, and interrelations of living 
beings—the Cartesian or reductionist and the 
Darwinian or compositionist.' Dobzhansky did 
not mean that the biological sciences could be 
dichotomized in this way, only that biological 
phenomena have both Cartesian and Darwinian 
aspects, and further, that the two aspects are 
both necessary and complementary. 

Mayr (1964), another eminent evolutionist, 
elaborated the analytical and systems approa- 
ches to biology another way. In his view the 
biologist studies systems of increasing com- 
plexity ranging from molecules through organ 
systems and individuals to populations, species, 
and species aggregates. It becomes obvious that 
a system at any level is composed of elementary 
units which are themselves the systems of the 
level lower down. Mayr goes on to conclude: 

“Оп each level it is equally legitimate to study 
either the system as a whole or the elementary 
units of the system, but we will not get the whole 
truth unless we study both. It is*fortunate, both 
for physics and biology, that systems at higher 
levels can be studied with profit Jong before the 
elementary units at the lower levels are fully 
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understood. The past history of biology has 
shown that progress is equally inhibited by an 
anti-analytical holism or by a purely atomistic 
reductionism’ (p. 1235). 


MAIN GROUNDS FOR OUR EMPHASIS ON 
Genetic FACTORS 

In support of the position we are proposing for 
genetic factors in theories about the actiology of 
schizophrenia, we cite the following: 

1. Our species is extremely diverse genetically. 
It is logical to expect that this genetic variability 
will occasionally produce a combination of genes 
that results in a phenodeviant (Lerner, 1958) at the 
extreme of a distribution. T'he work of Lewontin 
(1967) on blood group antigens and of Harris 
(1970) on enzymes suggests that about 3o per 
cent of all human loci are polymorphic, i.e. two 
or more alleles at a given gene locus, each with 
frequencies greater than -o1 (hence not explain- 
able by mutation). The findings imply that 16 
per cent of the loci coding for the structure of 
proteins in any one person will be heterozygous; 
using conservative estimates for the number of 
such loci (50,000) we each of us have about 
8,000 loci at which there are two different 
alleles, each locus resulting in a distinct protein. 
(Genes responsible for regulation and organiza- 
tion are excluded from consideration at this 
stage of our ignorance.) Harris calculated that 
the probability of two persons at random having 
the same type of enzymes at only eight loci was 
I in 200; the most commonly occurring types 
would be found in 1-8 per cent of the popula- 
tion. He called the kind of diversity already 
demonstrated merely the tip of an iceberg. T 

2. Many morphological and physiological 
traits are known to be under some genetic 
control. Behavioural traits such as intelligence, 
social introversion, and anxiety have an 
appreciable genetic component, with data for 
some of these traits coming from animal strain 
difference and selection studies as well as from 
work with twins and families. It would be a 
surprise if schizophrenia were altogether 
exempted from analogous genetic influences. 

3. No envirónmental causes have been found 
which will invariably or even with moderate 
probability produce schizophrenia in subjects 
unrelated to a schizophrenic. When cases of 
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Jolie 4 deux are examined carefully, a high 
prevalence of schizophrenia is found among the 
genetic relatives of the induced (Scharfetter, 
1970), thus shifting the focus from the role of 
inducer as a cause to one of precipitator, and a 
consequent refocusing on the predisposition of the 
induced. 

4. Schizophrenia is present in all countries 
that have been studied extensively. Table I 
shows that in many the incidence is about the 
same despite great variations in ecologies such 
as child rearing practices. Such observations 
detract from assigning ‘culture’ a major causal 
role in the aetiology of schizophrenia. 


TABLE I 


Expectation of schizophrenia for the general population 
À (From Slater, 1968) 








N Expecta- 
Date Country (age- tion S.E. 
corrected) — (94) 

1931 Switzerland 899 I'28 0:368 
1936 Germany  7,955°5 0:51 0:088 
1942 Denmark 29,251 0:69 0-054 
1942 Finland 194,000 O'QI 0:091 
1946 Sweden 10,705 o:8r о-о87у 
1959 Japan 10,545 o:82 о-о88 
1964 Iceland 4,913 0:73  O'IOI 





5. Within modern urban communities there 
is a disproportionately higher incidence and 
prevalence of schizophrenia in the lowest social 
classes compared to the highest. On the face of 
it, such observations provide strong support for 
the role of social stressors as causes of schizo- 
phrenia. Evaluation of the data (e.g. Goldberg 
and Morrison, 1963; Turner and Wagenfeld, 
1967) suggests that downward social drift of the 
patient is the major explanation for the excess of 
Schizophrenia in the lower classes; however, 
some genetically predisposed individuals might 
have remained compensated had they been in 
a more sheltered class. Paradoxically, social 
stressors can be both predisposing and preci- 
pitating at different times. Kay and Roth (1961) 
in their study of late paraphrenia notei that 
social isolation was initially the effect of the 
preferences of schizoid people and secon ya 
cause of their decompensation in that isolation 
removed various resources for adjustment in old 
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age. Fuller and Collins (1970) provided a clear 
experimental model for such a phenomenon in 
mice susceptible to audiogenic seizures; sound 
as a stressor precipitated seizures in certain 
predisposed genotypes (DBA) on first exposure 
but not in others (C57BL); on a second trial 
‘sensitization-induced seizure susceptibility’ was 
observed in 60 per cent of the C57BL mice but it 
was seen in even more (81 per cent) of the 
hybrids carrying half their genes from the DBAs. 
Even when the stressor predisposed the mice to 
seizures, it did so as a function of the genetic 
predisposition. 

Let us try to make it clear that we would not 
downgrade the part played by stress—it is after 
all half of the diathesis-stress model. We, as well 
as others, are unable to deal adequately with the 
concept of stress as an explanatory construct or 
as an intervening variable. Many of the diffi- 
culties plaguing the concept are confronted by 
Levine and Scotch (1970) and their colleagues 
and by Selye (1956). The simplistic flow chart 

Stressor ———» Stress ———> Disorder 

is all right as a starting point, but denies the 
important role we wish to assign to the ‘stresses’. 
Events which are apperceived аз stressors 
depend on the genotypic and experiential unique- 
ness (e.g. intrauterine environment, perinatal 
hazards, learning history, exposure to CNS 
toxins, etc.) of the stressee; so do the kind and 
degree of stress responses, and so do the various 
disordered outcomes of the stress responses. 
The problems of specificity are far from solved 
and we don't yet have the answers. But why 
might the results of stress vary from hypertension 
to ulcer to schizophrenia ?—perhaps because of 
the specific properties of the stressee. 

6. There is an increasing risk of schizophrenia 
to the relatives of schizophrenics as a function of 
the degree of genetic relatedness, as can be 
seen in Table II. The familial distribution 
cannot entirely be due to environmental 
differences between families—the MZ concord- 
ance rate is higher than the DZ—or to gross 
differences within families such as sex or birth 
order.' Table III presents the results of the 
earlier twin studies. These are simple pairwise 
rates without age correction and count as 
corcordant pairs in which the co-twin had any 
schizophrenic-like illness. 


ТАВІЕ П 
Expectation of schizophrenia for relatives of schizophrenics 
(After Slater and Cowie, 1971) 




















Total Schizophrenic 
relatives % 
Relationship (age- — 
corrected) (a) (b) 
Parents .. 7675 44 55 
Sibs (all) 8,504 '5 8:5 10:2 
Sibs (neither parent 
schizophrenic) 7:535 82 9'7 
Sibs (one parent 
schizophrenic) 674:5 19:8 17:2 
Children НЕ 1,226°5 12:3 13:9 
Children of mating 
Schiz. x Schiz. 134 36:6 46:3 
Half-sibs vu 911 3:2 395 
Uncles and aunts 3,376 2:0 3:6 
Nephews and nieces 2,315 2:2 2:6 
Grandchildren .. 713 2-8 3:5 
First cousins 2,4938: 5 2:9 3:5 
(a) Diagnostically certain cases only. 
(b) Also including probable schizophrenics. 
Taere ПІ 
The earlier twin series 
(After Gottesman and Shields, 1966) 
MZ pairs SS DZ pairs 
Investigator Date 
% NC% 
Luxenburger 1928 19 11 58 15 о о 
Rosanoff et al. 1934 41 25 61 5 7 13 
Essen-Móllr 1941 11 7 64 27 4 15 
Kallmann 1946 174 120 69 296 34 II 
Slater . 1953 37 24 65 58 8 14 
Inouye 1961 55 33 бо п 2 18 





The more recent twin studies have usually 
been reported by the authors themselves as 
showing a range of rates, depending on what 
conditions are included as concordant. In our 
Maudsley twin study (Gottesman and Shields, 
1972) we employed a diagnosis for both proband 
and co-twin which is based on the consensus of 
six diagnosticians from three different countries. 
They reached their opinions from summaries 
which did not refer to the diagnosis or zygosity 
of the other twin. The consensus diagnosis of 
schizophrenia, reflecting middle-of-the-road 
standards, gave better MZ/DZ discrimination 
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than attempts to apply very strict or very broad 
criteria, as Table IV shows. 

The sampling methods in recent twin studies 
permit accurate use of the proband method in 
calculating concordance, which was not possible 
in some of the older studies and is theoretically 
more correct (cf. Allen, Harvald and Shields, 
1967). Such rates show the proportion of 
independently-ascertained schizophrenics who 
have affected co-twins, i.e. are casewise rates. 
Table V shows our estimate of probandwise 
concordance in the recent research, using a 
criterion which approximates to the consensus 
diagnosis of our own study. 

7. The difference in identical vs. fraternal twin 
concordance rates is not due to aspects of the 
within-family environment that are more similar 
for MZ than DZ twins although there are many 
such aspects. Studies of MZ twins reared apart 
as well as adoption and fostering studies show a 
markedly raised incidence of schizophrenia 
among relatives even when they were brought 
up in a different home by non-relatives. Heston’s 


data are illustrative (1966) asshownin Table VI. ` 


Taste VI 


Psychiatric disorders in foster home reared children 
(After Heston, 1966) 








Mother 
schizophrenic Controls 
(М = 47) (N= so) 
Mean age si : 35:8 36:3 
Schizophrenia .. hs 5 — 
Mental deficiency, 

ІЮ < зо .. 4 — 
Sociopathic personality 9 2 
Neurotic personality 

disorder уз 55 13 7 





8. Such implicitly causal constructs as schizo- 
phrenogenic mothers, double-binding, marital 
skew, and communication deviance, have been 
found wanting (by others as well as ourselves), 
although we would not categorically deny them 
a role as possible precipitators or exacerbators of 
schizophrenia. The offspring of male schizo- 














ТАВІЕ IV 
Concordance in Maudsley schizophrenic twin study for consensus diagnosis and Judges with the most extreme criteria 
Sor schizophrenia 
MZ DZ MZ : DZ 
Judge with narrowest criteria 
Both twins first-choice schizophrenia 3/15 20% 3/22 14% 1:5 
Consensus diagnosis of 6 judges 
Both twins schizophrenia, including ? schizophrenia 11/22 50% 3/33 9% 5:5 
Judge with broadest criteria 
Both twins schizophrenia (including borderline schizo- 
phrenia) orschizotype .. on - A 14/24. 58% 8/33 2496 2:4 
Taste V 
Concordance (proband method) in recent twin studies at a level approximating to the consensus diagnosis of schizophrenia 
Investigation MZ DZ 
Kringlen, Norway (1967) — . 31/69 45% 14/96 15% 
Fischer et al., Denmark (1969) 14/25 5696 12/45 26% 
Tienari, Finland (1971)* 7/20 3596 3/23 13% 
Allen et al., U.S.A. (1972)*. .. .. 52/121 43% 12/131 9% 
° Gottesman and Shields, U.K. (1972) .. 15/26 58% 4134 12% 





Total 


. 119/261 46% 45/329 14% 


Eee 


* Male pairs exclusively. 
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phrenics are as much at risk for the disorder as 
are the offspring of female schizophrenics. 
When both parents are schizophrenic the risk 
to their children is about 46 per cent; it is 
difficult to account for the absence of schizo- 
phrenia in the rest of the children on environ- 
mental grounds given such a schizophrenogenic 
environment; in what might be perceived as an 
even worse environment, one where one parent 
is a schizophrenic and the other is psychepathic, 
the risk of schizophrenia in the offspring is only 
15 per cent. Both sets of data are, however, 
compatible with genetic theories of aetiology. 

We close this section with a reminder that, 
paradoxically, it is the data showing that 
identical twins are as often discordant as con- 
cordant for schizophrenia that provide the 
most impressive evidence for the important role 
of environmental factors in schizophrenia, 
whatever they may be. 


GENETIC MODELS FOR THE MODE OF 
TRANSMISSION 


Once the existence of a genetic diathesis has 
been established, it becomes important to pro- 
vide a theory for the mode of its transmission. 
In the first instance theories provide a scheme for 
systematizing diverse pieces in a jigsaw puzzle. 
In the second, they encourage the formation of 
testable and refutable hypotheses; ideally they 
should compete with each other in such a 
fashion that one theory is made more credible 
and another less so when subjected to a test. 
Different genetic models have different implica- 
tions for the kinds of studies to be conducted, 
for the kind of molecular pathology involved 
and hence the rational treatment, for possi- 
bilities of detecting premorbid cases, and for 
recommendations about the prevention of 
schizophrenia, e.g. through genetic counselling. 

Models for the genetic mode of transmission 
in schizophrenia can be roughly classed into 
three categories, which can in turn be divided. 
The broad classes are monogenic or one major 
locus, genetic heterogeneity, and polygenic. 
Monogtnic theories can be divided into recessive, 
requiring homozygosity or a double dose of a 
gene бї one locus (one from each parent), and 
dominant, requiring only a single dose of some 
necessary gene (from one parent). Genes them- 


selves are neither dominant nor recessive; the 
terms only have meaning with respect to a 
particular phenotypic characteristic. John and 
Lewis (1966) introduced the useful distinction 
between exophenotype (external phenotype) 
and endophenotype (internal), with the latter 
only knowable after aid to the naked eye, e.g. a 
biochemical test or a microscopic examination 
of chromosome morphology. As endopheno- 
types have become more available, the distinc- 
tion between recessivity and dominance has 
become blurred; in a sense all genes are ‘domi- 
nant’ (cf. sickle-cell anaemia vs. sickling trait) 
when we have a way of detecting gene action 
molecularly. Like most inborn errors of meta- 
bolism PKU is the result ofan enzyme deficiency 
inherited in a recessive fashion (two doses of 
a gene), but the heterozygote (one dose of 
the gene) can usually be identified. Enzyme 
deficiencies can also be inherited in a dominant 
fashion, e.g. porphyria. The difference depends 
on how far the normal homozygous state 
produces an excess of the minimal level needed 
for health. To quote Harris (1970, p. 252), 
‘Dominant inheritance of a disease due to an 
enzyme deficiency is most likely to occur where 
the enzyme in question happens to be rate 
limiting in the metabolic pathway in which it 
takes part, because the level of activity of such 
enzymes in the normal organism will in general 
be closer to the minimum required to maintain 
normal function’. 

Dominant gene theories of schizophrenia 
which provide for the modifying effects on the 
phenotype of genes at other loci or other alleles 
at the same locus (cf. the G6PD polymorphism) 
are in practice difficult to distinguish from 
polygenic models; Slater’s (1958; Slater and 
Cowie, 1971) particular model will be discussed 
below. A simple monogenic theory for all 
schizophrenic psychoses where the gene is 
sufficient cause for the psychosis has no 
advocates. 

Genetic heterogeneity means different things 
to many people. It can mean that schizophrenia, 
like low grade mental deficiency, is comprised of 
many rare varieties of different? recessive or 
dominant conditions with the mutation rate at 
each locus maintaining the genes in the popula- 
tion. One form of genetic heterogeneity is one 
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we can agree with—the model is like that of 
mental deficiency throughout its range; a very 
small percentage of schizophrenic cases are due 
to different dominant and recessive loci, a 
further group is due to symptomatic pheno- 
copies (e.g. epilepsy, or amphetamines, or 
psychic trauma), but the vast majority are 
segregants in a normal distribution of a liability 
towards schizophrenia. 

Polygenic models can be divided into 
continuous phenotypic variation and quasi- 
continuous variation ог threshold effect. 
Examples of the former are height and IQ 
scores where extremes of a distribution may be 
labelled as pathological (dwarf or retardate) at 
some arbitrary point in the distribution; 
individuals just to the other side of the point are 
not distinctively different. The most widely 
known polygenic trait models posit a large 
number of underlying genes all of whose effects 
are equal; with traits so determined we would 
expect the phenotypic correlation between 
relatives to be the same as the genetic correlation 
if the traits are completely heritable. We find, 
for example, that the parent-child and sib-sib 
correlations for height or fingerprint ridge count 
are very close to 0°50. A less well-known 
polygenic model of importance to our thinking 
about a model for schizophrenia permits the 
gene effects to be unequal. Thoday (1961, 1967) 
has shown that, although bristle number in 
Drosophila is under polygenic control, 87-5 per 
cent of the genetic difference between the means 
of a high and a low line could be accounted for 
by only five of the many genetic loci involved. 
The implications of such a weighted gene model 
for schizophrenia are to encourage searching by 
the usual methods of segregation analysis and 
linkage for some few handleable genes which 
may prove to mediate a large part of the genetic 
variation in the liability to schizophrenia. 

A polygenic model for handling discontinuous 
phenotypic variation, so-called threshold or 
quasi-continuous characters, also forms an 
important background to our thinking about 
schizophrenia. This model has made analysis 
of such trait$ as schizophrenia, cleft palate, 
diabetes, and seizure susceptibility feasible, 
provided one accepts the working hypothesis 
that the underlying liability is continuously and 
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normally distributed. Falconer (1965, 1967), | 
Edwards (1969), Morton et al. (1970) and Smith 
(1970, 1971) have illustrated the methods 
involved, and we (Gottesman and Shields, 1967) 
were the first to study psychopathology with 
such methods. Data on the occurrence of cleft 
lip with or without cleft palate, CL(P), in the 
relatives of probands can be used to illustrate 
the threshold model (Carter, 1969; Woolf, 1971). 
Schizophrenia is not present at birth like cleft 
lip so the analogy is wanting in this respect, but 
such elegant data for a disorder with both a 
variable age of onset and with the capacity for 
remission are not available yet. 


The population incidence (qg) of CL(P) can be 
taken as -oor (Woolf, 1971). The risk in sibs is -o4, 
a low absolute value but a 40-fold increase over the 
population risk; in second degree relatives it is -0065 
and in third degree (first cousins), -0036. The sharp 
falling off of incidence as one moves to more remote 
relatives is one of the tests for polygenic theory; a 
dominant gene theory calls for the frequency of 
affected relatives to decrease by 1/2 in each step. An 
important parallel between GL(P} and schizophrenia 
is that the risk to parents is about 1/2 that in sibs 
although both are classes of first degree relatives. 
In both disorders the reduced values probably 
represent the effect of social selection for who become 
parents; different values of q, will be required to 
evaluate the significance to genetic theorizing of lower 
rates in parents when such selection is probable. 
Fig. 1 shows a diagram for the hypothetical distribu- 
tion of the genetic liability to CL(P) or other threshold 
character, for the general population as well as first 
and third degree relatives. 

The X axis is for normal deviate values of the 
posited polygenically determined predisposition or 
liability to the threshold trait. At a point on the X axis 
(not drawn to scale) corresponding to a value of +001 
(ag) of the general population we can erect a vertical 
line (T) to represent the threshold value of liability 
beyond which all persons are affected; such a line 
would cut off 4-0 per cent of the sibs (9;) and only 
0'36 per cent of first cousins. The distances x/2, and 
x/8 in the figure are the increased means of the 
liability distributions for first and third degree 
relatives and are predictable from our general 
knowledge about genetic correlation between rela- 
tives, once A and G, the mean liability of affected 
persons, and of the general population, have been 
determined. À sharp threshold between the liability of 
affected and unaffected persons is artificial; the 
threshold model implies an increasing likelihood of 
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Fic. 1.—Model for polygenic inheritance of threshold characters: three 
distributions of the underlying liability in the general population, in first- 
degree relatives, and in third-degree relatives (see text for symbol definitions). 


being affected as the polygenic predisposition 
increases (Edwards, 1969; Smith, 1970). 

Support for the threshold model arises from a 
demonstration of a relationship between the severity 
of the defect in the proband and the risk to his 
relatives, based on the assumption that the more 
genes, the more severe the condition, and the more 
genes, the more the relatives will have when the 
amount is halved, quartered, etc. For CL(P) uni- 
lateral and bilateral affectation form two levels of 
severity; in the sibs of unilateral cases the risk is 
3:83 per cent, in those of bilaterals, 6:71 per cent; 
and the generalization holds for other degrees of 
relatives. Further support for the theory comes from 
the demonstration that the risk to probands’ relatives, 
say sibs, increases with the number of other relatives 
affected ; i.e. families with two patients are more *high 
risk’ families than those with only one. In the case of 
CL(P), if no other relative is affected, the recurrence 
risk to a proband's sib is 2:24 per cent; if an aunt or 


uncle is affected, the risk rises to 9-91 per cent; finally 
if a parent is affected, the risk to the sib rises to 15°55 
per cent. The malformation is too rare for there to 
have been extensive twin studies. From the available 
evidence Carter (1965, 1969) estimates the risk to the 
identical twin of a proband to be about 40 per cent. 

From the above data estimates of the heritability of 
the underlying liability to CL(P) can be made. 
Heritability (h?) is defined as the proportion of the 
total variability of the trait in the population that is 
due to genetic differences, in the absence of dominance 
arid interaction between genes. The risks to MZ twins, 
sibs, and first cousins yield h? estimates (Smith, 1970) 
of 88 per cent, 92 per cent, and тоо per cent respect- 
ively, reasonably consistent values. 


e 
COMPATIBILITY BETWEEN THEORY AND DATA 


We shall deal with monogenic theories first. 
Recessive inheritance for schizophrenia is diffi- 
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cult to support, since sibs are not more often 
affected than children Most monogenic theories 
invoke a dominant gene. Slater’s final version of 
the theory which he first proposed in 1958 fits 
the pooled family data best when the population 
life-time risk for developing schizophrenia is 
taken as 0:0085 and the gene frequency as 
0-03. Ninety per cent of schizophrenics will 
then be heterozygotes, so the trait is basically a 
dominant one. Only 13 per cent of heterozygotes 
manifest the psychosis; however, manifestation 
is complete in the 10 per cent of schizophrenics 
who have inherited the gene in double dose 
(Slater and Cowie, 1971). Elston and Campbell 
(1970) proposed a similar theory, derived from 
the application of rigorous mathematical me- 
thods to the data of Kallmann. According to 
this theory, the manifestation rate in heterozy- 
gotes is only 6 per cent or 7 per cent, even lower 
than the 13 per cent ‘penetrance’ on Slater’s 
theory. Clearly such theories are still viable and 
have the merit of simplicity. They suggest that 
the search for a simply inherited biological 
error underlying all cases may not be in vain. 
The problem of how the abnormal gene can 
maintain itself in the population in view of the 
low fertility of schizophrenics prompts a search 
for compensating selective advantage, such as an 
increased resistance to virus infections early in 
life (e.g. Carter and Watts, 1971). However, no 
mendelizing defect has so far been identified in 
schizophrenia—unless it is, the theory will 
remain implausible for many. Anderson (1972) 
has pointed out that ‘it is difficult to estimate the 
degree of penetrance unless the variations in 
phenotype can be identified unequivocally, and 
unless there is independent information estab- 
lishing the mode of inheritance’. If the mode of 
inheritance is independently established as due 
to a dominant gene there is no objection in 
principle to invoking very low penetrances; 
Sewall Wright himself (1963, p. 178) cited a 
penetrance of 2 per cent for a gene associated 
with a morphological character in hybrid 
guinea-pigs. 

To avoid invoking greatly reduced penetrance 
Meehl (1962,°1973) and Heston (1970) have 
concerned themselves with a phenotype broader 
than schizophrenia, the schizotype and schizoid 
disease respectively. Heston considers most 


GENETIO THEORIZING AND SCHIZOPHRENIA 


studies to have shown about 50 per cent of the 
first degree relatives of schizophrenics to have 
some mental abnormality. The difficulty is that 
there is no reliable way of defining schizoid 
disease without reference to relatedness to a 
schizophrenic. If the concept is defined broadly 
enough to encompass abnormalities in 50 per 
cent of schizophrenics’ parents, sibs, and 
children, and then generalized, the population 
base rate will be exaggerated and include many 
false positives. Nevertheless, there is certainly 
merit in carrying out family investigations based 
on borderline schizophrenics, schizoid personali- 
ties and the like in order to test a Mendelian 
hypothesis. 

Heterogeneity theories are less well defined, 
so it is more difficult to say whether they are 
compatible with the data or not. 

One class of heterogeneity theory claims that 
in principle schizophrenia can be divided 
aetiologically, though not necessarily clinically, 
into two groups: (1) a high-risk genetic group 
comprising a large number of individually rare 
genetic disorders, each with a very high mani- 
festation rate and inherited as recessive (Dewey 
et al., 1965), or as dominant traits (Erlenmeyer- 
Kimling, personal communication); and (2) a 
residual group of sporadic cases with a low risk 
of recurrence consisting on the one hand of 
fresh mutations and on the other of a group of 
cases of environmental or complex aetiology. 
Deafness, blindness, low grade retardation, and 
the muscular dystrophies are conditions which 
belong to this class. The theory avoids the ad hoc 
assumption of low penetrance, though in 
pfactice there are few schizophrenic families in 
which the risk to sibs is as high as 25 per cent. 
If there were many recessive loci for schizo- 
phrenia (as there are for deafness), dual mating 
parents would be unlikely to be of the same 
type, hence less than 100 per cent of the 
children would be affected, as is the case; but, 
the observed rate in children, 13:9 per cent, 
when only one parent is affected remains un- 
accountable. The consequences of dominant 
gene heterogeneity are essentially the sfme as 
those of monogenic dominance for the recurrence 
risk in families; however, the theory accounts 
better for the continuing prevalence of schizo- 
phrenia in the population without invoking 
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either unrealistically high mutation rates, as 
pointed out by Erlenmeyer-Kimling and Para- 
dowski (1966), or speculative selective advant- 
ages for the heterozygote. 

There is increasing evidence (Davison and 
Bagley, 1969) that some cases—the sympto- 
matic schizophrenias—develop on the basis of 
organic pathology, e.g. Huntington's chorea, 
Wilson's disease, temporal lobe epilepsy, and 
amphetamine intoxication. Slater et al. (1963) 
believe that the pathogenesis of such cases may 
give important clues to the pathogenesis of the 
more genetic forms of schizophrenia. 


Tests or PoLyGenic THEORY 


In this section we shall muster some of the 
lines of evidence which can be brought to bear 
on the relative merits of polygenic theory in 
accounting for the data on schizophrenia. One 
indirect approach we have favoured in the past 
consisted of an effort to evaluate the com- 
patibility and consistency of independent esti- 
mates of the heritability (h?) of the liability to 
schizophrenia, after assuming it could be a 
threshold trait (Gottesman and Shields, 1967). 
We now present a summary in Fig. 2 of an 
updated version of this approach. We used 
Smith’s (1970, 1971) improvements to Falconer’s 
method, our own consensus diagnosis pairwise 
MZ concordance rate (50 per cent) and DZ 
rate (9 per cent), and the pooled rate for sibs 
(10:2 per cent), offspring of dual matings (46 
per cent), and second degree relatives (3:3 per 
cent). Six different values of qp, the population 
risk, ranging from 0-85 per cent to 3.0 per cent, 
were used so as to show the effects on estimations 
of heritability values. Probandwise twin rates 
might have been more technically correct here, 
but they would not change the overall im- 
pression; the pooled probandwise rate for MZ 
twins in the recent studies approaches 50 per cent. 

For Fig. 2 we have taken the rates in relatives 
at the level including probable schizophrenia; 
again the overall impression would have been 
little affected had we only used ‘strictly’ 
diagnbsed rates. Earlier questions we and others 
raised about the suitability of the Falconer 
method for MZ twin data have been resolved 
by Smith's refinements; and since the child 
regression on midparent is the same as that for 


one MZ twin on his co-twin (1:0), we can 
calculate the h? from risks to dual mating 
offspring. 

It is the consistency of the estimates rather 
than their absolute values which is our main 
concern. Fig. 2 shows the results of this pro- 
cedure; the results are most consistent at values 
of population risk of about 1 per cent, yielding 
heritability estimates close to 85 per cent. It 
can be seen that the MZ and dual mating data 
are least sensitive to changes in qp, while the 
second degree data are very much аейсіеа by 
changes in qp exceeding 1 per cent. 

When pooled data on the risk to parents are 
subjected to the procedure, we must take 
account of the lower value of qp in a sample 
selected for mental health (cf. Mednick et al., 
1971); by halving a risk of 1 per cent to 0:5 per 
cent and entering Smith's nomograph with a 
risk q, for parents of 5-5 per cent, we obtain an 
estimate of heritability of 72 per cent, not too 
much different from the values of unselected 
relatives at qp = 1 per cent. The consistency of 
h? estimates across relatives sharing different 
amounts of environmental communality pro- 
vides one line of evidence in favour of polygenic 
theory. 

Risk as a function of the number of relatives 
already affected with schizophrenia provides a 
further test of polygenic theory; (a) the increase 
in risk to probands’ sibs depending on whether a 
parent was schizophrenic or not and (b) to 
children depending on whether one or both 
parents were affected. Simple monogenic theory 
would predict no increase in the case of sibs 
and a rise from 50 per cent to 75 per cent for 
children. However current modifications of 
monogenic theory predict a considerable rise 
under both (a) and (b). Slater and Cowie (1971) 
have calculated the extent of these increases for 
Slater's theory. We have compared the increased 
risks with those predicted by polygenic theory 
(Smith, 1971) taking qp at 1 per cent and h? at 
80 per cent as the tabled values closest to our 
interpretation of Fig. 2. The risks are given in 
Table VII. For sibs, both theories are equally 
good at predicting the empirical risks. In the 
cases of children when one parent is affected the 
observed risks are too high for both theoretical 
predictions; if Kallmann's data were omitted, or 
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Taste VII if the median empirical risk (9-7 per cent) were | 
Schizophrenia risk as function of parent status used as a criterion, the fit with both theoretical 
| (а) To (b) To predictions would be much improved. 
Risk (per cent) probands’ probands Other tests not discussed here (cf. Gottesman 
sibs children and Shields, 1967; Slater and Cowie, 1971; 





No. of parents affected — о I I 2 Ødegaard, 1972) include: (a) the drop in risk 
as one moves from MZ twins, to first degree and 

Observed, Table II 9:7 3'9 46:3 to second degree relatives; (b) the association 
тое polygenic .. 6:5 18-5 НЕ 45.9 between severity in the proband and the risk to 
тестеп i ulus ipee ni СОМ 371 the relative; (с) the occurrence in relatives of 
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Fig. 2.—Heritabilities (Smith) of the liability to schizophrenia as a function 
of varying population risks (95), estimated from risks in different classes of 
probands’ relatives. 
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. disorders other than strict schizophrenia, shading 

off into normality; and (d) the unilateral and 
bilateral familial distribution of affected rela- 
tives. The data are not free from ambiguity, but 
the first three tests tend to support polygenic 
theory, while the latter is consistent with a 
weighted polygenic as well as a monogenic 
model. 

We agree with Anderson (1972) that it is not 
too helpful to rely on evolutionary theory in 
deciding among genetic models; we simply do 
not know enough about how any human 
behaviour evolved (cf. Gottesman and Heston, 
1972). However, data on the fertility or Darwin- 
ian fitness of schizophrenics are interesting and 
important in their own right. The question of 
how a disadvantageous genetic condition can be 
maintained in the population over time despite 
the greatly reduced fitness of both male and 
female schizophrenics (e.g. Slater, Hare and 
Price, 1971) can perhaps be answered more 
readily by polygenic than monogenic theory. 
The former would obviate the need to find a 
selective advantage in gene carriers hypothe- 
sized by the balanced polymorphism theory of 
Huxley et al. (1964). Response to natural selec- 
tion against a polygenic trait associated with 
lowered marriage and fertility rates would be 
very slow. Genes in the system would only be 
eliminated from the gene pool when they were 
present in the rare individual at the tail end of 
the distribution, while those below the threshold 
would not be subject to negative selection. 
Schizophrenics could be thought of as part of the 
genetic load, the price paid for conserving 
genetic diversity. In passing, we may note that 
high heritabilities suggest that the traits con- 
cerned may not have been objects of directional 
selection pressures and so may be irrelevant to 
the evolution of our species. 

The evidence we have adduced in favour of 
polygenic threshold inheritance shows that it is 
an equal contender with current monogenic 
theories. On general grounds polygenic inherit- 
ance appears more likely to us; the commonest 
disordér for which single gene inheritance has 
been established, cystic fibrosis of the pancreas, 
is about 20 times rarer than schizophrenia. 
However, there is considerable overlap between 
the two principal models, and the tests pro- 
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posed for differentiating between them are far 
from efficient. As Slater and Cowie (1971) say, 
‘Two genetical models are available, either of 
which provides an adequate framework for the 
observations, so that the worker is entitled to 
choose the model which suits his purposes best.’ 
To these we would add heterogeneity theories. 
Our own preference for a polygenic framework 
leads us to look for specific and important 
contributing factors on both the diathesis and 
the stressor sides of the model. Refutation of a 
polygenic theory would come about by the 
discovery of an endophenotype which segregated 
in a monogenic way in all schizophrenics. 


Facrors CONTRIBUTING TO LIABILITY 


It would be both defeatist and incorrect to 
assume that because a trait such as the liability 
to schizophrenia is inherited polygenically the 
search for cause has ended and relevant specific 
genetic loci are undiscoverable in principle. 
The genes underlying continuous variation are 
not qualitatively different from those associated 
with discontinuous traits at the molecular level 
—hboth are subject to the same rules of inherit- 
ance because they are chromosomal and thus 
segregate, show dominance, epistasis, linkage, 
and genotype-environment interactions (cf. 
Penrose, 1938). From the beginning of this 
century geneticists have succeeded in identifying 
specific loci in polygenic systems and in locating 
them on specific chromosomes by linkage with 
major genes; however, the feats were accom- 
plished with genetically tractable organisms 
such as wheat and Drosophila (Thoday, 1961, 
1967). It is heuristically important to us to 
learn that whenever polygenic variation has 
been studied under laboratory conditions (e.g. 
inbreeding, backcrossing, availability of chro- 
mosome markers), ‘a few handleable genes 
have proved to mediate a large part of the 
genetic variance under study’ (Thoday, 1967). 
One locus in wheat accounted for 83 per cent of 
the variance in ripening date, with three others 
jointly accounting for 14 per cent. Such 
‘weighted genes’ for bristle number were men- 
tioned, but we must add the striking fact that 
separable components of the complex character 
permitted their study as more or less discon- 
tinuous variables. Wright (1934 a, b) concluded 
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that three or four major factors (genes) con- 
trolled the threshold character polydactyly in 
inbred lines of guinea-pigs. 

Encouraged by the demonstration that the 
genes in polygenic inheritance need not be and 
often are not roughly equal in their effects on 
the phenotype, and bolstered by our clinical 
observations on what appears to be ‘excess’ 
similarity between pairs of affected relatives on 
the simpler equal effects assumption, we hazard 
the speculation that there are a few genes of 
large effect in the polygenic system underlying 
many schizophrenias. In other words, we view 
the aetiology of schizophrenia as being due to 
a weighted kind of polygenic system with a 
threshold effect. Some of the heuristic implica- 
tions of our speculations about high value genes 
in the polygenic system underlying schizo- 
phrenia include a focusing on partitionable 
facets of the syndrome such as catatonia, 
paranoid features, protein polymorphisms in 
brain and blood, and neurophysiology, on the 
chance that family studies will reveal one or 
more of the high value genes. There are already 
suggestions in the human genetics literature 
that a gene associated with a biochemically 
different insulin in juvenile diabetics may be 
identified as one of the polygenes causing early- 
onset diabetes (Falconer, 1967), and one facet 
of congenital dislocation of the hip, joint laxity, 
may segregate as a Mendelian trait (Wynne- 
Davies, 1970). 

The contribution of specific genetic factors to 
the genetic liability to schizophrenia analogous 
to the specific contributors in the diabetes and 
hip examples above forms only part of the 
picture in respect of the total liability to schizo- 
phrenia. General genetic contributors which 
serve as modifiers or potentiators, together with 
general environmental contributors which serve 
as modifiers or potentiators, each define dimen- 
sions of liability which combine with the specific 
genetic liability to determine the net liability 
and the position of an individual vis à vis the 
threshold at a particular time. 


DIATHESIS-STRESS AND THE UNFOLDING OF 
SCHIZOPHRENIA 


A static depiction of schizophrenia is not very 
satisfying when it comes to communicating 


knowledge about the changes over time which 
add to or subtract from the combined genetic 
predisposition to schizophrenia. A dynamic 
picture of an individual’s trajectory through life 
is needed to do justice to the concept of a 
genetic diathesis interacting with stress to pro- 
duce the varieties of schizophrenic phenotypes 
(cf. Bleuler, 1968). Fig. 3 presents a trial scheme 
which incorporates the ideas of changes in the 
combined liability over time from environmental 
sources and from the environmental triggering 
of genes that had not been switched on at birth. 
The time axis starts with zero time at the 
moment of conception. Both chance (random) 
factors and ontogenetic constitutional changes 
will influence the trajectories, leading to both 
upward and downward inflections. Environ- 
mental stressors coming close together in time 
would be expected to exert a cascade effect and 
have more effect than the same stressors spread 
out in time. 

G; is intended to indicate the trajectory of a 
person with a low (for schizophrenics generally) 
combined genetic liability to schizophrenia; over 
time environmental contributors to liability, 
say first the death of a spouse and then the onset 
of deafness, cause upward deflections of his 
trajectory to the threshold (T), culminating in a 
late-onset paraphrenia. The dashed line at the 
bottom of the zone of the so-called schizophrenic 
spectrum disorders (Kety, Rosenthal et al., 1968) 
is intended to convey the idea of a possible need 
for a second threshold in our model; Wright 
(1934b) invoked a second threshold to account 
for the imperfectly formed fourth digit seen in 
crosses between a high and a moderate line of 
guinea pigs with liabilities to polydactyly. 

G, could be the divergent trajectories of a 
pair of MZ twins; only the A-twin encounters 
the sufficient factors over time leading to schizo- 
phrenia for a person with his genotype. The B- 
twin at the time of observation is discordant for 
schizophrenia, but close to the threshold of 
schizophrenic spectrum disorders. Sub-threshold 
values of combined liability make it clear why 
so many first degree relatives can have hormal 
MMPIs (Gottesman and Shields, 1972) and 
why two phenotypically normal parents are 
typical for the vast majority of schizophrenics. 
The A-twin is shown to have an acute onset with 
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Fic. 3.—Schematic proposal for how diathesis interacts with stress in 
the ontogenesis of schizophrenia. 


an undistinguishable premorbid personality, 
and a remission from schizophrenia into a 
chronic schizoid state. 

Gs is the posited trajectory of a person with a 
high genetic loading needing very little in the 
way of environmental contributors to make him 
schizoid; he is shown as having a poor premorbid 
personality, an insidious onset, and a deterio- 
rating course. Many other life trajectories could 
have been drawn to illustrate the unfolding of 
schizophrenia. It is easy to see how the hospi- 
talization data in pairs of twins and the fasci- 
nating histories of the Genain quadruplets 
(Rosenthal, 1963) would augment the total 
perspective about the pathogenesis of schizo- 
phrenia. 


6 CIONGLUSIONS 


At the present time the case for a genetic basis 
for schizophrenia rests on the compatibility of 


the pattern of elevated risks to relatives with 
certain genetic models, together with the con- 
tinued exclusion of any particular environmental 
factor as a sufficient cause. Ordinary Mendelian 
models will not do for explaining the mode of 
transmission for mental disorders since we find 
almost no families with 25 per cent or 50 per 
cent segregation ratios, and the population rates 
are so high as to make each condition ‘common’ 
by the standards for Mendelian diseases. Domi- 
nant gene models with incomplete penetrance, 
genetic heterogeneity models, and polygenic 
models are all viable contenders in the explana- 
tory arena. 

A satisfactory corpus delicti for the biochemical 
geneticist or cytogeneticist is not yet at hand. 
This does not mean that specific genetic factors 
play no part, or even that we must compare 
progress in the genetics of mental disorders un- 
favourably with that in other fields. In the first 
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Annual Review of Genetics Robertson (1967) 
pointed out that, after years of control over such 
characters as milk yield in cows and egg size in 
poultry, we are surprisingly ignorant of the real 
biochemical or physiological differences between 
inbred lines. One of the most exciting challenges 
of the near future will consist of the best ways to 
synthesize the empirical facts about twin, family, 
and adoptee studies so as to lead to testable 
hypotheses. 

Methods developed by Falconer, Edwards, 
and Smith permit the estimation of the heritabi- 
lity of the underlying predisposition or liability 
to developing a mental disorder, once the 
assumptions about the model being appropriate 
are accepted. Independent estimates from 
various classes of relatives lead to the con- 
vergence on a heritability value of about 80-90 
per cent for the liability to schizophrenia. A 
weighted polygenic model (cf. Thoday on 
bristle number in Drosophila) offers hope that 
some facets of the schizophrenic phenotype will 
be shown to segregate or to have detectable 
biochemical or neurophysiological consequences. 

It is important to understand the implica- 
tions of finding that a trait such as the liability 
to schizophrenia has a high heritability. In the 
samples so far studied, it means that environ- 
mental factors were unimportant as causative 
agents of the schizophrenias. However, and this 
cannot be emphasized too strongly, these data 
do not permit the conclusion that curative or 
preventive measures will be ineffective. As 
Falconer (1965, p. 69) has pointed out, “The 
environmental factors proved to be unimportant 
are those operating in the population sampled 
and these do not include special treatments or 
preventive measures. No prediction can be made 
rom a knowledge of the degree of genetic determination 
about the efficacy of curative or preventive treatments. 
All that could be said in such a case ts that one will 
have to look outside the range of normal environments 
experienced by the untreated population.’ (Italics 
added.) 

The beauty of a diathesis-stressor theory, or 
philosophy if you will, is that it fills the chasm 
between geneticism and environmentalism. Our 
preferred model for construing the syndrome of 
schizophrenia permits the clearer separation of 
aetiological and phenomenological considera- 


tions. It comprises a network of events con- 
nected by sequential causal arrows. A chain of 
consequences is set into motion by a variable, 
polygenically caused predisposition and culmi- 
nates in a set of symptoms recognizable as 
schizophrenia. Feedback loops and chance have 
important roles in the total picture. Our con- 
struction clarifies how psychotherapy or pheno- 
thiazines or a good mother may each contribute 
to symptom amelioration without necessarily 
casting light on aetiological questions. It is our 
hope that a heuristic genetic theory about the 
aetiology of schizophrenia will hasten the day 
which brings it under man’s control. 
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Affective Disorder on Paternal and Maternal Sides 


Observations in Bipolar (Manic-depressive) Patients With 
and Without a Family History 


By J. MENDLEWICZ, R. R. FIEVE, 


INTRODUCTION 

Recent family studies of manic-depressive 
psychosis have emphasized the role of genetics 
in the aetiology of this bipolar illness (3, 8). 
However, the mode of genetic transmission is 
still unknown, the main controversy being 
between major gene and polygenic inheritance. 
Furthermore, it is not yet evident whether 
bipolar illness constitutes a homogeneous entity 
or whether it may be subdivided into different 
genetic subgroups. Mendlewicz, Fieve, Rainer, 
and Fleiss (1) recently produced some evidence 
that bipolar psychosis can be differentiated into 
two subgroups on the basis of family history 
data. Two matched samples of 30 patients each 
were studied, distinguished by the presence or 
absence of bipolar illness in their first degree 
relatives. The patients with a positive family 
history (FH-+) in first degree relatives showed 
earlier onset of illness and more psychotic 
symptoms occurring in the manic phase. 
Alcoholism, if present, was of an episodic 
pattern. In patients with a negative family 
history (FH —), there was a later onset of illness; 
psychotic symptoms occurred usually in the 
depressive phase; and alcoholism, when present, 
tended to be chronic. 

With bipolar patients thus appearing to have 
different clinical features of illness according to 
their genetic backgrounds, we have further 
analyzed the family history data in order to 
study the possible mode of inheritance in each 
subgroup. Slater (5), proposed a computational 
model to test whether single gene or polygenic 
inheritance is involved in a genetic disorder. 
This model is based on the analysis of ancestral 
secondary cases (affected ascendant relatives) on 
the maternal and paternal sides of the family. 

If polygenic inheritance is involved, one would 
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expect to find approximately twice as many 
unilateral pairs (two secondary cases on one 
side of the family) as bilateral pairs (one second- 
ary case on maternal side and one secondary 
case on paternal side). In the case of dominant 
major gene inheritance this ratio would be 
significantly increased by the excess of unilateral 
pairs. 

Slater and Tsuang (6) and Slater, Maxwell 
and Price (7) applied this ‘ancestral secondary 
case’ method to in-patients discharged from the 
Bethlem Royal and Maudsley Hospitals with the 
diagnosis of manic-depressive illness. The find- 
ings in both studies were more in accord with 
polygenic than with major gene transmission. 
Perris (4) in Sweden replicated the same study 
on the families of bipolar patients and came to 
the same conclusion. However, several methodo- 
logical problems made these results difficult to 
interpret. In the first of Slater’s studies (6), both 
bipolar and unipolar (with depression only) 
patients were counted as index cases. The data 
came from the examination of medical records, 
which tends to give excessive weight to one side 
of the family. 

Another problem common to any family 
history study is the difficulty in obtaining com- 
plete psychiatric histories of ancestral secondary 
cases. As a result, underdiagnosis is frequent 
in many studies where second degree relatives 
are not available. This bias, however, should be 
distributed randomly on both sides of the family 
if the patients’ father and mother are both 
available for interview. 


METHOD . 
The diagnostic method and matching of our 
patients have been reported previously (1). All 
available first degree relatives were personally 


32 
interviewed. A detailed family history ‘was 
obtained, including data on first and second 
degree relatives. To be suitable for the present 
study, a family must have at least two ancestral 
secondary cases with affective disorder or com- 
pleted suicide or alcoholism among the second 
degree relatives. Ancestral secondary cases 
suffering from alcoholism (5 on paternal side 
and 2 on maternal side in the FH+ group versus 
3 and 1 in the FH— group) have been included 
in the analysis as affective equivalents. This is 
supported by family studies (2, 9) providing 
some evidence for a genetic link between 
alcoholism and affective disorders. 

Our study differs from previous ones in that 
patients’ parents have not been counted as 
ancestral secondary cases. This is a sterner test, 
since the inclusion of parents as secondary cases 
would favour the number of unilateral pairs 
(especially in those patients with bipolar illness 
in their first degree relatives (FH+)). 

Both parents were available for interview in 
25 families in the FH+ group and 26 families in 
the FH — group. In the FH+ group 18 families 
were found to be suitable for the ‘ancestral 
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secondary case’ analysis (ie. two or more · 
ancestral secondary cases were present), while 
in the FH — group, only 9 such families were 
found. 


RESULTS 


The distribution of ancestral secondary cases 
in grandparents (т), sibs of grandparents (та), 
uncles and aunts (2) and cousins (3) on maternal 
and paternal sides of the proband’s families are 
presented in Tables I and II. The number of 
observed bilateral pairs (corrected to avoid 
giving excessive weight to families with many 
ill relatives and little weight to families with the 
required minimum of two secondary Cases) can 
be derived from the following formula. 

No. ofmaternal Мо. of paternal 


No. of bilateral 2 x secondary cases x secondary cases 
pairs == 





No. of secondary cases (mat. & pat.) —1 

The number of unilateral pairs is available by 

subtracting the number of bilateral pairs from 
the total number of secondary cases. 

Table III gives a comparison of observed and 

expected pairs in both the FH+ and FH— 


TABLE I 
FH+- groups: Secondary cases on paternal and maternal sides 

















Paternal Maternal Total 
Case no. Bilat. pairs 
I Ia 2 3 I Ia 2 3 Pat t. 
I I — 2 I — — — — 4 — 
2 — — — — I — I — — 2 — 
3 — — — — I — — I — 2 — 
4 I — 2 — — I — — 3 I 2:0 
5 — I — — I — I I I 3 2-0 
6 — I — 2 3 — — 
7 — — I I — — — — 2 — — 
8 — — — — I — 2 — — 3 — 
9 — — — — — I 2 — — 3 — 
IO — — — — — — I I — 2 — 
II — — — — I I I — — 3 — 
12 — — — — — — I I — 2 — 
13 I — I — — — — E: 2 — — 
14 — — — — I — 2 — — 3 — 
I5 — — — — — 2 — — — 2 — 
16 I — — I — — I — 2 I 2:0 
17 — I — I — — — — 2 — • — 
18 , — — — — — I I — — 2 — 
—$4— 
Total 4 3 6 6 6 6 13 4 19 29 6-о 





I = grandparents, ra = sibs of grandparents, 2 = uncles and aunts, 3 = cousins 
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TET Taste II ' 
FH — group : Secondary cases on paternal and maternal sides 
Paternal Maternal Total 
Case по Bilat. pairs 
I Ia 2 3 I та 2 3 Pat. Mat. 
I I — — — — I — I I 2 2-0 
2 — — I I — — I — 2 I 2:0 
3 I — 2 I — — — — 4 — — 
4 I I — — I I 2:0 
5 — — I I — — 2 — 2 2 2:67 
6 — — — — — I — I — 2 — 
7 — I I — — — — — 2 — — 
8 — — — — I — 2 — — 3 — 
9 — — I I — — I I 2 2 2:67 
Total 3 I 6 4 I 3 6 3 14 13 11:34 





І = grandparents, га = sibs of grandparents, 2 = uncles and aunts, 3 = cousins 


group. In the FH+ group, there is a highly 
significant deviation in the direction to be 
expected if dominance played a role. The distri- 
bution of secondary cases is preponderantly 
unilateral (42 unilateral pairs for 6 bilateral 
pairs). In the FH— group, the balance is 
shifted in the bilateral direction (15-66 uni- 
lateral pairs for 11:34 bilateral pairs). 











Taste ПІ 
FH-+ group Observed Expected 
Bilateral pairs .. 6-0 16-0 
Unilateral pairs 42:0 32-0 
"Total 48-0 48:0 





ж = 9:375 (р < со); df= 1 





ЕН — group Observed Expected 
Bilateral pairs .. 11:34 g'o 
Unilateral pairs 15:66 18-0 

Total 27:0 27:0 


x7 = 0:9126 (p — NS); df = 1 


Discussion 


Our results support the presence of a single 
dominant gene in the transmission of affective 
disordér in a subgroup of bipolar patients with a 
positive family history (FII4-). In the negative 
family history group the data are compatible 
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with polygenic inheritance. The finding of 
major gene inheritance as a possible mode of 
transmission in the FH- group differs from 
previously published data using the 'ancestral 
secondary cases’ method (4, 7). These differences 
in genetic characterization of bipolar patients 
are compatible with the concept of genetic 
heterogeneity in bipolar illness. However, the 
numbers of families investigated in both groups 
are relatively small, and these results need to be 
confirmed on larger samples. 
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The Development of Neurosis in the Wives of Neurotic Men 


Part I. Symptomatology and Personality 


By IRENE M. K. OVENSTONE 


Several researchers, among them Penrose 
(1944), Slater and Woodside (1951), Pond et al. 
(1963), Kreitman (1962, 1968) and others, 
have found that psychiatric disturbance occurs 
in both members of marital pairs more often 
than can be expected by chance. It appears 
that symptoms in the spouse are more evident 
when it is the husband who is the patient, and 
that neurosis rather than psychosis is associated 
with higher levels of disturbance in the spouse 
(Kreitman, 1962, 1964). 

Two theories have been proposed to account 
for the effects—those of assortative mating and 
pathogenic interaction. The former theory 
asserts that there is a tendency for persons of 
similar constitution to marry, or, in terms of 
mental illness, a tendency for those constitu- 
tionally predisposed to mental illness to marry 
among themselves. The argument derives 
indirectly from investigations on normal popula- 
tions which have supported the assortative 
mating theory by showing correlations between 
marital partners for such attributes as intelli- 
gence, height and other physical characteristics 
(Jones, 1930; Slater and Woodside, 1951; 
Smith, 1946). This theory has been investigated 
and criticized in some detail and found to be 
unsatisfactory, at least as regards the neuroses 
(Kreitman, 1964, 1968). The theory of patho- 
genic interaction holds that husbands and wives 
living together tend to influence one another, 
and the illness of the one may lead to the break- 
- down of the other. Evidence in favour of this 
view has been produced by Kreitman (1964, 
1970), Buck and Ladd (1965) and Hare and 
Shaw (1965), all of whom found that with 
increasing duration of marriage there was 
increasfng concordance between the partners 
on direct or indirect measures of psycho- 
pathology, or that the spouses showed increasing 


disturbance when compared with matched 
controls. 

The postulated interactional mechanism 
which results in the spouse becoming ill has not 
yet been elucidated. Kreitman et al. (1970), 
expanding on former data, questioned whether 
the changes in the wife were more highly 
correlated with deviations in the husband’s 
personality, his symptomatology, or his level of 
incapacity at the time of the assessment. Their 
findings suggested that the rating of incapacity 
was of prime importance, while the personality 
variables had least influence; but they indicated 
that further investigation was needed. The same 
authors (1971) pointed out that although they 
had succeeded in demonstrating differences 
between groups of married patients and controls 
they had not always been able to show clear 
correlations within the patient-wife groups 
between various features of the marriages and 
the wife’s psychological symptoms. Also the 
kinds and levels of vulnerability in the wives 
had not yet been studied nor was it yet possible 
to say which of the various deviations in the 
patients’ marriages were of greatest relevance 
to the wives’ psychological health. 


Ams OF THE STUDY 


In the present study it is intended to look at 
certain correlations in the total group and then 
to focus on differential features of the sick wives, 
in order: 

I. To determine if specific symptoms present 
in a husband who is suffering from a neurotic 
illness produce specific symptoms in his wife. 
If the interaction theory is correct and symptoms 
in the wives result from living witlt a neurotic 
husband, two mechanisms may be considered: 

(a) that the wife learns or imitates her 
husband’s symptoms, by modelling herself upon 
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him. In this case a significant association be- 
tween specific symptoms in husband-wife pairs 
would be expected. 

(b) that the wife reacts to a stress situation in 
the form of a non-specific stimulus-response 
reaction, in which case no significant association 
of specific symptoms in the pairs would be 
expected. 


II. To repeat and extend some of the observa- 
tions made by Kreitman et al. (1971) to define 
more closely which variables are important in 
differentiating illness among the wives within 
the patient-spouse group. The variables to be 
considered are: 

(1) the severity of the husband's illness; 

(2) vulnerability in the wives shown by 
previous psychological illness before marriage 
and exposure to nervous illness during child- 
hood; 

(3) duration of marriage and of neurosis in the 
husband; 

(4) personality factors in the husbands and 
wives; 

(5) marital tension; 

(6) marital role patterns. 

The first four variables are the subject of the 
present paper. 


METHOD 

1. Definition of cases 

The definition of neurosis was in accordance with 
the International Classification of Diseases (psycho- 
neurotic diseases g00-300'9). In this respect the 
present study differs from that of Kreitman et al. 
(1970) which took a broader definition of neurosis 
and included cbaracter disorders, alcoholics and 
psychopaths. In addition to the diagnosis of neurosis, 
other selection criteria included only referred male 
patients cohabiting with their wives, aged 60 years or 
less at the time of the interview, who were attending 
either for the first time or after an interval of at least 
one year and who had not had in-patient treatment 
in the past year. These additional criteria were used 
to avoid as far as possible recent psychiatric treatment 
which might have altered the character of the illness 
and the marital situation. Referrals for marital 
problems were excluded unless the husband manifes- 
ted clear psychiatric symptoms. 


2. Sampling procedure 


The cases were obtained from the out-patient clinics 
of the Royal Edinburgh Hospital, which draws 
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patients from Edinburgh and the surrounding areas. 
All cases meeting the criteria during the period 
December 1969 to July 1970 were included. Ascertain- 
ment that the patient fitted the definition of neurosis 
was made after consultation with the psychiatrist in 
charge of the patient, perusal of the case notes and 
psychiatric examination with the neurotic section of 
the Wing Present State Examination (8th edition). 
Fifty couples were approached, and forty (80 per 
cent) completed the interviews. As far as could be 
ascertained from perusal of the case notes, there was 
no evidence to suggest that the marriage or the 
husband’s illness in those ten marriages where co- 
operation was not forthcoming differed from those 
of the 40 couples who co-operated, and therefore no 
reason to suppose that their omission biased the 
sample. The average time which elapsed between the 
patient’s first attendance at the out-patient clinic and 
his interview was approximately four weeks. 

The majority of the pairs lived in Edinburgh City. 
Fifty per cent came from social class ITI, 25 per cent 
from social classes I and II, and 25 per cent from IV 
and V. These were evenly distributed over the age 
groups 20 to 59, the mean age of the wives being 
28:2. 


3. Interview procedure 

The husbands and wives were interviewed sepa- 
rately, the husband being interviewed first. The 
interview was carried out on the same day so as to 
avoid possible discussion between the partners. The 
interview consisted of the Wing Present State Exami- 
nation (8th edition, neurotic section), a constructed 
interview schedule, and psychological tests. 


PsycHOLOGICAL TESTS 


The tests used for all subjects were: (1) the Cornell 
Medical Index; (2) Cattell’s 16 Personality Factor 
Questionnaire (16PF); (3) The Hostility and Direc- 
tion of Hostility Questionnaire (HDHQ). A modified 
version of the Wing Present State Examination was 
also used. 


The Cornell Medical Index 

This has been widely used as a screening test for 
the incidence of psychiatric illness and is a checklist 
of 185 symptoms covering many areas of physical 
function represented by A to L and mental function 
represented by M to R. Culpan, Davies and, Oppen- 
heim (1960) found it to be a good discriminator 
between normals and neurotics. Experience hatehown 
that patients with AR scores of 30 or more are nearly 
always neurotic, and patients with scores between 16 
to 30 often are (Hamilton, Pond and Ryle, 1962). 
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"The Cattell 16 Personality Factor Questionnaire 

This test aims to give a wide coverage of personality 
traits, and is composed of sixteen first-order factors, 
four second-order factors and a number of criterion 
measures including one of neuroticism. 

The first-order factors, four second-order factors 
and the neuroticism scale (calculated from given 
formulae) were used in this study. The handbook 
gives an account of the design and rationale of the 
16PF (Cattell and Eber, 1965). 


The Hostility and Direction of Hostility Questionnaire 
(HDHQ) 

This is designed to measure a wide range of possible 
manifestations of aggression, hostility or punitiveness. 
The development of the questionnaire has been 
described in detail by Foulds (1965). 


The Wing Present State Examination, 8th Edition, 
Neurotic Section 


Account of the PSE is given by Wing (1970). 
This schedule covers symptoms present over the past 
month prior to interview. The neurotic section is 
composed of the following areas. The numberings 
of the areas do not correspond to those on the Wing 
Schedule. Each symptom item can be rated on a 
three point scale—o, I or 2. 

Area. (1) Physical health—muscular and nervous 
tension and worry (symptom items 1—10); (2) Anxiety, 
subjective and autonomic accompaniments (11—18); 
(3) Thinking and concentration (19-22); (4) De- 
pressed mood (23-27); (5) Self and others (28-33); 
(6) Appetite, sleep, retardation, libido (34-39); 
(7) Irritability (40). 

Since possible scorings on certain sections— 
expansive mood and ideation, obsessional symptoms, 
derealization and depersonalization, other perceptual 
disorders and sensorium—were found to be rare, 
these arcas were subsequently omitted. Area 1, 
symptoms r«IO, was divided into four parts: (а) sub- 
jective evaluation of physical illness—1; (b) presence 
of physical Шпеѕз—2 ; (с) worry—3, 4, 9; (d) nervous 
muscle tension—5, 6, 7, 8, 10. Thus ten areas in all 
were analysed. 

Scoring. The symptom cluster score for each section 
was obtained by adding the respective symptom 
ratings. To obtain a total symptom score a cut-off 
point was taken in each section, a score of 2 or more 
being designated ‘plus’. The total score was obtained 
by summing the pluses. 

Althpugh a positive correlation of about 0:5 was 
found between the symptoms measured on the CMI 
and the Wing PSE, this was not considered to be of 
sufficient degree to make them synonymous. 


RESULTS 


I. Assessment of symptomatology in the 
husband-wife pairs 


In order to investigate the бы aim of the 
study, namely to discover if specific symptoms 
present in a husband suffering from neurotic 
illness produced specific symptoms in his wife, 
it was necessary to determine: 

(1) The probability of association in husband/ 
wife pairs of a particular symptom being 
present in the wife when the same or other 
symptom was present or absent in the 
husband. 

Using the cut-off point of a symptom score of 

2 or more, each husband and each wife was 
classified as positive or negative on the то areas 
of the modified Wing schedule. A contingency 
table was then constructed for each symptom 
in the husband against the same and each other 
symptom in the wife. This resulted in 100 tables. 
In only two instances were particular symptoms 
in the husband/wife pairs significantly associated 
(as determined by y? or Fisher’s exact pro- 
bability test).* However, in a series of 100 tables 
these results could occur by chance and a 
negative conclusion 1s drawn. In part, this may 
be due to the fact that the cut-off point scores 
were not sufficiently discriminative. 

(2) The degree of association or correlation 
between husband/wife pairs for each of the 
symptom cluster scores of the Wing PSE. 

This was computed using the Kendall Rank 
Correlation Coefficient Tau, and significant 
correlations were found on muscle and nervous 
tension (р < 0:01) and irritability (p < o-or) 
(Table I). 

In this particular sample the findings do not 
support the general hypothesis that the specific 
symptoms develop in the wives as a result of a 
modelling process. An important exception is 
muscle and nervous tension and irritability, on 
which the husband/wife pairs significantly 
correlated. 


* Feelings of physical ill health were more frequently 
present in the wife when the same symptom was present 
in the husband (p < o.or) than when М was not. The 
wife's concentration was more likely to be impaired when 
the husband showed somatic symptoms, that is, impaired 
sleep, appetite, etc., than when he did not suffer these 
symptoms (p « 0.05). 
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. TABLE І 
Husband and wife correlations on Symptom Clusters 
Wing Scale 
Kendall Rank Correlations Coefficient Tau) 
Probability 
Symptom cluster Z (2 tailed test) 
is significant 
Subjective evaluation physical 
illness АБ wh oe I'II 
Presence of physical illness . . 0°53 
Worry s 25 - 1°42 
Nervous tension 2:70 p 0:0070 
Anxiety M. si ‚з 0°54 
Thinking and concentration 0:72 
Depressed mood i E 0'93 
Self and others : 0-68 
Somatic (appetite, sleep) 0-99 
Irritability .. e 2:903 ро:0034 





IL. Factors differentiaing illness within the 
pattent-spouse pairs 

The second part of the study was concerned 
with defining more closely which variables are 
important in differentiating illness among the 
wives. 

In order to examine further the disturbance 
in the wives they were divided according to 
their scores on the CMI. Wives who scored 
either 20 or more on the total CMI and/or 10 
or more on the M-R section were classified as 
"I and the remainder as ‘well’. This division 
resulted in 21 ‘ill’ and 19 ‘well’ wives. 








Tase П 
Severity of symptomatology in the wives on total CMI, 
M-R, and Wing 

Ш wives Well wives Signifi- 
(N = 21) (N = 19) cance of 
—————— — t difference 

Mean S.D. Mean S.D. p 

Total СМІ 

score 34°90 12°53 13°15 4:27 7:19 <o-oor 
M-R score 13:38 7:52 2-05 1°84 6:38 <о-оот 
Wing score 5:19 2:22 3:05 2°16 3:08 <o-or 





Table TI shows that the ‘ill wives as a group 
were well within the criteria found on the CMI 
to differentiate normals and neurotics, and 
demonstrates that the ‘ill’ group carried a high 
burden of morbidity. 


In an attempt to discover which factors were 
relevant in contributing to the higher level of 
disturbance in the ‘ill’ wives, the following were 
considered: 


(1) Severity of the husband’s symptoms 

Dividing the husbands’ scores in accordance 
with the classification of their wives as ‘il? or 
‘well’ showed that the husbands of the two 
groups of wives did not differ significantly in the 
severity of their symptoms. 


'ТАвгЕ III 
Husbands’ symptomatology scores on СМІ, M-R, and 
Wing (husband group divided according to wives 





Symptom scores on CMI) 

Husbands of Husbands of 
ill wives well wives Signifi- 
(N = a1) (М = 19) cance of 


=== — t difference 
Mean S.D. Mean S.D. 





Total CMI 

score 43°85 20:79 34°36 14:14 1:66 па. 
M-R score 16:76 9-40 12°10 6:55 1:80 ns. 
Wing score 6:33 1:79 6-05 1:61 0:53 ns. 


Ose 


On none of the measures did the overall scores 
of the wives correlate significantly with overall 
scores of the husbands ( though all the correla- 
tions were positive). 

Thus the severity of symptoms as measured on 
the Wing PSE and CMI did not appear to be a 
factor differentiating the ‘ill’ from the ‘well? 
wives. 


(2) Vulnerability in the wives 

This was investigated by (a) previous psycho- 
logical illness, before marriage; (b) exposure to 
nervous illness during childhood. 


(a) Previous psychological illness before marriage. 
Information was asked concerning the first 
nervous breakdown and whether it had occurred 
before or after marriage. Breakdown consisted of 
either psychiatric treatment or treatment from 
their general practitioner for a recognized 
nervous illness. More ‘ill’ than ‘well’ wives had 
suffered a breakdown at some time in еі lives 
(р < 0-05—Table IV). 

There was no significant difference in the 
number of ‘ill’ and ‘well’ wives breaking down 


ТАВІЕ IV 
Psychological breakdown in the wives in relation to marriage 


ш Well 


wives wives Total 








Previous psychological break- 





down: 

Before marriage р о 3 2 5 

After marriage. 9 3 12 
No previous psychological 

breakdown - 9 14 23 

Total 2 ES v 21 I9 40 





x? (difference between the wives previous break- 
down/no previous breakdown) = 3:99 df = 
p< 0'05 

Fisher's s Exact Probability Test (difference between 
the wives onset before and after marriage) not 


significant. 

before marriage. The symptom scores in those 
5 wives who broke down before marriagerevealed 
that only 2, both ‘ill’ wives, showed scores in 
excess of the whole group. Duration of neurosis 
and marriage in these 5 were distributed evenly 
throughout, and it was considered their removal 
would not in any way have altered the general 
findings. In those 12 wives whose first break- 
down occurred after marriage the mean onset 
after marriage was 7'8 years, and it is suggested 
that the marriage was probably instrumental 
in bringing about their breakdown. 


(b) Exposure to nervous illness during childhood. 

Eleven (27:5 per cent) of the wives had been 
exposed to nervous illness in a nuclear family 
member during their childhood. There was no 
significant difference between the two groups of 
wives, although more of the ‘ill’ wives (8) than 
the ‘well’ wives (3) had such a family member. 
The mean total CMI score of the wives exposed 
to nervous illness in childhood (24:18) did not 
differ from the mean of the rest of the group 
(24:72). Thus there was no reason to suppose 
that childhood exposure predisposed to higher 
CMI scores. 


(3) Dusation of marriage and neurosis in the husband 

(a) (a) Duration of marriage. 'The mean duration of 
marriage in the ‘ill’ and ‘well’ wives were 14:23 
and 17:15 years respectively, there being no 
significant difference between them. Duration 
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of marriage effects were investigated by dividing 
the whole sample into those who had been 
married for о to 15 years and those married for 
16 years and over. Attempts at finer subdivisions 
yielded subgroups too small for conclusions to be 
drawn. Correlation of the husband/wife scores 
in the two subgroups revealed a higher correla- 
tion in the longer married couples on all 
measures, but on none did either the correlation or 
the difference between them reach significance. 


(b) Duration of neurosis in the husbands. An 
attempt was made to estimate the duration of 
neurosis by ascertaining the time of the first 
medical consultation and treatment, whether 
symptoms had persisted since then in greater or 
lesser degree and whether there had been periods 
of freedom from symptoms. When questioning 
about the symptoms the husband's present 
symptoms were used as a discussion point. 
Where the first breakdown had occurred before 
marriage and the symptoms persisted, duration 
of neurosis was equated with duration of 
marriage. In instances where breakdowns had 
been followed by periods of freedom from 
symptoms, the duration of neurosis was taken 
from the time of the current illness. This proved 
to be a difficult exercise, and as retrospective 
data has to be treated with caution it is probable 
that the duration of neurosis was an under- 
estimate in some instances. 

The mean durations of neurosis in the hus- 
bands of the ‘ill? and ‘well’ wives were 8-20 
years and 7:52 years respectively, there being 
no significant difference between them. The 
sample was divided into two subgroups accord- 
ing to the duration of the husband's neurosis, 
short, o-5 years, and long, 6+ years. Correla- 
tion of husband/wife scores in the two subgroups 
showed no higher correlation in respect of the 
total CMI and M-R scores in relation to long 
duration of neurosis, and although a higher 
correlation was obtained in respect of the Wing 
this was not significant. 


(4) The combined effect of severity of husband's 
symptoms and duration of marriage and neurosis 
in the husbands 


Although neither duration of marriage, 
duration of husband’s neurosis or the severity 
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of his symptoms had been found separately to 
relate to the wife’s symptoms it was conceivable 
that together they might exert an accumulative 
effect. However, further testing failed to produce 
acceptable evidence for such an effect. 


(5) Personality factors 
These were assessed using the 16PF and 
HDHQ questionnaire. 


` The husbands’ profiles. Table A in the Appendix 

shows that the husbands of the ‘ill? wives are 
emotionally unstable (C—), sensitive (H—), 
apprehensive (O+), self-sufficient (Q2+-) and 
tense (Q4-++). The husbands of the ‘well’? wives 
differ from the average only on conservatism 
(Q1 —) and self-sufficiency (Q2+). 

However, the two groups of husbands differ 
significantly on three factors, the husbands of 
the ‘ill’ wives being more expedient (G—) 
(р < 0:02), more dependent (I+) (р < осот) 
and more irresponsible in practical matters 
(M+) (р < 0°05). 

ese differences are summarized on the 
second-order factors, the husbands of the 
“ПР wives being significantly more troubled by 
pervasive emotionality, as shown by their low 
scores on the tough poise factor (p < 0-01), and 
significantly more anxious (p < 0-05) than the 
husbands of the ‘well’ wives. Both groups of 
husbands are introverted and neurotic, and do 
not differ in these respects. 


The wives’ profiles. From Table B in the 
Appendix, the ‘ill’ wives show an essentially 
normal personality profile apart from Qe+ 
(self-sufficiency), while the ‘well? wives tend 
towards serenity (O—), composure (Q4—) and 
self-sufficiency (Q2+-). They differ from the ‘ill’ 
wives in being more adaptable (L—) (р < 
0°05) as well as confident (О —) (p < 0-02) and 
relaxed (Q4—) (p < 005). 

The second-order factors essentially reflect 
the normality of the ‘ill’ wives, apart from 
marginal anxiety, and the ‘super-stable’ charac- 
ter of the ‘well’ wives, who fall below average 
on anxiety and neuroticism. Both groups of 
wives are introverted. 


Hostility and direction of hostility 
Husbands: Both groups of husbands score 
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above average on general hostility, extrapuni- 
tiveness and intropunitiveness, but there is no 
significant difference between the two groups 
on any of the hostility measures. 


Wives: The ‘ill’ wives show very little devia- 
tion from average and can be considered to be 
within the normal range, while the ‘well’ wives 
are below average in general hostility, extra- 
punitiveness and intropunitiveness, differing 
significantly from the ‘ill’ wives in each of the 
hostility measures. This again reflects the ‘super- 
stability’ of the ‘well’ wives. 


Physical aggression in the husbands 

Discreet questioning of the wives revealed 
that significantly more of the ‘ill’ wives (g) had 
suffered physical aggression at the hands of their 
husbands than the ‘well’ wives (2) ( x = 5-229, 
p < 0:025). 


The relationship of neuroticism in the husbands to 
the wives’ symptomatology 

The husbands’ neuroticism scores were divi- 
ded into two groups using a cut-off point of 7-6 
(Kear-Colwell, 1965), and the wives’ symp- 
tomatology scores were divided according to 
the husbands’ neuroticism scores. The mean 


TABLE V 


Wives mean CMI, M-R and Wing scores in relation to 
severity of husbands’ neuroticism factor 16PF 





Husbands’ Husbands’ 
neuroticism neuroticism 


factor 7:5— factor 7:64- Value of 
Wives! (N = 19) (N — 20) pif 
score ————— — t signifi- 

Mean S.D. Mean S.D. cant 





Total CMI 
M-R 
Wing 


19°25 9:49 30-89 16:31 2°70 <oʻo1 
4°95 4°78 10:32 9:08 2:29 «0:05 
3°85 2°62 4-68 2-09 1-11 





scores of the wives on the total CMI, M-R and 
modified Wing PSE scale were calculated for 
each of the sub-groups. There was a significant 
difference on the total CMI (p < о:ож) and 
the M-R (p < 0-05), but not on the Wing 
PSE. These results indicate that symptomatology 
in the wife is related to the degree of neuroticism 
in the husband as measured on the 16PF. 
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ты relationship of neuroticism and other second-order 
factor findings to: 

1. Duration of marriage. In those pairs married 
for less than 15 years, husband/wife correlations 
were significant only on anxiety (p < 0°02). 
However, there were significant correlations in 
those married for 16 years and over on tough 
poise (p < 0°05) and neuroticism (p < о:05).* 


Taste VI 


Husband-wife correlates, 2-order factors on dimension of 
neuroticism, 16PF and duration of marriage and duration 








of neurosis 
Duration of Duration of 
Husband-wife marriage neurosis 
correlates 
2nd order — 
factors 0-15 yrs 16+ yrs o-5 yrs 6+ yrs 
N=20 N= N=19 N= 20 
pairs pairs pairs pairs 
Anxiety 0:52*** 0-36 0:38 0:59*** 
Ехігауегзіоп/ 
introversion 0:25 0:26 0:26 0:24 
Tough poise.. — 0:40 0: 46* 0:12 0:58** 
Independence/ 
dependence 0°43 —0:23 0*56*** —о-а5 
Neuroticism 0-14 0:49* —0:05 0: 50% 





* p < 0:05; ** p < 0-01; *** p < 0:02. 


2. Duration of neurosis. Where the husband's 
neurosis had lasted for five years or less, 
husband/wife correlations reached significance 
only on the independence/dependence factor 
(p < 0:02). Investigations in normal couples 
have shown there is a tendency for the pair to be 
more dependent in the early years of marriage 
and thereafter to develop along relatively 
independent lines (Kelly, 1955; Slater and 
Woodside, 1951). Where the neurosis had lasted 
for six years or longer, husband/wife correlations 
reached significance on anxiety (p < 0:02), 
tough poise (р < o-or) and neuroticism (p < 
0:05)T. Thus, of the five measures used three 
show higher correlations in the longer duration 


* The ‘ill’ wives were distributed about equally 
between the two sub-groups—11 (52.4 per cent) and 10 
(47.0 per cent) respectively as were the ‘well’ wives— 
10 (5246 per cent) and 9 (47.4 per cent). 

t 1:5 of note that 13 (62 рег cent) of the ‘ill’ wives were 
in the six years and over neurosis group, compared with 
7 (36 per cent) of the ‘well’ wives, although this difference 
did not reach significance. 


group and a fourth no change, while only one 
shows a fall. 

These findings suggest that neuroticism in the 
wives may be more closely allied to duration of 
illness in the husbands than to duration of 
marriage. It seems that with i increasing exposure 
to the husband’s illness there is a tendency for 
the wives to become more emotionally unstable. 


Discussion 


In this study, the use of single interviews with 
both partners might have led to a halo effect, 
but in fact few positive correlations were found 
and the matter is not relevant. Kreitman et al. 
(1970) drew attention to the possibility of an 
interpersonal modelling process— described by 
Bandura and Walters (1963)—as one of the 
mechanisms underlying the symptoms in the 
patient's wife. In this study, it was hypothesized 
that if this were so and the wife developed her 
symptoms by learning or imitating those of her 
husband, a significant association between 
specific symptoms in the husband/wife pairs 
would be expected. In this sample, the results 
did not support the general hypothesis, an 
important exception being irritability and 
nervous muscle tension, on which the husband/ 
wife pairs did correlate significantly. It seems 
possible that here the wife may be reacting to a 
stress situation in the form of a non-specific 
reaction. 

Dividing the wives according to their CMI 
scores revealed that approximately half (53 per 
cent) of the sample were ‘il? and the remainder 
‘well’. This is of the same order of magnitude as 
in other studies (Kreitman et al., 1970). The 
wives could not be differentiated on the basis of 
inherent vulnerability, as shown by psychological 
breakdown before marriage, or childhood expo- 
sure to nervous illness in the nuclear family, 
important factors in favour of the interaction 
and against the assortative mating hypothesis. 
Neither could they be distinguished on the 
grounds of severity of illness in the husbands, 
as in both groups the husbands exhibited equally 
severe symptoms. With increasing duration of 
marriage or increasing exposure to their hus- 
band’s neurosis the wives did not show pro- 
gressively increasing symptom scores on any of 
the measures. The combination of duration of 
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marriage or duration of neurosis in the husband 
and the severity of his symptoms exerted no 
cumulative effect. 

Consideration of tbe profiles of the husbands 
of the ‘ill’ wives on the primary-order factors 
reveal that they have several of the charac- 
tersitics of the neurotic profile described by 
Cattell and Eber (1965), namely, C—, H —, O+ 
and Q4+. Moreover, they differ significantly 
from the husbands of the ‘well’ wives on G— 
(expendiency), I+ (dependency) and M+ 
(carelessness in practical matters). These factors 
are essentially basic personality traits which 
together give a picture of a group who show 
poor regard for moral standards. They are 
undependable, labile, emotionally irresponsible, 
especially in practical matters, with a tendency 
to dramatize events. Periods of irresponsibility 
alternate with childish dependent behaviour 
and inability to exercise self control. Further 
evidence of their poor control has been shown 
in the greater tendency for this group to show 
physical aggression to their wives compared with 
the husbands of the ‘well’ wives. The traits 
С— and H— show a tendency to be dissatisfied 
with life, to be easily frustrated and changeable 
in their attitudes, together with feelings of 
shyness, inferiority and a dislike of personal 
contact. Traits O+ апа 044+, which are 
exaggerated by illness, in combination indicate 
that they are anxious, tense, given to periods of 
moodiness and irritability, to worry irrationally 
and suffer from feelings of worthlessness. Factor 
Qg, on which they are high, together with H— 
and G—, point to their antisocial tendencies. 
These traits become evident in their active 
confinement of their wives’ leisure activity which 
will be discussed more fully in a later paper. 
The husbands of the ‘well’ wives show few 
neurotic traits. They incline towards con- 
servatism and temperamental tolerance (Ог —), 
a trait which has been noticed to run low in 
neurotics by Cattell (1965). In common with 
the husbands of the ‘ill’ wives, they are high in 
Q2, indicating that they too tend to be self- 
sufficient and aloof, but in the absence of H— 
and G— are*less anti-social. The second-order 
factors summarize the greater anxiety and higher 
emotionality of the husbands of the ‘ill’ wives 
compared with those of the ‘well’ wives. 


The results have shown that, although both’ 
groups of husbands were neurotic, the level of 
neuroticism in the husbands, as measured on the 
neuroticism factor of the 16PF, was the im- 
portant factor in determining the level of symp- 
tomatology in the wives. It is concluded, there- 
fore, that the husband’s personality is more 
important than this symptomatology in pro- 
ducing illness in his wife. 

The personality profiles of the ‘ill’ wives show 
that they are essentially normal while those of 
the ‘well’ wives are exceptionally stable, differing 
particularly from the 5il wives on L—, O— and 
Q4-—. Although O and Q4 are subject to change 
by illness, the ‘ill’ wives are within the normal 
range on these factors, while the *well' wives 
score below normal, i.e. these traits reveal them 
as tough, placid, cheerful, confident and resi- 
lient, generally tolerant, adaptable and trusting. 
The normality of the ‘ill’ wives and the excessive 
stability of the ‘well’ wives is further sum- 
marized in their second-order factors and on the 
HDHQ where they are particularly low in 
hostility on all three measures. 

In all probability these qualities of stability 
enable them to withstand their husbands’ illness 
with equanimity. However, as already dis- 
cussed, their husbands' personality profiles show 
lesser degrees of emotionality and neurotic 
deviance than those of the ‘ill? wives. In 
the light of the findings that the severity of the 
husbands’ symptoms did not differentiate the 
two groups of wives, it seems likely that a wife 
can tolerate her husband’s symptoms but that 
the behaviour deviance resulting from a certain 
level of neurotic personality disturbance is 
another matter, unless she is endowed with 
qualities of excessive stability. Nevertheless, 
there are indications from the data presented 
that with increasing duration of marriage and 
increasing exposure to their husbands’ neurosis 
there is a tendency for wives to become in- 
creasingly emotional and neurotic. There is also 
a suggestion that increasing exposure to the 
husbands’ neurosis might be more important 
than duration of marriage. . 

In conclusion, those variables which differen- 
tiated the patient-spouse group from controls 
in other studies did not distinguish ‘illness’ 
within the patient-spouse group in this study. It 


BY 1. М. К. OVENSTONE А 43 


* ‘is conceivable that the method of sampling may 
be important, and that different effects may be 
produced by the inclusion of personality dis- 
orders, e.g. psychopaths, as in the study by 
Kreitman et al. (1970). Further research is 
required to elucidate this point. 

Factors in favour of the interaction rather 
than the assortative mating hypothesis were 
found in relation to increasing concordance 
between the husband-wife pairs on neuroticism 
with increasing exposure to the husbands 
neurosis and duration of marriage, and also by 
failure to differentiate ‘illness’ in the wives on 
the basis of inherent vulnerability before 
marriage. 

The interactional mechanism which results 
in the wife becoming ill still remains unknown, 
but in the light of the present findings it seems 
possible that the husband's neurotic personality 
deviance creates a situation of marital tension 
whicb fluctuates with exacerbations of his illness 
at which times his behavioural traits will be 
accentuated. In this situation his wife will tend 
to react with symptoms of irritability and 
nervous tension, the degree depending upon the 
tension level in the marriage and her personality 
stability, particularly her qualities of tolerance 
and adaptability. Possibly stable wives will be 
able to handle the situation in ways which 
minimize conflict. It has been show that qualities 
of 'super-stability are needed to maintain 
psychological well-being. 


SUMMARY 


I. A group of 40 male psychoneurotics and 
their wives were examined. It was hypothesized 
that if the interaction theory is correct and 
symptoms in the wives result from living with a 
neurotic husband two possible mechanisms 
may be considered: (1) that the wife imitates 
her husband’s symptoms by modelling herself 
upon him, whereupon a significant association 
between specific symptoms in the husband/wife 
pairs would be expected; (2) that the wife 
reacts to a stress situation in the form of a 
non-specific reaction, whereupon no significant 
association of specific symptoms in the pairs 
would be expected. The Wing PSE was used to 
assess symptomatology. In this particular sample 
the findings did not support the general hypo- 


\ 

thesis that the specific symptoms develop in the 
wives as a result of a modelling process; an 
important exception was irritability and nervous 
muscle tension, on which the husband/wife pairs 
significantly correlated (р < o-or). 

2. Dividing the wives at a CMI score of 20 
total GMI and/or 10 on the M-R section re- 
vealed that there were 21 (52:5 per cent) ‘ill’ 
wives and 19 (47:5 per cent) ‘well’ wives. 
Neither exposure to nervous illness during 
childhood nor previous psychological illness 
prior to marriage differentiated the 1” from 
the ‘well’ wives. Illness in the wives was not 
related to either duration of marriage, duration 
of the husbands' neurosis, or the severity of the 
husbands’ symptoms. The combination of dura- 
tion of marriage or duration of neurosis in the 
husband and the severity of his symptoms 
exerted no cumulative effect. 

3. Although both groups of husbands showed 
neurotic personality profiles on the 16PF, the 
husbands of the ‘ill’ wives were significantly 
more expedient, dependent and emotionally 
irresponsible, in addition to being more physic- 
ally aggressive to their wives. On the HDHQ, 
their scores did not differ significantly. 

4. The degree of the husbands’ neuroticism 
was found to be an important factor in deter- 
mining the level of symptomatology in the wives. 

5. The personality profiles of the ‘ill’ wives 
were essentially normal, while those of the ‘well’ 
wives showed above average stability. 

6. With increasing duration of marriage and 
increasing duration of neurosis in the husbands, 
the husband/wife pairs correlated significantly 
on tough poise and neuroticism. These findings 
are in accord with the interaction hypothesis. 

7. It is concluded that the severity of the 
husband’s neurotic personality deviance and the 
stability of the wife’s personality are important 
factors differentiating the ‘ill? and ‘well’ wives. 
Those variables, particularly duration of mar- 
riage, which had differentiated the patient- 
spouse group from controls in other studies did 
not distinguish ‘illness’ within the patient-spouse 
groups in this sample. 
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APPENDIX 


TABLE A 
Scores of husbands on 16PF and HDHQ, 





Husbands of Husbands of 





ill wives well wives Value of 
(N = 21) (N = 18)* pif 
————— ——————— t  signiüi- 
Mean S.D. Mean S.D. cant 
First order 
factors А 5:90 1:26 5:16 2:21 1'30 
B 7:00 1:65 7:70 1°81 1:26 
C 438 а-о 4°94 1°61 0:95 
E 476 1°71 5'27 1:69 0:98 
Е 447 1:46 4:50 1:64 0:06 
С 457 1:96 6:05 1°64 2:53 «0:02 
Н 4°19 r67 4°50 1°83 0:55 
1 6:14 0:99 5:27 0-98 2:75 <o-or 
L  5go 1°84 5:16 2-00 1:20 
М 6:52 1:46 5:50 1:64 2:05 «0:05 
М фут 2:07 5'33 2'10 0:93 
О 7-23 1'82 6:22 1:95 1:67 
От 5:19 1:78 4°38 1°70 1:45 
Q2 7:52 1:48 6G:go 2:52 0-96 
Оз 4 go 2:23 6-00 2:17 1°55 
Q4 42 1:76 6:44 1:95 1-65 
Second order 
actors and 
neuroticism 
dimension 


Anxiety 747 1:94 Grrr 1:96 2:17 «0:05 
Introversion/ 

extraversion 3°52 1°43 3°83 
Tough poise 4:00 1-19 5°50 1:67 3:26 <o-or 
Dependence/ 

indepen- 

dence 5:95 1'21 
Neuroticism 7:23 1°71 


Cn 
» 
o 
o 
o 
© 
eo 


"55 
“50 


ou 
нн 
pw 
QN 
= о 
ze 
© 


HDHQ. 

Total hostility 7-61 1:78 7-21 1:76 o-70 ns. 
Extrapuni- 

trveness 

(sum E) 7°09 1:74 6:63 1-69 0:84 n.s. 
Intrapuni- е 

tiveness 

(sum Т) 7:09 1:97 6:26 2:22 1:24 ns. 
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TABLE B 


Scores of wives on 16PF and HDHQ, 








Il wives Well wives Value of 
(N — 21)  (N — 19) bif 
—————— — t  signifi- 
Mean S.D. Mean S.D. cant 
First order 
factors А 5:47. 1:40 5°10 1°97 0:69 
B 7°23 1:47 7'26 1:91 —0-05 
С бо 1°75 547 1°42 —1°71 
E 504 1:36 4'90 1:53 0'30 
Е 457 219 4/70 2°69 —0-17 
С 4°61 2-21 5'26 2:26 0'92 
Н 457; 1:36 5:00 1:62 —o-g1 
I 557 1°84 515 r63 0'76 
L 6:00 1:82 4:63 2:22 2:14 «0:05 
M 5:66 1:52 5:89 1:48 —o-48 
М 595 2:21 6:00 1:68 —o-08 
О 6:04 2:01 447 1:69 2:66 <о:оз 
От 5°61 1°32 5:70 1°61 —o-1g 
Qa 6:90 1°44 7'15 1:49 —0:54 
Оз 538 гог 6:15 2:27 —1:16 
Q4 5°38 r:36 4:05 2:97 2:27 <0:05 
Second order 
Jactors and 
neuroticism 
dimension 
Anxiety 5°95 175 4°42 1-49 2:96 <o-o1 
Introversion/ 
extraversion 3:80 1:25 4:05 2:25 —0:44 
Tough poise 5:00 1°60 5:52 1:35 —1:10 
Dependence/ 
indepen- 
dende 5:90 I'I5 6-00 1°55 —0:23 
Neuroticism 
dimension 6:04 1°70 4:95 1°46 2°16 «0:05 
HDHQ 
Total hostility 5-57 1:70 3:68 1:52 3:69 «0-001 
Extrapuni- 
tiveness 
(sum E) 5°85 1:67 4:57 1:бо a2:47*0:02 
Intrapuni- › 
tiveness 
(sum I) 4°95 1°98 3°15 1°59 3:17 <o-o1 





* One husband failed to complete the 16PF. 
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Anticipatory Grief and Widowhood* 


PAULA J. CLAYTON, JAMES A. HALIKAS, WILLIAM L. MAURICE 
and ELI ROBINS 


Lindemann (6) first used the term ‘antici- 
patory grief’. It referred to the separation of two 
people with one anticipating the death of the 
other and preparing for it to such an extent that 
on the return of the other: there is rejection 
rather than happy acceptance. In his example a 
soldier returning from combat complained that 
his wife no longer loved him and was seeking a 
divorce. After seeing the man, Lindemann 
attributed the problem to the wife's 'antici- 
patory grief’. It seems there could be other 
explanations to his example. 

It is possible to use it in a more specific and 
explicit sense than Lindemann did—namely, as 
the reaction seen in people (usually primary 
relatives) coping with the expected death of 
someone close. It is with this definition of 
‘anticipatory grief’ that this paper deals. Our 
definition differs from Lindemann's in that it 
deals with 'inevitable death', whereas he used 
it in a broader sense to deal with ‘potential 
death’. There is a third use of the term which 
includes the loss of an object (e.g. departure of a 
person, separation from a person, fantasied loss 
of a person, loss of a limb), but this broadens the 
definition to the point where it becomes difficult 
to use in critical investigative work. 

The important question is not whether anti- 
cipatory grief exists but whether it is psycho- 
logically useful in mitigating the post-mortem 
grief of the survivor. From a common sense 
point of view, is it not possible that a long 
debilitating illness would be emotionally strain- 
ing and draining and leave the person more 
defencgless than a sudden death? Could not a 
long illness, instead of giving ample opportunity 
* This study was supported in part by U.S.P.H.S. 
Grants МН-о5804, МН-13002, and MH-14635. 
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for survivors to help the dying and preclude 
post-mortem guilt, also give ample opportunity 
for survivors to fail to meet the needs of the 
dying, so that post-mortem guilt would be 
enhanced ? 

With all this in mind it seemed worthwhile 
to examine the symptoms of bereavement 
during the terminal illness of the spouses of 
widows and widowers. We pose two questions: 
first, is it true that the longer the relative lives 
the easier it is to accept the death? Second, 
regardless of the length of illness, if anticipatory 
grief occurs does it make the post-mortem 
mourning less intense or shorter or suppress it 
altogether? We will attempt to answer the first 
question by making a comparison of frequency 
of symptoms during the illness and after death 
in those subjects whose spouses had terminal 
illnesses of six months or less and in those whose 
spouses had longer terminal illnesses. We will 
attempt to answer the second question by 
defining a group of subjects with a constellation 
of depressive symptoms during the terminal 
illnesses, evaluating them at one month and at 
13 months of bereavement, and comparing them 
during the same time periods with the group of 
subjects who did not show this constellation of 
symptoms. 


METHODOLOGY 


In 1968, 109 widows and widowers chosen from 
obituaries and death certificates by means of a 
random numbers table were interviewed approxi- 
mately one month after the deaths of their spouses. 
Some of these were seen again at four months, and an 
effort was made to re-interview all the subjects 
approximately one year after the death. Of the тод, 
92 were re-interviewed. Four had died, one was not 


48 
located, and 12 refused. Thus 92 out of 104 contacted 
consented to interview (89 per cent). 

The average age of the original sample was 61 
years. Twenty-eight of the subjects had spouses who 
had died in less than 5 days. These were defined as 
sudden deaths and were excluded from the тод; these 
28 whose spouses had brief illnesses could not 
delineate symptoms because of the suddenness of the 
death. The remaining 81 had longer terminal illnesses. 
Terminal illness was defined as the time the illness 
began to interrupt the life of the spouse or the time it 
became a continuous downhill course implying 
recognition that the disease was fatal. In most cases 
there was a clear-cut length of illness; in a few it was 
more difficult to estimate the duration. An example 
of a more difficult decision was the wife of one of our 
widowers, who had chronic myelogenous leukaemia. 
She had had this for several years, and although she 
had been seeing a doctor regularly for it, it had not 
interrupted her life in any significant fashion; she 
continued to perform her functions as a mother, wife, 
housewife, hostess, etc. She had three children, none 
of whom knew she had leukaemia, On her last visit to 
her physician she was told that her leukaemia had 
changed from chronic to acute, and she and her 
husband both understood that this meant she had no 
more than about six months to live. She went home, 
the next day developed acute bone pain and was 
dead in less than five days. Although she had told 
her oldest daughter she was ill and was soon to die, 
it had happened so suddenly that she had not even 
informed her two other children of her illness. We 
classified this case ав an acute or sudden death. 

Of the 81 who had illnesses of more than five days, 
the length of illness was six to fourteen days in 6, 
fifteen to thirty days in 12, two to three months in 17, 
four to six months in 10, seven to twelve months in 
17, thirteen months to two years in 7, three to four 
years in 7, and more than four years in 4. One had an 
unknown length of illness, but it was not less than five 
days and was less than six months. Additional 
characteristics of the sample are described elsewhere 
(Clayton et al., b. (3). 

Subjects were asked the same individual symptoms 
in the following time periods: during the illness of 
the spouse, since the death, and one year after the 
death. An attempt was made to see if bereaved 
subjects developed a constellation of depressive 
symptoms either during the terminal illness or after 
the death. Such a constellation was considered present 
if the subject described a low mood characterized by 
feeling depressed, sad, despondent, discouraged, blue, 
low mood not further differentiated, or any other term 
such as lost or numb; plus five of the following eight 
symptoms for a definite depression and four of the 
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eight symptoms for a probable depression: (1) loss of 
appetite or weight loss, (2) sleeping difficulty in- 
cluding hypersomnia, (3) fatigue, (4) feeling restless, 
(5) loss of interest, (6) difficulty concentrating, (7) 
feelings of guilt, and (8) wishing to be dead and 
thoughts of suicide. If this cluster was present during 
the terminal illness it was considered as ‘an antici- 
patory grief reaction’. If it was present following the 
death of the spouse it was considered as ‘a normal 
depressive reaction’ (Clayton et al. (3)). 


RESULTS 


Table I compares the frequency of symptoms 
in those subjects (N = 46) whose spouses had 


"TABLE І 
Symptoms during terminal illness 











ш ш 
6 months more һап 
or less 6 months 
N=46 N= 35 
76 76 

Average age .. 66:8 yrs. 57:1 yrs.* 
Depressed mood .. ee 59 77 
Sleep disturbance  .. i 78 63 
Crying Ж ey za 63 60 
Anorexia. a 5 50 40 
Weight loss .. В 46 47 
Difficulty concentrating zs 27 27 
Poor memory Soi 35 34 
Loss of interest ©з € 22 40 
Anxiety attack 2. Us 7 14 
Irritability .. Ls e II git 
Use of medicine: 

Sleeping .. ae d 23 14 

Tranquillizers .. id 27 29 
Fatigue m ES ss 41 51 
Feeling worthless... is 2 I1 
Feeling burden 4 3 
Feeling guilty vå : 4 9 
Feeling hopeless i v 7 17 
Wish to be dead .. 2 9 
Thoughts of suicide . . o о 
Fear of losing mind .. o o 





* p < 0-001 by t test. 
Ї р < 0-05 by x. 


short terminal illnesses (six months or ‘less) to 
those subjects (N = 35) whose spousés had 
longer terminal illnesses (more than six months). 
Only one symptom, irritability, is significantly 
more common in cases in which there were 
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' longer terminal illnesses. Previous studies (Clay- 
ton et al., (2)) have shown that irritability is 
positively associated with younger age, as could 
be the case here. In addition, considering the 
number of variables examined, finding one 
variable of significance can probably be ex- 
pected. Thus the similarity of the two groups 
should be emphasized, with a tendency for those 
who lived through longer terminal illnesses to 
suffer more psychological depressive symptoms. 
Table II shows these same subjects and these 


TABLE II 
Symptoms one month after death 








ш n 
6 months more than 
or less б months 
М=46 N=35 
% % 
Depressed mood. ane 87 83 
Sleep disturbance  .. 2s 87 74 
Crying T ia is 96 91 
Anorexia АК zs - 46 40 
Weightloss .. КА ы 35 38 
Difficulty concentrating .. 24. 47 
Poor memory s ES 41 43 
Loss of interest хз - 28 53 
Anxiety attack zi = II II 
Irritability .. .. 3 7 2g* 
Use of medicines: 
Sleeping .. - v 31 23 
Tranquillizers vs m 27 43 
Fatigue e т i 50 46 
Diurnal variation .. “+ 40 26 
Feeling worthless .. T 2 II 
Feeling a burden .. ju 7 3 
Feeling guilty fs A 20 28 
Feeling hopeless ve ss 19 14 
Wish to be dead  .. Ws II II 
Thoughts of suicide . . ДУ о 3 
Fear of losing mind .. . 2 о 
Depersonalization o о 
Derealization ; EN o 3 
Hallucinations 5 T 4 9 
Feeling anger vs ЧЕ 7 3 
Feeling someone is to blame 7 15 





жр <o-or by xê. 
same symptoms after the deaths of the spouses. 
The results are the same, only irritability being 
more frequent in those subjects who had lived 
through long terminal illnesses. 


Fig. 1 shows the depressive symptom-complex 
as it appeared in these subjects. Of the 81, 19 had 
a depressive symptom-complex (‘anticipatory 
grief?) during the terminal illness, and ба did 
not. Nine were diagnosed as definite depression 
and 10 as probable. At one month, 13 of the 19 
with ‘anticipatory grief’ were still depressed, 
whereas 15 of the 62 had developed a depressive 
symptom complex for the first time. This 
difference is significant at the оог level by 
chi-square, indicating that if ‘anticipatory grief? 
is present the subject is much more likely to 
have a post-mortem depression than if it is not 
observed. At thirteen months, with the correc- 
tion for those with no follow-up, 4 of 17 with 
‘anticipatory grief’ were still depressed, whereas 
10 of the 52 without ‘anticipatory grief? were still 
depressed (not significant by chi-square). Thus 
those with ‘anticipatory grief? were not more 
well or more sick at one year than those in 
whom it was not present. 


Discussion 
Natterson et al. (9) studying parents of children 


with fatal illnesses found that mothers whose 
children lived more than four months had more 
of a chance to accept the death of a child than 
mothers whose children died more suddenly, 
implying that these mothers, therefore, did 
better. On the other hand, both Maddison (7, 
8) and Clayton (1, 2), studying bereaved people 
retrospectively and prospectively, found few 
differences in the post-mortem bereavement of 
persons whose spouses suffered short or long 
illnesses respectively. This work confirms the 
findings of Maddison and Clayton. Reviewing 
the symptoms suffered during the terminal 
illness and after the death by subjects with 
spouses dying after short and long terminal 
illnesses respectively, there are only minimal 
differences. The duration of illness is not related 
to the prevalence of symptoms. Since those who 
lived through longer terminal illnesses had more 
time to suffer from any of the symptoms in- 
quired about, it would seem reasonable that in 
many cases they would record slightly higher 
frequencies of symptoms. 

^ Numerous authors, Pollock (10), Richmond 
and Waisman (11), Friedman «t al. (4), and 
Futterman, Hoffman and Sabshein (5) have 
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4 


81 


(Number of Subjects) 





Occurrence of Depressive Symp tom-Comp1 ex 


During Illness 


After Death (one month) 


After Death (13 months) 


+ o 
к + о 


+ о + о A a 
4 7* 0 6 8 7 2 35** 


* 
Two, no follow-up (1 refused, 1 died) 
Ten, no follow-up (7 refused, 3 died) 


Fis. І. 


stated that ‘anticipatory grief’ lightens the 
burden of grief after death. Our data do not 
confirm this finding. Those with ‘anticipatory 
grief? did worse in the first month of bereave- 
ment and no better at one year than those 
without such a reaction. Previous work (Clay- 
ton etal. (3)) has shown that the depressive symp- 
tom-complex is associated with other depressive 
symptoms not used in making the diagnosis 
(e.g. diurnal variation of mood, especially 
feeling worse in the evening, feeling a burden, 
feeling hopeless). It can therefore be concluded 
that ‘anticipatory grief’ and the related ‘normal 
depressive reaction’ after death are a specific 
complex of symptoms in which the person 
suffers and feels ill. 

In conclusion, ‘anticipatory grief? and imme- 
diate post-mortem depression are positively 
related. Fortunately, the reaction subsides, so 
that those who have suffered ‘anticipatory grief? 
are no different from those who have not within 
one year. Thus anticipatory grief could be re- 
garded by the physician and the family as a 
warning sign that this particular person may need 
more support in the immediate bereavement 
period. ^ 

\ 
SUMMARY 


A group of randomly selected widows and 


widowers were followed prospectively for one 
year after the deaths of their spouses. Symptoms 
of those whose spouses had short illnesses were 
examined and compared to the symptoms of 
those whose spouses had long illnesses. It was 
found that the duration of illness was unrelated 
to the prevalence of symptoms in the widows and 
widowers. Those who had suffered anticipatory 
grief were compared to those who had not; it 
was found that those with anticipatory grief felt 
worse at one month of bereavement and at one 
year were no better and no worse than those 
without such a reaction. 
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An Examination of Individual Susceptibility to the 
Influence of Aggressive Film Models 


By BROMLEY H. KNIVETON and GEOFFREY M. STEPHENSON 


In a previous paper (Kniveton and 
Stephenson, 1970) we suggested that children 
with few interests of their own are likely to be 
more susceptible to the influence of filmed or 
television models than children with more 
extensive interests. However, neither we nor 
any other workers in this field have demonstrated 
that the tendency to imitate is a consistent beha- 
vioural characteristic. In fact, examination of 
the within-group scores for the subjects in the 
above-mentioned experiment reveals exception- 
ally large standard deviations for the amount of 
time spent imitating. These characterize both 
middle-class and working-class groups (Kniveton 
and Stephenson, 1972), although such groups 
differ consistently in their susceptibility to the 
filmed model used by the authors. 

Are such individual differences reliable? That 
is the question broached in this experimental 
study. In experimental work in this field a child 
is typically exposed to a film on just one occasion. 
His imitative response to the film may depend 
on the content of that particular film, or it may 
represent a more enduring tendency to imitate 
filmed models regardless of content. Exposure to 
films portraying different characters, situations 
and actions on each occasion is needed to 
decide between these alternatives. A high 
positive correlation between imitation scores on 
two or more such occasions would indicate that 
the tendency to imitate filmed models is to some 
extent an enduring individual characteristic. 
A zero correlation would indicate that imitation 
is specific to the situation portrayed in a 
particular film. 

In the present experiment a sample of boys 
were exposed on two occasions to different 
modejs playing in different situations with 
different toys and articles. In each film the 
model behaved in an aggressive-looking and 
sounding manner with the toys. It was predicted 
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that there would be a high correlation between 
the amount and range of imitation displayed by 
the children after observation of each of the 
two filmed models. 


METHOD 

Subjects 

Subjects were 38 boys attending Infant schools in 
Nottingham. When observing the first experimental 
film they ranged in age from 61 months to 75 months, 
with a mean of 67-7 months. On exposure to the 
second experimental film they ranged in age from 70 
months to 81 months, with a mean of 75:5 months. 
According to the Registrar General's (1960) Classifica- 
tion of the fathers’ occupations there were 2 boys in 
Class 1; 11 in class IJ; 4 in class ITI non-manual; 11 in 
class III manual; 9 in class IV and 1 in class V. 
"Experimental design 

Subjects were selected within the above age range 
and included all social class groups from Notting- 
ham Infant schools. They were exposed to the 
same experimental procedure. Each subject came to 
the Department on two occasions, with a minimum 
of four months between the two occasions. Both times 
they were allowed to play in an experimental room for 
15 minutes, exposed to a film, and then allowed to 
play in an experimental room for a further 15 
minutes. At all times the child played alone, but was 
accompanied by a female assistant who sat at a table 
in the corner of the playroom and was instructed 
to occupy herself with pencil and paper tasks and to 
give the child no attention unless he approached her 
insistently, in which case no more attention was given 
than was needed to settle the child. The female 
assistant sat with the child during the showing of the 
film, and different assistants sat with the children 
during the first and second. experimental sessions. 


Experimental play situation 

The first experimental room Ўҹ̧ұ in the Child 
Development Unit of the Psychology Department of 
the University of Nottingham. The room was cleared 
of all toys not specifically to be used in the project, 
and screens were placed to prevent the children 
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having access to or seeing these. The toys used in the 
experiment included: a bear on wheels; a blackboard 
and chalk; crayons and paper; four puppets and a 
doll; two small model cars; a train and tender on 
wheels; two dart guns and darts; a wooden ball and 
hammer set; a selection of wooden building blocks; 
and a Bozo inflatable clown, 48 in. high. 

The film used was 16 mm. colour, and lasted 34 
min. A little boy 60 months old played the role of the 
model. For the first minute he was shown sitting at a 
table playing with a selection of wooden blocks. 
During the remainder of the film he was seen to be 
hitting Bozo with his hand, hitting Bozo with a little 
wooden hammer, sitting on Bozo and jumping up and 
down, sitting on Bozo and hitting him with a hammer, 
kicking Bozo and running a model train into him. 

The second experimental room was the Social 
Psychology Laboratory in the same Department. 
The room contained a table and chair; a single bed; 
some Playdoh; four puppets; dominoes; Playplax; 
marbles; two cardboard boxes; crayons and paper; 
two small model cars; a large toy truck; five books; 
go cardboard cups; a large panda; a toy pistol and 
darts; four pictures; eight balloons, and a waste bin 
containing magazines. 

The film used was 16 mm. colour, and lasted 3 min. 
A boy 76 months old played the role of the model. 
During the film he was shown: knocking a pile of 
paper cups onto the floor; throwing them at thé 
mirror; throwing the panda on the bed; hitting him, 
and hitting him in the face; looking at the three 
pictures on the wall, armed with gun; shooting the 
dart gun at the fourth picture of a man; and stamping 
on and bursting the balloons. 


Response measures 

First experimental film: Aggressive imitation included 
all the above-mentioned filmed acts which were 
directed towards Bozo. 

Second experimental film: Aggressive imitation 
included all the incidents shown in the film. 


Behaviour observations I 

Each subject was observed during the play periods 
by two observers for 57 of the 152 sessions, one only 
being employed for the remainder. They acted 
independently, and simply wrote on a moving strip 
of paper the activities the subject was involved in. 
The paper moved at a constant speed of $ in. per sec. 
on а Rustrak recorder. Four scores were derived from 
these data. (1) Time scores for each activity were 
calculated by measuring the length of paper strips 
devoted to the varying activities. The aggressive 
behaviour, however, displayed by the models in the 
films varied in type and complexity. For this reason 
an additional analysis of the range of behaviour 
displayed by the subjects was performed. in order to 
assess whether imitation was general or limited to a 
selection of the models activities. Hence, (2) Range 
scores were calculated by counting the total number 
of categories of behaviour a subject displayed irre- 
spective of the number of times he displayed it. 
Time scores for each activity yielded high interscorer 
reliabilities, the product-moment coefficient being at 
least -88 for all observer pairs. The reported results 
are based on only one observer's ratings in each case 
—randomly selected—where two observers rated a 
child. Both Time and Range scores were calculated 
for Pre- and Post-film sessions. Further scores 
examined the change from the Pre-film to the Post- 
film sessions. These (3) Difference Time and (4) Difference 
Range scores denoted the difference between the two 
Pre- and Post-film Time scores and the two Pre- and 
Post-film Range scores in the two sessions. 


RESULTS AND Discussion 
The effect of the films on behaviour 
That the films do influence children’s beha- 
viour is indicated by the significant increase in 
imitative aggression and range of aggression (see 
Table I) after observation of both the film 








TABLE I 
Showing mean imitation scores (standard deviations in brackets) and correlated ‘t test results for Pre|Post-film differences 
First film Second film 
' Correlated Correlated 

Pre-film Post-film *t? test Pre-film Post-film ‘t’ test 

Aggressive imitation 
(in seconds) 17:96 77:55 t=4'9 2'31 77:00 t—44 
^A (41:99) (77:55) d.f. 37 (8:6) (102-31) dt 37 
Range of aggression 0°65 2°94 t= 6:5 0:13 2-76 t= 6:2 
(0:92) (2:42) d.f. 37 (0:52) (2:51) d.f. 37 


N = 38. 
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models. In each case the increase is significant 
at the 1 per cent level. The greater novelty of 
the actions portrayed in the second film perhaps 
accounts for the lower level of pre-film ‘imitation’ 
in the second than in the first film. 


Comparability of after-film imitation 

Table II shows product-moment correlation 
coefficients between subjects’ imitation of the 
filmed models after exposure to the film in the 
first and second experimental sessions. All 
correlations are positive and statistically signi- 
ficant, as expected. The high correlation for 
Time spent imitating the model (0-70) indicates 
that differences in the tendency to imitate filmed 
models, regardless of model, situation or parti- 
cular activity are remarkably consistent. 


Tas e П 


Product-moment correlation coefficients between Ss’ 
Post-film Time and Range scores în the two experimental 








sessions 
Significance 
г туаше ағ level 
one-tailed 
Time Scores 0°70 5:99 36 «OI 
Range 
Scores 0:62 4:82 36 «0I 





Independence of initial aggressiveness 

In some cases children behaved like the 
aggressive model before they had actually seen 
the film. This occurred in 16 instances with the 
first film and 4 instances with the second film. 
Are the correlations between the Post-film 
imitation scores independent of this initial 
tendency to behave like the model? The correla- 
tions in Table ITI suggest that this is indeed the 
case. Table III gives the correlations between 
the Pre-film to Post-film Difference scores for the 
two films. Both Time and Range Difference 


Taste ПІ 


Correlations between Pre-film to Post-film Difference 
scores for the two films 








, r t value df. Sig. 
Difference Time 0:42 2°79 36 «OI 
Difference 

Range 0:61 4:62 36 <-o1 





scores correlate positively and are statistically 
significant. Increases in aggression occur con- 
sistently over and above the initial tendency to 
behave in that way, especially for the Range of 
aggressive acts imitated. 


Aggressiveness and the tendency to imitate aggressive acts 

What factors underlie this consistent tendency 
of children to imitate aggressive filmed models? 
One possible answer is that initially aggressive 
individuals will be especially attuned to the 
aggressive acts portrayed in the film. They will 
both notice such acts and entertain them as 
possibilities for future action, more than will 
individuals who lack such aggressive needs. The 
only adequate evidence we have on this issue 
lies in the behaviour of the individuals who were 
initially aggressive in the Playroom before 
actually seeing the first film. Were these sixteen 
individuals more likely to imitate the model 
subsequently than those children who were not 
initially aggressive? Table IV gives the correla- 
tion between these Pre-First Film Time and 
Range scores and the Time and Range Differ- 
ence scores respectively for the two films. The 
correlations range from —-26 to + :49, only 
the latter reaching a statistically significant level. 


Taste IV 
Correlations between (a) Pre-First Film Time scores and 
Difference Time scores, and (b) Pre-First Film Range 
scores and difference Range scores, for both films 








г tvalue d.f. Sig. 
1st Film 
Time —0:26 —1:58 36 N.S. 
Range 0:14 о·87 36 N.S. 
2nd Film 
Time 0:49 3:37 36 «0I 
Range 0°20 1'19 36 N.S. 





Pre-film (first film) Time scores significantly 
presage the pattern of aggressive imitation in the 
second film, but not in the first film itself, for 
which the correlation is negative. In fact the 
difference between these co tions is signi- 
ficant at the -oo1 level (z = 3:38). It is not 
apparent why this difference should occur for 
the Difference Time scores, but not the Differ- 
ence Range Scores. 
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CONGLUSION 

Children will consistently imitate aggressive 
filmed models. This conclusion rests on the 
demonstration that highly significant positive 
correlations occur between the imitative re- 
sponse to aggressive acts portrayed in two 
different films shown a minimum of four months 
apart. The two films depicted different charac- 
ters in different settings behaving in different 
(though always ‘aggressive’) ways. 

This conclusion is potentially of theoretical 
and practical importance. Our earlier work 
suggests that some children may be more 
vulnerable to portrayed violence than others. 
This work supports that view. Future research 
should concentrate on (a) testing the limits of 
children's general susceptibility to aggressive 
filmed material, independently of setting, 
characters and actions; (b) discovering the 
relationship between imitation of aggressive 
filmed models and of other models portraying 
contrasting behaviour such as constructive or 
co-operative play; (c) examining the relation- 
ship between the subject's performance in such 
experimental settings and his identification with 
films viewed in natural settings and filmed 
characters on television, and (d) exploring the 
relationship between the tendency to imitate 
and the age of the child. Maybe older 
children will differentiate more, and be more 
selective in their choice of models. There is some 
slight indication in this experiment that in 
certain circumstances an initial preference for 
the type of behaviour displayed will pre- 
dispose subjects to imitate that portrayed on 
film. Alternatively, a general tendency to 
imitate may be the product of inadequate 
interests and abilities, as we have suggested in 


our earlier work (Kniveton and Stephenson, 
1970). Whatever the truth of the matter, dis- 
covering the basis of even such rudimentary a 
tendency to imitate as we have illustrated 
experimentally is a challenge to theory and 
experimental inquiry. Its possible practical 
significance for social policy and individual 
therapy should not be ignored. 


SUMMARY 


An experiment is described which examines 
the suggestion that susceptibility to filmed 
models is an enduring individual characteristic. 
Children on two occasions at least four months 
apart were shown films portraying different 
aggressive acts, by different characters in 
different settings. There was a highly significant 
positive correlation between the imitative 
response to the two films. It was also shown 
that increases in aggression occurred consistently 
over and above the initial tendency to behave 
in that way. 
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Psychiatric Sequelae to a Civil Disturbance* 


By ENG-SEONG TAN and RONALD C. SIMONS 


On 13 May 1969, intercommunal rioting 
broke out between the Malay and Chinese 
sections of the population of Kuala Lumpur and 
continued for a full week. Subsequently a state 
of emergency was proclaimed, parliamentary 
government was suspended and the country 
was placed under the rule of the National 
Operations Council (a council of top ministers, 
civil servants and the chiefs of the armed forces 
and police) which ruled by edict. 

This paper reviews the demographic charac- 
teristics, symptomatology, diagnoses and the 
relevance of symptoms to riot experience of all 
patients who presented at the University of 
Malaya Medical Centre with psychiatric com- 
plaints related to the riots. 


Socio-POLITICAL BACKGROUND 

Kuala Lumpur is the capital of Malaysia, a 
country of approximately то million people. 
About 50 per cent are of Malay or Indonesian 
descent, 35 per cent of Chinese descent, 12 per 
cent of Indian descent and 2 per cent of other 
origins. When Malaya gained independence 
from Britain in 1957, government was in the 
hands of the Alliance Party, a coalition of the 
communal parties which represented the three 
major ethnic groups. As the United Malay 
National Organization was the major partner 
of this coalition, political power rested chiefly 
with the Malays. In addition, the constitution 
of the country protects certain special Malay 
rights and privileges. An equilibrium of sorts 
existed, with the Chinese controlling much of 
the commerce and Indians in large numbers in 
the civil service and the professions. This 
uneasy balance persisted when Malaysia was 
formed jn 1963 by the confederation of the 
states of Malaya (now West Malaysia), Singa- 

* An abbreviated version of this paper was presented at 
the Fifth World Congress of Psychiatry in Mexico City on 
30 November 1971. 
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pore and the former British colonies of North 
Borneo (now Sabah) and Sarawak. Singapore 
subsequently left the confederation. In the 
national elections held on 10 May 1969 a large 
number of non-Malay opposition party candi- 
dates won office in the national parliament and 
in the state legislatures of three major states. 
Although the Alliance Party retained its parlia- 
mentary majority, these election results were 
viewed with apprehension by many Malays. 
The boisterous victory celebrations of the 
opposition parties triggered off rioting three days 
after the announcement of the election results. 
Major underlying tensions were the perceived 
economic disparity between the races and the 
lack of educational and employment oppor- 
tunities of the largely rural Malays compared 
to the predominantly urban non-Malays 
(Mahathir Mohammed, 1970). 


Tue Riots AND THEIR CONSEQUENGES 

In the riots armed gangs attacked individuals, 
massacred families, looted property and burned 
houses and vehicles. The police quickly lost 
control and the army was brought in. There were 
allegations of atrocities committed by the almost 
exclusively Malay army personnel. In many 
places putrefying corpses were left on the road- 
side for days. Many people were evacuated from 
riot-torn areas. Curfew was imposed for the first 
48 hours and the major part of each day for 
about two weeks; a nightly curfew continued for 
a number of months. The movement of people 
was much restricted, food ran out in many 
areas, and the population of Kuala Lumpur 
lived in fear of their lives. 

Although fighting and arson were confined to 
a few areas of the city, rumours d&Qunded about 
the extent and degree of atrocities committed 
by both groups. The lack of official information, 
and the appearance of the prime minister and 
his deputy on television and radio appealing 
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for calm but saying little about the riots’ Sieni 
did nothing to dispel apprehension. The tension, 
suspicion and political uncertainty are vividly 
described in various narratives (Time, 1969; 
Buchanan, unpublished; Slimming, 1969) and 
were graphically expressed in the paintings of 
patients in the University of Malaya Medical 
Centre Psychological Medicine Unit (Simons 
and Tan, in preparation). 

Official reports record 415 people injured 
and a death toll of 172 (National Operation 
Council, 1969) (Table I). Property loss ran to 
several tens of millions of Malaysian dollars 
(M$3.00 approximately equals U.S.$1.00). 
Although the rioting was largely confined to the 
Kuala Lumpur area, life in West Malaysia 
came to a standstill for about a week, and a 
state of severe tension and anxiety persisted for 
many months. Though the tenor of life gradually 
returned almost to normal, the state of emer- 
gency lasted until February 1971, when 
parliamentary rule was restored. 

The University of Malaya Medical Centre is 
one of two large medical complexes in the 
greater Kuala Lumpur area. Located on the 
University campus just within the city limits, it 
received few surgical riot casualties compared 
to the number treated at the General Hospital. 
However, at the time of the riots only the 
University had a psychiatric in-patient unit, 
out-patient clinic, and emergency room service. 

During the height of the riots we, like other 
University of Malaya Medical Centre physicians, 
shuttled between manning the Emergency 
Room, caring for patients already on our unit, 
and attending to the fears and real life problems 
(such as obtaining adequate food) of each other 
and of our families at home. However, from the 
first day we kept a special list of riot-related 











Taste I 
Dead and injured from rioting in Selangor as of 
30 June 1969 
Malay Chinese Others 
"Total 
№, У No. % No. 96 
Dead 22 I9:B 123 71:5 27 15:7 172 
Injured 119 28:7 254 61::2 42 10:1 415 





From the National Operations Council Report, 1969. 


psychiatric casualties. These early patients, ae : 
others who came in subsequent months, form 
the population reported on here. 


METHOD 


Between 13 May and 31 December 1969, all 
patients, old and new, coming to the Psycho- 
logical Medicine Unit were asked if their illness 
might have been in any way related to or 
exacerbated by the rioting. When patients or 
their relatives alleged that illnesses were related 
to the riots, experiences and symptoms were 
recorded in detail. In jointly reviewing every 
chart in which there was any suggestion that 
the patient's illness was related to the riot 
experience, we found 58 cases (35 in-patients 
and 23 out-patients) in which we concurred 
that the illness was directly related to some 
experience during the riots. An additional 
number of old patients, mostly schizophrenic, 
suffered an exacerbation of their existing illnesses 
when their medications ran out and the curfew 
prevented them from returning to the hospital 
for a further supply. These cases were excluded. 
The 58 charts were then reviewed for demo- 
graphic, sociological and medical data and for 
information related to each patient’s situation 
and personal involvement in the riots. The data 
were transferred from standardized forms to 
punch cards which were then computer-sorted. 

Though no normative data are available on 
patients seen in the out-patient clinic or the 
emergency room, considerable normative data 
have been collected describing patients admitted 
to the in-patient unit under usual conditions 
(Simons, 1971). Though thus not strictly 
comparable, the data from the 58 riot patients 
were compared with data from the in-patient 
unit, using xy? to test for the significance of 
observed differences. 


FINDINGS 

The number of in-patients admitted in the 
months of May through December 1969, were 
not more than in the same months ofq1968 or 
1970. However the mean monthly outpatient 
clinic attendance for May to December, was 
330 in 1968, 352 in 1970, but 390 in 1969 
(x? = 83:7, p < -oor) (Table IT). 


Taste II 


Altendance at clinic and emergency department 
May-December 1968-1970 





1968 1969 1970 
May .. 267 203 325 
June .. 289 327 360 
July .. 349 438 362 
August 351 401 300 
September 378 415 324. 
October 346 468 357 
November 343 428 392 
December 317 443 392 
Mean.. 330 390 352 
x? = 897. 
р = <0'001. 


Though most of the rioting took place during 
a week in mid-May, fighting recurred briefly in 
late June, with occasional minor incidents over 
the next few months. Patients whose disturbances 
were riot-related were admitted during seven 
months: 10 in May, 13 in June, g in July, 8 in 
August, 7 in September, 7 in October, 3 in 
November, and 1 in December (Fig. 1). 

Of the 58 patients whose illnesses were related 
to the riots, 31 per cent had been previously ill, 
69 per cent had not. 

Forty-three per cent were men and 57 per cent 
women. 

Twenty-six per cent were from 11 to 20 years 
old, 26 per cent from 21 to 30, 22 per cent from 
31 to 40, 7 per cent from 41 to 50, 16 per cent 
from 51 to 60, and 3 per cent 60 and older. 

Seventy-one per cent of the riot-affected 
patients were Chinese, 12 per cent Malays, 12 
per cent Indians, and the remaining 5 per cent 
people of other ethnic groups. Sixty per cent 
were Buddhists, 12 per cent Muslims, 7 per cent 
Hindus or Sikhs, 8 per cent Christians and 12 per 
cent had no known religious affiliation. 

Forty per cent had been educated in Chinese, 
19 per cent in English, 9 per cent in Malay, 2 
per cent in Tamil, 5 per cent in more than one 
language, and 25 per cent had no education or 
their language of education was unknown. , 

тыг ерй per cent of patients were single, 
52 per cent married, 7 per cent widowed, 
divorced or separated and 4 per cent were 
partners in multiple marriages. 
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PERCENT OF 58 No. OF PATIENTS 
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Его. 1.—Month of presentation with riot-related symptoms. 


Twenty-four per cent were unemployed, 9 per 
cent were students, 31 per cent housewives, 19 
per cent unskilled or semi-skilled workers, 16 
per cent were skilled workers, salesmen or 
clerical workers, and only 2 per cent belonged 
to the professional or managerial class. 

Twenty-four per cent were the heads of their 
families. 

Sixty per cent of all patients lived in areas 
affected by the rioting (‘bad areas’). Almost half 
of these, 28 per cent of the total, had been 
evacuated from their homes. The remaining 40 
per cent lived in areas not affected by the riots 
and none had been evacuated (Fig. 2). 

Events which might have precipitated the 


PERCENT No. OF 
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80 45 
70 40 
60 7 35 
50 ^ 30 
40 ^ 25 
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Fic. 2.—Location of residence. 
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illness in each patient were inquired after. 
Realistic fear and loss were reported by 41 per 
cent (24 patients). They were exposed to real 
danger themselves, the lives of their relatives 
were threatened, or their property, especially 
their homes, was threatened with looting or 
arson. One woman was shot when she came 
out during curfew in daylight to get milk for 
her crying baby. She became psychotically 
depressed after surgery. A man helped his 
family escape from their burning home and 
was then cornered by a gang of rioters. He was 
saved by the arrival of the police, but not before 
he had sustained superficial injuries; he became 
psychotic three days later. Another man was 
attacked by rioters while returning from work; 
he was admitted to the hospital for treatment of 
multiple scalp wounds, and five weeks later 
became paranoid, with hallucinations of gangs 
coming to attack him. Forty-seven per cent 
(27 patients) reported extreme fear, but they, 
their relatives, and their property were not in 
special danger nor had they sustained a real loss. 
Three per cent (2 patients) reported feelings of 
guilt. An 18-year-old Malay youth had a parang 
(a machete-type weapon) thrust into his hand 
and was told by his relatives to join them in 
attacking 'to defend their homes'. He went with 
the gang part of the way, but was so upset by the 
sight of mutilated bodies that he had to turn 
back. After a period of withdrawal he became 
hyperactive, grandiose and paranoid. He had 
suffered feelings of guilt and depression four 
weeks before coming for help. The other patient, 
also Malay, did not participate in the rioting, 
but was upset that people in his community 
could take part and commit atrocities. Only 9 
per cent reported neither extreme fear nor guilt 
(Fig. 3). 

Frequently reported symptoms included sleep 
disturbance for 83 per cent, depression for 67 per 
cent, appetite disturbance from 55 per cent, 
hallucinations related to the riot experience for 
24 per cent, and hallucinations unrelated to the 
riots for 17 per cent. 

Ten per ént (6 patients) made suicide 
attempts; all attempts but one were related to 
riot events. 

Fifty per cent of the patients were diagnosed as 
suffering from schizophrenia. Included in this 
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Fic. 3.—Possible precipitants. 


category were people whose psychosis was an 
acute reaction to the emotionally traumatic 
experience they had been through; these patients 
might have been diagnosed as having acute 
reactive psychoses. In many cases, in addition to 
symptoms of schizophrenia there was a strong 
affective component, most often depression and 
anxiety. These psychotic episodes usually re- 
sponded well to treatment and resolved rapidly. 
A number of patients who had recovered from 
previous schizophrenic episodes and had termi- 
nated treatment sometime before the onset of 
the riot suffered a relapse. Others had an 
exacerbation of illness in spite of continuing on 
medication during the rioting. Twenty-four 
per cent were diagnosed as suffering from 
affective illnesses, 14 per cent from neuroses, and 
12 per cent from personality disorders, beha- 
viour disorders or transient situational reactions. 
One patient was a high-grade retardate who 
had been managing reasonably well at home 
attending to household chores. He was upset by 
family members’ talk of fighting, and became 
hard to manage, especially during curfew, as 
he could not relate the talk of fighting to the 


need to stay indoors. 


АП patients received supportive Mus 
therapy and milieu therapy. Many received 
help for themselves and their families through 
social service. As is invariably the practice in 
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, 
‘the Psychological Medicine Unit, the patients’ 
families were as far as possible involved in their 
treatment and discharge planning. In addition 
86 per cent of the patients received some form of 
drug treatment and 12 per cent (all psychotically 
depressed) received ECT. 

Seventy-nine per cent of patients had im- 
proved or recovered by the time of their dis- 
charge, 7 per cent either did not improve or 
became worse and had to be transferred to the 
state hospital or were discharged at their own 
requests. The fate of the 14 per cent who did not 
return to keep follow-up appointments is 
unknown; most of these were out-patients. 

Of all these demographic characteristics only 
a few differentiated riot patients from the 
usual in-patients. Though racial composition 
did not differ significantly, riot patients were 
more likely to be Buddhist and less likely to be 
Christian or Hindu (x? = 15:8, p < -or). 
Similarly, riot patients were more likely to 
have been educated in Chinese and less likely 
to have been educated in English than the usual 
in-patients ( x? = 23-1, p < -or). Incomplete 
data preclude calculating a meaningful x?, but 
there was a strong suggestion that significantly 
more riot patients could speak neither English 
nor Malay. 

In addition, riot patients were more likely to 
be housewives or unemployed and less likely to 
be professional or managerial personnel ( x? = 
19:1, p < 05); more likely to be married and 
less likely to be single (ҳа = 8:5, p < 05). 

Ages, tabled by ten-year blocks showed a 
significant difference in distribution (x? = 
20:1, p < -o1), chiefly because of the nine 
patients instead of the expected two between the 
ages of 51 and 60 in the riot group. 

Other comparable variables (sex, diagnosis, 
treatment, recovery rate, number of suicide 
attempts) did not differentiate the groups. 

Data to compare family headship, dwelling 
areas, and symptoms are lacking. 


CasE REPORTS 


The following three representative cases illustrate the 
kinds of Pobdlems we considered riot-related. 


т. Mr. N., a 43-year-old Chinese labourer, was brought 
to the Accident and Emergency Department on 22 May, 
complaining of being anxious and fearful, starting at the 


approach of strangers, particularly Malays, and not 
sleeping well for three days. He told us that although the 
neighbourhood in which he lived was attacked his house 
was not affected. He said that he had run out of the house 
during the attack, was rescued by policemen and soldiers, 
and was taken to his employer’s house in a safer area. He 
told us that all his family had excaped without injury or 
loss. However, the brother who lived next door gave a 
different story. Both houses had been burnt down by a 
gang of Malays who had first broken into the patient’s 
home. When his wife tried to stop them, she was set upon 
and sustained a lacerated scalp wound and a fractured 
right upper arm. They were rescued by the police and 
soldiers and taken to Mr. N’s employer’s house. When 
things settled down, they went back. The patient was 
badly shaken to see that his home and his brother’s had 
been burned to the ground, Returning to his employer’s, 
he became jittery, preoccupied, and unable to sleep. 
Every now and then he repeated, “They are coming.’ 

He was able to talk fluently and coherently, but when 
questioned about the discrepancy in the stories insisted that 
he was right and that his brother was ‘exaggerating 
things’. He said that he hoped to go back to put his things 
together and carry on working as he had been doing 
before. No other delusional beliefs were detected, and his 
mental status, save for the denial and some confusion 
about time, was unremarkable. He was considered to 
have had a dissociative reaction. Though told to return 
in a week, he failed to reappear. 


2. On the afternoon of 19 May, when he stepped out of 
doors during curfew, Mr. Y., a 57-year-old Chinese 
shopkeeper, was confronted by a soldier on sentry duty 
who pointed a gun at him and ordered him to get back 
indoors. Mr. Y. was terrified by this experience and 
became frightened every time a stranger approached his 
home. Rumours about Malays coming to slaughter the 
Chinese increased his fear. His sleep was poor, and he 
demanded that his children stay at home. Two weeks 
before admission he suddenly asserted that one of his sons 
was detained by the police and was to be executed soon. 
The son was in fact safe at home. On the morning of 
admission he saw a group of Indian men talking in front 
of his home. He asked them if they were Malays, and 
when told that they were not walked away in disbelief. 
His general practitioner referred him for treatment. 

On admission Mr. Y. was neatly dressed, but so agitated 
that he could only gesticulate when questioned. He was 
very apprehensive, especially when he saw someone who 
looked like a Malay approaching. Soon after admission 
he admitted to hearing a male voice. On physical examina- 
tion he was found to have bilateral cataracts and the 
classical signs of Parkinson’s disease. Treated with 
chlorpromazine, he recovered from his psychiatric condi- 
tion in two weeks and was discharged back to the care of 
his general practitioner. М. 


3. Mr. M., a 19-year-old Malay student from Brunei 
was living at the Islamic College in Klang, about fifteen 
miles from central Kuala Lumpur. On the night of 13 
May, students at the college, alarmed by reports of the 
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rioting, prepared to defend themselves with whatever 
weapons they could improvize. Frightened by this, people 
in the neighbourhood called the police. Instead of the 
police the military arrived and ordered the students to 
stay indoors. When they did not respond, the soldiers 
pointed guns with fixed bayonets at them. Mr. M. was 
terrified. 


After this incident he became quiet and withdrawn. He 
developed headaches and palpitation and could not 
concentrate on his studies. At times he was observed 
laughing and talking to himself. On admission he was 
depressed and retarded, and complained of frightening 
dark figures hovering around him. He gave a vague 
history of a two-month long ‘nervous breakdown’ six years 
earlier, from which he had made what appeared to be a 
complete recovery. He improved markedly within a 
month on phenothiazines and supportive psychotherapy, 
but returned to Brunei for a longer convalescence and 
further treatment. 


Discussion 

There is no way of determining how many 
psychiatric riot casualties went to the General 
Hospital, how many to private hospitals or 
private physician’s offices and how many 
directly to a distant state psychiatric facility. 
Nor is there any way to determine how many 
psychiatric casualties went untreated. Thus our 
figures reflect, but do not constitute, the total 
psychiatric morbidity. 

In Britain and Scandinavia during World 
War II the rate of first admission of psychotic 
patients fell, though the incidence of severe 
neurosis increased slightly (Lewis, 1942; Harris, 
1941; Ødegaard, 1954; Hemphill, 1941; Dohan, 
1966). Similar trends were observed by Lyons 
(1971) and Fraser (1971) during the 1969 Belfast 
riots. This is similar to the pattern seen at the 
University of Malaya Medical Centre. Admis- 
sions to the in-patient unit, which has a largely 
psychotic population, did not increase, but 
attendance at the out-patient clinic, where most 
neurotic patients are treated, did. 

Stress for the patients who were evacuated did 
not end when the riots were brought under 
control, as many spent time in evacuation 
centres (two sports stadiums were used to house 
most of the refugees). Privacy was lacking, and 
food and clothing were in short supply. Others 
moved into the already crowded living quarters 
of relatives, ethployers, or friends in less affected 
areas. This stress, as well as ‘incubation’, may 
account for the appearance of riot-related 
symptoms in some patients as long as seven 


x 
months after the riots. However, late-appearing E 
patents were not only those who had been 
evacuated. As in studies during World War II 
(Harris, 1941), fear was frequently cited as a 
factor in bringing about illness. 

Patients reported a wide range of symptoms. 
Most, such as depression, anorexia and sleep 
disorder, were reactive to the stress. If a patient 
had hallucinations, these were likely to relate to 
riot events. The 24 per cent of patients who had 
hallucinations related to the riots were not 
exclusively those who had first-hand riot experi- 
ence. Patients who had undergone some real loss 
or trauma often used extreme denial, sometimes 
as part of a dissociated syndrome, sometimes as 
part of a schizophrenic or reactive psychotic 
syndrome. 

Comparing the riot patients with the usual 
in-patient population revealed only a few 
significant differences, but these formed a 
coherent pattern. In Malaysia virtually all 
Malays are Muslim, and though most Chinese 
are Buddhists and Indians Hindus there are 
substantial Christian Chinese and Indian mino- 
rities. These minorities are likely to be in higher 
social strata and less exclusively identified with 
ethnic minority enclaves. This is also true of 
those educated in English rather than Chinese 
and of those able to speak English or Malay or 
both. Thus the psychiatric riot casualties came 
disproportionately from the population with 
the strongest exclusively Chinese identification. 
This was undoubtedly not only a result of 
psychological factors but also reflected the 
greater real danger encountered by this group. 
The racial distribution of our patient group is 
virtually identical with the racial distribution of 
those killed (Table I). 

Though the riots produced significant psychi- 
atric morbidity, a number of patients whose 
adjustments had been marginal performed 
exceptionally well in the face of crisis. One, for 
example, who had been seen earlier with 
severe anxiety neurosis rallied in the face of 
danger and was able to evacuate his family 
and defend himself from repeated an te by 
armed rioters. Months after the danger past 
his anxiety symptoms returned with increased 
force. 

Most of the patients were discharged either 
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* "fully recovered or markedly improved. It would 
have been interesting to know the fate of the 
seven who were treated as out-patients and did 
not return for follow-up appointments. Because 
of the apprehension and fear that continued for 
several months, the number of relocations, and 
the increased effort at slum clearance conse- 
quent to the riots, no effort was made to trace 


them. 


SUMMARY 


Though no information is available on the 
prevalence of psychiatric morbidity in the 
greater Kuala Lumpur area following the civil 
disturbance of 13 May, this series samples the 
psychiatric sequelae resulting from this severe 
Stress. 

Following the riots, 58 patients were seen at 
the University of Malaya Medical Centre 
Psychological Medicine Unit with riot-related 
psychiatric symptoms. The racial distribution of 
these psychiatric riot victims paralleled that of 
those killed in the riot. The typical patient had 
resided in the riot-affected area of the city and 
had his person, his relatives, or his property 
threatened during the rioting. Compared with 
patients seen in the unit under usual conditions, 
patients with riot-related symptoms were of 
lower social status, and were more exclusively 
identified with their ethnic community and less 
well integrated into the multi-racial greater 
society. Morbidity was manifested mostly in 
the form of the generally recognized psychiatric 
syndromes, though a number of patients pre- 
sented with short-lived psychotic illnesses with 


a strong affective content. Some neurotic 
patients did exceptionally well under stress but 
suffered exacerbation of symptoms some time 
after danger was past. Most patients recovered 
on treatment with supportive crisis management 
and drug therapy. 
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Methods of Recording Prescriptions in Hospital and 
their Effects on Transcribed Drug Lists 


By J. A. WATT, N. DORRICOTT, R. A. Y. STEWART and D. P. DAW 


INTRODUCTION 


The dangers of transcribed drug lists were 
emphasized in the Aitken Report (1) and by 
Trillwood (2). Subsequent work by Crooks (3) 
and by Wallace (4) has demonstrated the 
disturbingly high level of transcription errors in 
other centres. 

Much effort in general hospitals has been 
directed to improving the accuracy and effi- 
ciency of drug administration and to designing 
systems of drug prescribing, dispensing, admi- 
nistering and recording. Different approaches 
to this problem are demonstrated in the work of 
Fowler (5), Crooks et al. (6) and (7), Ross (8) and 
Hill et al. (9). Little work appears to have been 
published on the design of procedures of drug 
handling geared to the special needs of mental 
hospitals. 

Concern about the accuracy of drug admini- 
stration prompted the present study to demon- 
strate objectively the need for improvements in 
procedures of drug handling at Kingseat 
Hospital. This hospital, with 8:0 beds for 
psychiatric in-patients (reduced to 752 in 
January, 1970), serves the City of Aberdeen and 
the Shetland Isles. It is situated in the country 
some ten miles north of Aberdeen. 


METHODS 


Immediately after a meeting on 19 December 
1966, at which the senior nursing staff of the 
hospital agreed that items on the individual 
Treatment Records (Prescription Sheets) and 
transcribed nurses’ Drug Lists should be com- 
pared, these documents were removed from 
17 of the 19 wards. Two admission wards using a 
Karde¥ system without a drug list were excluded 
from the study. All current prescriptions on the 
Treatment Records were carefully recorded and 
their transcription checked. Drug Lists were 
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scrutinized and similarly recorded and checked. 
Of a possible 681 Treatment Records, 677 were 
obtained. Three patients, not on drugs, had no 
Treatment Record, and a fourth patient had 
been transferred along with her case record 
to another hospital. We noted not only each 
prescription but also the way in which it had 
been recorded and any discrepancy between 
equivalent entries on the Treatment Record 
and the Drug List. Discrepancies were reported 
to the Medical Staff concerned, who decided 
whether the error lay with the Drug List or 
with their use of the Treatment Record. 


RESULTS 


Of the 680 patients included in this study, 119 
were receiving no drugs. The remaining 561 
patients had 1,099 items on both Treatment 
Record and Drug List, 240 items on Treatment 
Record only, and 116 items on the Drug List 
only. A proportion of the prescriptions studied 
had been transcribed by nursing staff from 
original prescriptions at the time of the intro- 
duction in the hospital of the Treatment 
Record, one year earlier. At the time of this 
investigation no specific instructions existed to 
give guidance on the correct recording of a 
prescription on the Treatment Record. Our 
results are shown in Table I. 

This Table refers to most characteristics of 
prescriptions; but, because many of the prescrip- 
tions initially transcribed by nursing staff at the 
time of the introduction of the Treatment 
Records remained unsigned, any estimate of the 
proportion of signed prescriptions would not 
have given a valid indication of the frequency 
with which medical staff sigrwd prescriptions 
subsequently. We can state, however, that a 
more recent survey has shown that more than 
99 per cent of prescriptions written by medical 
staff were appropriately signed. 
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Taste I ad tendency to change the approved name to thè > 
Standard of recording prescriptions trade name equivalent ( ҳа = 7:62; P < o-or) 
% % and from the metric system to other forms of 


of derived indicating dosage ( x? = 6:56; P < 0-02). The 

1,339 from figures for changes in system of dosage in Table 

" items Crooks П do not include 53 drug items showing a 

Features of prescribing EA У discrepancy between the dose recorded on 


Treatment Record and Drug List. In general, 








Printed clearly .. e 6407 63°9 drugs prescribed by approved name and 

Written clearly .. e 88:8 30°5 metric system were transcribed as their trade 

Not clearly recorded r5 pte names and with the dosage expressed as the 

Approved drug name .. 54:4 47:0 appropriate number of tablets. 

Non-approveddrugname 45:6 The overall discrepancy rate was 33 per cent 

Metric system of dosage 74:9 of all drug items recorded (Table III). Where 

Imperial system of dosage — 8-7 9:2 discrepancies existed between drug items appear- 
(a) Other units of dosage .. 17:0 172 ing on both Treatment Record and Drug List 
(b) Specific timing .. +» 78:9 they were most commonly found in either dose 
(с) Semi-specific Timing .. 11:9 or time of administration. On four occasions the 

Porn. .. = si 5'4 2:7 

No clear timing instruc- Tase IIT 

Меко admina ЭО а TURO) 

(non-oral) not stated 3°3 
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(а) Where dose is given as number of tablets, capsules Ji 

or vials and, for skin preparations, where no dose Areson epancy Treatment Dru 

is indicated. nd list 
(b) Where time of administration is indicated by a 

tick in timed columns. : р . 
(c) Where time of administration is indicated less z тона сори 14e ee 

specifically—e.g. mane, nocte, T.I.D. с) Dicere ant frequency only 0-48 0:34 

Discrepancies in combination 
As part of a new system affecting many D of deg B e б; Dd 

aspects of drug handling, Kingseat Hospital has tems on treatment record . 
now adopted, with certain modifications, the only Ри ке .. 12°50 3°99 
recommended prescribing procedure already in Items on drug list only .. 5:84 2:18 
use in the Aberdeen General Hospitals (6). dtl Шаран 29956 9-76 


Prior to the introduction of these recommenda- 
tions, nursing staff, in transcribing Drug Lists Aggregate discrepancy .. 33°32% 
(Table IT) showed a statistically significant 





drug itself was changed. In every case the 

Taare II change was to a drug closely related to that 

Frequency of change of drug name or system of dosage on prescribed: e.g. ferrous gluconate—ferrous sul- 
drug list phate and amitriptyline—nortriptyline. We 

appreciate that if they had been dissimilar we 





о, 
eid reci Б would have failed to recognize this form of 
-— e error. Almost 50 per cent of the discrepancies 
Approved drug name e 617 23 identified were due to entries арры оп 
пш пее ons N ‚ i the Treatment Record. Of these, 75 per cent 
зак оше шей di do is (12:5 per cent of total items studied) were due 


to failure of the doctor to discontinue a pre- 
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T Ycription on the Treatment Record. In all, As we are trying to assess the relative merits of 
70 per cent of the discrepancies identified were printing and writing as methods of communica- 
attributable to the medical staff. In g-8 per cent tion, the figures in Table V do not include 13 
of all items the Drug List was in error. A drug items recorded illegibly, because any com- 
summary of the nature of the discrepancies munication about these prescriptions must have 





found is given in Table IV. been verbal. The use of approved compared 
with proprietary drug names is associated with 

Taste IV a higher but not statistically significant inci- 

Nature of discrepancies dence of transcription error (x? = 1:81). The 

n m incidence of errors of transcription is lower for 

Type of error dace ^6 of 1,455 prescriptions recorded using the recommended 

items items metric system and specific times of administra- 





tion compared with those in which dosage or 
timing are indicated in any other way (x? = 
6:55 and 5-61 respectively; P < 0:02 for both). 


"Treatment record: 
Failure to record a prescrip- 


tion E Us .. 1755 5:84 р x 
Failureto changea prescrip- The proportions of prescribing errors asso- 

tion И .. 15.7 5:22 ciated with different groups of drugs are shown 
Failure to discontinue a in Table VI. Nursing staff achieved a much 

Perce aay” а no. 87°5 12:50 higher rate of accuracy in transcribing drugs 

Drug list (D.L.): particularly relevant to the treatment of the 

Failure to transcribe — .. 12:0 3°99 psychiatric patient than in copying those used 
Transcription error or failure for treati hysical disease 2 = 09:04; 

to change D.L. entry .. 10:9 3:64 P< “ы pays (x 9°04; 
Failure to stop drug on D.L. 

or nursing prescription . . 6-4 2-13 

So EE EE Tante VI 
Pe 33°32 Relation of discrepancies to drug groups 








TE. 
Although the transcription error rate (Table она de 














V) is lower for prescriptions recorded by print- Treat- 
ing, the difference is not significant ( үз = 2-37). Type of drug Total ment Drug 
record list 
TABLE V Hypnotics .. Ж: .. 103 12:6 6:8 
How various features of prescribing affected discrepancies 'lranquilizers  .. .. J 402 5:2 4'0 
Antidepressants .. is 82 12:2 0-0 
96 incorrect on Anticonvulsants .. “8 70 I'4 4 
———————— Anti-parkinsonian agents.. 133 2:9 8-0. 
Treat- 
Features of prescribing Total ment Drug Acting on cardiovascular 
record list system .. КИ .. 198 14:6 6:3 
Printed items - .. 749 6:4 471 Erythropoietics and vitamins 85 71 8:2 
Written items ds .. 897 TU 6-5 Others us 2i » 96 4°2 IO'4 
Approved drug names .. 617 6:5 5:7 
Non-approved drug names 482 7:5 3:7 
Metric system of dosage .. 852 6:2 3:9 Dis Өм 
Non-approved measures of The original purpose in Gonducting this 
dose e z e 247 9:3 8:1 survey was to confirm objectively that drug lists 
Specific timing.. .. 5855 Bar ig should be ER this we dde 
Other timing instructions 206 7:8 8-3 new system of handling drugs descri 1n the 





following paper (10) was introduced which 
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eliminated transcribing by nursing staff. Such 
errors (9:76 per cent of all drugs prescribed) as 
are quoted in this paper are no longer possible in 
this hospital. 

We recognize the possibility of bias in the 
doctors’ assessment of whether the Treatment 
Records or Drug Lists were in error, but no 
other method of estimation was possible. The 
four doctors differed widely in the frequency 
with which they stated the Treatment Record 
was correct—14 per cent, 24 per cent, 35 per 
cent and 42 per cent. These figures seemed to 
correlate with the individual doctor's opinion of 
the importance of the Treatment Record. Those 
who regarded it as important used it with 
greater care. 

That the overall discrepancy rate was 
relatively high is largely due to the frequency 
with which the doctor failed to discontinue a 
prescription on the Treatment Record (Table 
IV). In about three quarters of all discrepancies 
the fault lay with the doctors’ misuse of the 
Treatment Record. There are two main reasons 
for such a high error rate. The ‘prescribing 
doctor’/patient ratio was low, being in the 
region of 1: 150. This position has since 
improved. As a result of the shortage of medical 
staff, and a failure on the part of some to 
appreciate the importance of the Treatment 
Record as a record, there was a tendency to 
rely heavily on verbal instructions, so that 
prescriptions could be started, stopped or 
changed without the Treatment Record being 
used. A record still existed, however, as prescrip- 
tions were recorded and signed by the doctor on 
the “Medicine Card’ (used for requesting drugs 
from the Pharmacy) and also transcribed by the 
nursing staff to a ‘Consolidated Record’ card 
which summarized not only drug therapy but 
also other treatment, investigations, inter-ward 
transfers, etc. The need for accuracy in the 
Drug List was widely recognized, and some felt 
that it was the only relevant document for 
recording drug treatment. Upon tbe accuracy 
of this list depended the possibility of the 
patient receiving the treatment intended by the 
doctor. Unfortunately, however, the Drug List is 
not a permanent record, and errors of transcrip- 
tion, and failure to transcribe, render it too 
inaccurate to serve as a basis for administering 


drugs. Overall rates of discrepancy betwee 
Prescription Sheet and Drug List have been 
shown in other centres by Crooks (3) and 
Wallace (4) to be around 20 per cent. They 
were found in Teaching Hospitals with a very 
much higher doctor/patient ratio. Presumably, 
in such circumstances, the frequency with which 
medical staff failed to record or stop a prescrip- 
tion appropriately was lower. Professor Wade 
(11) observed that copying was the commonest 
cause of error and that in one ward unit errors 
occurred in the administration of one fifth of the 
drugs. It is difficult to make a valid comparison 
with discrepancy rates quoted for other centres, 
because of different methods of collecting and 
interpreting data. Crooks (12) excluded from 
his calculation any entries found only on the 
drug list. Had we done this, our overall dis- 
crepancy rate would have been reduced to 
25 per cent. 

We investigated the relationship between 
chronicity of patients and discrepancy rate. 
Because the Treatment Record was recognized 
by the Nursing staff to be unreliable they 
transcribed new Drug Lists from the old, and 
therefore one would expect an accumulation of 
error. We found no difference, however, 
between the prevalence of Drug List errors in 
admission units and long-stay wards. We 
suggest that the error rate associated with the 
higher drug turnover rate in the former balanced 
the error accumulation in the latter. 

A prescription is a form of communication 
from the prescriber to the pharmacist and nurse. 
To minimize errors of interpretation it must be 
clearly and unambiguously recorded. Observation 
of drug rounds by Hill et al. (9) has demonstrated 
the possible beneficial effect of improved design 
of Prescription Sheets. Little work has been 
reported on the relationship between methods 
of recording a prescription and the incidence of 
errors of interpretation. It is reasonable to 
assume that errors in transcription comprise 
errors of interpretation plus errors related to 
many other factors influencing the transcriber. 
It is probable that the second group of errors 
occur at random, whereas errors of interpreta- 
tion may be expected to be inversely related to 
the clarity of the prescription. We have there- 
fore compared the transcription error rate for 
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Prescriptions which conformed to our prescribing 
recommendations with those which did not. 

In general, our findings support the recom- 
mendations for prescribing currently in opera- 
tion in this hospital. In this context, it should be 
emphasized that any relation between methods 
of recording a prescription and errors of inter- 
pretation or transcription will be weakened if 
doctor-nurse communication is verbal. Almost 
6 per cent of prescriptions were clearly shown 
to have been communicated in this manner, as 
the prescription was not recorded on the 
Treatment Record. Like Ross (8), who en- 
countered a similar situation, we have now 
succeeded in eliminating failure to record a 
prescription. We have found a lower interpre- 
tation error associated with printed than with 
written prescriptions, which, however, falls 
short of the 5 per cent level of confidence. This 
failure to demonstrate a statistically significant 
difference may be due to a greater frequency of 
verbal communication associated with written 
than with printed prescriptions. This is the only 
possible explanation for our findings that no 
illegible prescriptions, once deciphered by us, 
were found to be wrongly transcribed. It is 
surprising that, although the nursing staff 
tended in transcribing to change from the 
metric system (Table II), there was a lower 
incidence of transcription error for drugs in this 
group than for those prescribed using other than 
the metric system. We show, however, a higher 
discrepancy rate related to the use of approved 
drug names. Although the difference was not 
statistically significant, it has been repeatedly 
observed in discussion with nursing staff that 
they have greater difficulty in using approved 
names. The clear preference of nursing staff for 
proprietary names has already been demon- 
strated (Table II). We must accept, therefore, 
that by the introduction of prescribing by 
approved drug names we may increase errors of 
interpretation. The problem has arisen because 
of a tradition of using proprietary names, so 
that in general, both medical and nursing staff 
still tegd to use the trade name in discussion 
but thé approved in writing. Clearly, if we are 
to continue to use approved names we shall 
obtain a reduction in interpretation errors 
only by practice and education. We can support 


the use of approved names on various counts. 
For instance only one name need be remem- 
bered; the pharmacist is allowed greater latitude 
in dispensing and can reduce costs; nurses in 
training and medical students are now being 
taught approved drug names and are often 
ignorant of the proprietary names. The greatest 
difficulty, however, lies in the obvious tendency 
for approved names to be long and cumbersome 
and to appear similar although pharmacologic- 
al different. To the nurse starting drug 
administration, the apparent similarity of drug 
names such as chlorpromazine and chlor- 
propamide is confusing, and for the patient 
potentially dangerous. Drug firms have regis- 
tered simple, distinctive trade names for 
obvious commercial reasons. They hope the 
doctor will remember the name and not pre- 
scribe the product of a competitor. Systems of 
recording drug administration could eliminate 
errors of omission but in themselves will not 
prevent errors of interpretation. If approved 
drug names are to be used—and we have 
continued to recommend that they should— 
greater clarity of prescribing, greater awareness 
of approved names, and constant vigilance by 
nursing staff are necessary to minimize such 
errors. 

Prescriptions in Kingseat Hospital tended to 
use the Imperial System more often than 
reported from the Aberdeen General Hospitals 
(Table I). There was also a higher proportion 
of prescriptions to be given at the discretion of 
the nursing staff (p.r.n.). These figures consist 
mainly of prescriptions for night sedation, 
appropriately timed, in which the instructions 
were that the hypnotic should be given ‘if 
required', and for phenothiazines with instruc- 
tions limiting the frequency with which the 
drug should be given. It is accepted policy in 
our hospital that nursing staff, with the co- 
operation of the patient, withhold or reduce the 
dose of and record the administration of pre- 
scribed hypnotics. It is probable that in mental 
hospitals prescriptions of drugs to be given on 
the initiative of the nursing staff will always be 
higher than in general hospitals because of 
foreseeable emergencies of disturbed behaviour. 
Although the figures which we have quoted for 
features of prescribing in Kingseat Hospital 
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were comparable with those for the Aberdeen 
General Hospitals, we hope that further 
improvements may be obtained. We have 
demonstrated that by improved methods of 
prescribing further reduction of interpretation 
errors could be achieved. 

Vere (13) observed: ‘Some hospitals persist 
in ancient and highly risky systems’. We have 
produced further evidence in support of those 
who have attacked the use of transcribed Drug 
Lists as a basis for drug administration. 


SUMMARY 


We have presented a comparison of prescrip- 
tions entered on the patient’s Treatment Record 
and equivalent items on the nurses’ Drug Lists. 

The standard of recording prescriptions was 
comparable with the data published from the 
Aberdeen General Hospitals. 

Nursing staff tended to avoid using approved 
drug names and the Metric System. The danger 
of relying on transcribed drug lists is clearly 
shown. 

Prescriptions recorded by printing, using the 
Metric System and specific forms of timing were 
associated with a lower transcription error. No 
significant difference was found between the 
incidence of errors of transcription for drugs 
prescribed by approved or trade name. 

Our results demonstrate the reduction of 
errors of interpretation by clear communication 
in prescribing. 
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He isa phobic patient, living alone wit 
his fear and anxiety. Nardil, a proven 
MAO inhibitor, will help bring him bac 
to the mainland of society 
The evidence of Nar dil's effectivenes 
in phobic states is increasing with us; 
One patient, 26 years of age, had 
suffered from phobic anxiety for ove 
ten vears; a number of treatments һа 
failed to alleviate his condition 
"Phenelzine was started in doses of 
i5 mg. t.d.s., and within two weeks 
there has been a complete change ii 
behaviour. He looked relaxed, did n 
complain, talked freely and was able 
wo to the town, which he had not bee: 
able to do for over twelve months" 
In 1970, the Practitioner published it 
first major review of psychotropic drug 


for three vears ; Nardil was selected as 11 


LN 1 
most valuable drug for combination 
this therapy in the treatment of phobic states 
* And patients with atypical depression 
Ld 


particularly those in whom phobi 
anxiety symptoms are prominent, 
man IS an will respond dramatically and almost 
specifically to the combination 
a . of an MAO inhibitor, such as phenelzine 
with chlordiazepoxide or diazepan 
IS an Nardil is supplied as tablets 


containing 15 mg. phenelzine as tl 


dihydrogen sulphate. 


NARDIL 


Full information available on re 
William R. Warner & Co. Ltd 


Eastleigh, Hants 





shone Eastleigh 3131 





Manic—depression and suicide 





















































you cannot ignore these two important facts 


1. Nearly half of all suicides have an affective disorder 
of the manic-depressive type.’ 


2. PRIADEL is reported to prevent relapse in 86 per cent of both 
recurrent depressive and manic-depressive patients. 


The majority of depressive and manic-depressive patients experience 
an increase in frequency and intensity of relapse with 
advancing age. After three or more episodes patients treated by 
conventional methods can expect to spend nearly half their 
1 lives incapacitated by their ilIness.? The risk of suicide also increases 
L and more than 15 per cent will kill themselves. There is clear 
evidence that PRIADEL significantly controls the course of 
recurrent depressive and manic-depressive ilIness.?:* 
Retrospective studies suggested that as many as 
20 per cent of 100 known suicides might have been 
prevented by the prophylactic use of lithium.* 





PRIADEL tablets contain 400 mg. Li,CO, B.P. in a 
controlled release formulation ; a single daily dose of up 
to 4 tablets provides effective prophylaxis in manic-depression 


Active supervision of serum levels to ensure values in the 
range 0.6 — 1.5 mEq/L is essential initially ; less frequent estimations 
should be performed during long term treatment.’ 





A guide giving full details of the prophylactic use of PRIADEL is available from 
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disordered 


mind 
Melleril Suspension offers a real prospect of 
prompt symptom relief. Melleril is a 
major tranquilliser with an impressive clinical 
record in acute schizophrenia. Within 
24 hours of starting Melleril a tranquillising effect 
is seen'; in 3 4 days the patient becomes 
calm, co-operative and sociable?, and by the end of 
the first week the target symptoms have 
begun to respond.? 


Melleril 
Suspension 





SANDOZ 65, 210, 1968. 3. An n Jourr f P І 118, 740, 1962, SANDOZ PRODUCTS LIMITED, 41 Upper Gro r St, London w 
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A System of Drug Handling in Hospital 


By J. A. WATT, R. A. Y. STEWART, A. M. ROSS, D. P. DAW, M. E. MARTIN 
and N. DORRICOTT 


INTRODUCTION 


To rely on a system of drug administration 
based on a transcribed drug list is to court 
disaster. The high incidence of errors of trans- 
cription has been documented by Crooks 
(1964) (1), Wallace (1965) (2), Watt et al. (in 
press) (3). 

The system of drug handling adopted in 
Aberdeen General Hospitals, with standardized 
procedures for the prescribing, supply, admini- 
stering and recording of drugs given, has clearly 
demonstrated that improvements in accuracy 
and efficiency of drug handling in hospitals are 
attainable. The careful recording by Hill and 
Wigmore (1967) (4) of ‘incidents’ during drug 
rounds in relation to planned changes in various 
aspects of drug handling (prescribing, pharma- 
ceutical involvement on the ward, number of 
drug rounds, redesigned drug sheet with 
provisions for recording, etc.) has shown that 
simple changes in the system may result in 
marked changes in the level of accuracy of 
drug administration. 

We present details of the system of drug 
handling currently in operation at Kingseat 
Hospital. 


METHOD 


As described in an earlier paper (3), the first 
step was to demonstrate objectively the extent 
of the inaccuracy resulting from the use of 
transcribed drug lists in Kingseat Hospital. Our 
findings were a cogent argument for a thorough 
review of drug prescribing and administration. 
A series of discussions was held with the medical 
staff to agree on a set of recommendations for 
recording a prescription. These were based on 
the principles laid down by Crooks et al. 
(1965) (5) but were modified to suit the special 
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circumstances of a mental hospital with a low 
doctor/patient ratio. 

Concurrently, one of the authors (J.A.W.) 
had intensive discussions with many members 
of the nursing staff, at an informal level, about 
possible ways of improving the administering 
and recording of drugs and the many problems 
which nursing staff could see in relation to drug 
handling on the wards. Formal discussions with 
nursing staff followed, in which it was agreed 
that a pilot scheme be started in four admission 
and four long-stay wards. The Hospital Pharma- 
cist was closely involved in the introduction of 
the system from the start. Many subsequent 
meetings with all three specialties took place, 
at which further modifications and extensions 
of the system were discussed and after agreement 
adopted. The system is now standard procedure 
throughout the hospital. 


THe TREATMENT RECORD 


The same Treatment Record based on the 
one used in Aberdeen General Hospitals (6), 
is used for prescribing, ordering and admini- 
stering all drugs. A section is available for the 
prescription of Electro-Convulsive Therapy 
(ЕСТ); drugs routinely used in ECT are 
recorded on a separate ECT form. ‘Regular’ 
and ‘once only’ prescriptions are sub-divided 
into parenteral drugs and drugs given by any 
other route. A section is also available for the 
prescription of special diets. A table of metric 
and imperial equivalents is provided, and space 
is available to record any drugs to which the 
patient is allergic. The reverse side of the 
Treatment Record is used for prescribing drugs 
to be given at the discretion of nursing staff. 
The four main groups are hypnotics, drugs 
prescribed to be given for disturbed behaviour, 
simple analgesics and aperients. Spaces for 
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recording the date of each administration of 
these drugs are situated beneath each prescrip- 
tion. Copies of the Treatment Record may be 
obtained on request from Mr. N. Dorricott, 
Group Medical Records Officer, Royal Cornhill 
and Associated Hospitals, Aberdeen. 


STORAGE OF TREATMENT RECORD 


Treatment Records are kept individually in 
firm polythene envelopes filed in alphabetical 
order in a ring-binder with index sheets to 
facilitate reference. In addition to protecting 
the Treatment Record the transparent envelope 
functions as an administration recording sheet 
for regular drugs as described later. 


PRESCRIBING RECOMMENDATIONS 


These have deliberately been made simple 
and direct, as follows: 

1. Check drug sensitivity. 

2. Do not prescribe prospectively. 

3. Print the drug name in full in block letters using 
the approved name if possible. 

4. Use the metric system. Avoid substitutes for 
dosage weight, e.g. tabs., caps. etc., except in 
cases of compound formulations. 

5. For ‘once only’ prescriptions state actual time. For 
all other prescriptions indicate times of admini- 
stration by a tick in the appropriate column or 
specify time in untimed columns if necessary. 

6. Write any special instructions in English across 
times of administration columns. Do not use 
abbreviations (other than those defined in 7) or 
Latin terms. If the frequency is less than daily, 
state this in terms of days of week or dates of 
month. For drugs to be given at the discretion of 
nursing staff, state the maximum frequency of 
administration. 

7. State method of administration if other than oral: 
Inhalation — INHAL. Intramuscular = I.M. 
Intravenous = I.V. Per rectum = Р.К. 

Per vaginam = P.V. Sub-lingual = S.L. 
Topical = TOP. 

8. Sign in full. 

9. To stop a prescription, draw a straight line 
through it and record the date and initials. If a 
prescription is made in error, stop as above and 
print ‘Cancelled’ across it. 

IO. In emergency, a drug may be prescribed by 
telephone. The prescription must be given to the 
senior nurse on the ward who will record it and 


sign it in red on the Treatment Record. It must * 
be countersigned by the prescribing or ward 
doctor as soon as possible and in every case within 
72 hours. 

II. Intravenous fluids, prolonged narcosis, anti- 
coagulants and insulin are prescribed on the 
Treatment Record in general terms only. Details 
of dose and frequency of administration are stated 
on the appropriate form and their administration 
is recorded. 

12. Prescriptions for oxygen must be recorded, with 
instructions. 

13. Specify any special diet indicated. 

14. When all lines in any section are full, transfer all 
current prescriptions to a new Treatment Record 
and sign ‘B/F by ............ '. Include patient 
details and drug sensitivity. 

15. On transfer to a different ward within the same 
unit, the same Treatment Record will continue 
in use. 

16. On discharge, file the Treatment Record, even if 
blank, in the case record; on readmission, start a 
new Treatment Record. 


CHANGES IN METHODS ОЕ RECORDING 
PRESCRIPTIONS 


Before the introduction of the new system of 
drug handling in Kingseat Hospital no recom- 
mendations existed for the use of the Treatment 
Record. Since these were agreed upon by the 
medical staff the standard of recording prescrip- 
tions has improved (Table I). 


TABLE I 


Manner of recording prescriptions as percentage of tutal 
in each period studied 


Items Items 
prescribed prescribed 
0-3 mths 6-9 mths 


after after 
Features of As introduc- introduc- 
prescribing observedat tion of tion of 
19.12.1966 recommen- recommen- 
dations dations 
Printed clearly .. — 64-7 77°7 93:9 
Approved drug 
name .. 544 78:2 86:2 
Metric system of. 
dosage 74:3 86-7 77°4 
Imperial system of 
dosage 8:7 4-8 IIo 
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RECOMMENDATIONS FOR THE ADMINISTERING 
or Drucs AND RECORDING OF DRUG 
ADMINISTRATION 


These were provided as follows for the 
nursing staff: 

1. The administration of drugs must be performed 
or supervised by a Registered Nurse or specially 
authorized Enrolled Nurse. 

2. For each drug to be given, check that the appro- 
priate tick has not been: 

(a) Crossed (drug given) ; 

(b) Circled (not to be given) and that 

(c) The dose has not been amended on the trans- 
parent envelope. 

9. Select the drug required and check the label 
against the prescription. Put the correct dose in 
the appropriate container. Record the selection 
of the drug. For regular prescriptions, draw a wax 
line on the transparent envelope across the long 
arm of the tick (<). For ‘once only’ prescriptions 
draw a line through the prescription on the 
treatment record. For drugs given at discretion 
of nursing staff enter the ‘date given’, and if the 
drug may be given more than once in a day, also 
state the time of administration. If a half dose of 
any of these drugs is given draw a diagonal line 
across the ‘date given’ box. 

4. Repeat 2 and 3 for all current drugs. 

5. Administer the drug(s) immediately. 

6. If it appears inappropriate for the patient to be 
given the drugs prescribed (e.g. suspected allergy 
or overdosage), withhold it and record this 
decision by circling on the transparent envelope 
the underlying tick(s). If it appears necessary to 
reduce the dose, write the amended dose on the 
transparent envelope over the prescribed dose. 
In either case, record the change in the patient’s 
nursing notes and inform the doctor as soon as 
possible. 


7. Ifa drug is refused or cannot be given because the 
patient is absent, report this to Sister/Charge 
Nurse who will record it in the nursing notes. 

. If the missed dose is later given to the patient, 
proceed as in 2—5 and record in the notes the time 
of administration. 

. If in doubt, consult the Sister/Charge Nurse. 

. (a) For administration of Dangerous Drugs pro- 
ceed according to 2—5 above. In addition, a 
trained nurse must check the patient’s name, 
the prescription, the selected drug, the calcula- 
tion (if any) and the measured dose, and also 
witness the administration. 

(b) Details of administration of a Dangerous Drug 
must be recorded in the Ward Dangerous 
Drug Book and signed in full by both the 
donor and the witness. 

Barbiturates are given as in 10(a). A record of 

administration is kept in the Schedule IV Book. 

The recording on the transparent envelope should 

be erased before starting the first drug round of 

the day. 


II. 


12. 


Errors IN DRUG ADMINISTRATION AND USE 
or THE RECORDING SYSTEM 


Direct observation of drug rounds (Miss 
Martin) in two long-stay wards prior to their 
starting the new system of drug handling, and 
again nine months later, showed a decrease in 
errors of drug administration (Table II). On 
two occasions, almost a year after the introduc- 
tion of a system of recording drug administra- 
tion, a check was made of the extent to which 
the system was being used throughout the 
hospital. The survey was conducted after a 
period in which the intense interest of medical 
and senior nursing staff in various aspects of 
drug handling had decreased and the system 


ТАВІЕ П 
Direct observation of drug rounds on two wards 

















No. of Average No. Total no. of Type of Errors as 
drug rounds of patients items on error % of 
observed on drugs observed rounds observed total items 
Ward 
1967 1968 1967 1968 1967 1968 1967 1968 1967 1968 
*ABC *ABC 
A 19 26 36:3 36:8 836 1,289 531 6—- т:08 0:47 
В 13 14 4779  49'9 1,091 931 -31 2-- 037 02: 
"Totals 32 40 40:6 39:3 1,927 2,220 562 8-- 0:68 0:36 





*А B C— A = Omission; В = Wrong dose; С = 


Wrong drug. 


74 


had lost its novelty value. Of a total of 4,883 
items prescribed, 4,667 (95:6 per cent) items 
were recorded as having been administered. 
Topical applications, used most commonly in 
the wards for female psychogeriatric patients, 
appeared to be over-represented in the remain- 
ing 4°4 per cent. A similar survey was repeated 
one month later. 

Of 2,380 drugs, administration was recorded 
in 95:5 per cent. Internal drugs totalled 2,258, 
of which only 68 (3:0 per cent) were not 
recorded as having been given. The remaining 
122 topical drugs showed a failure to record in 


37 (80:3 per cent). 
ORDERING DRUGS FROM THE PHARMACY 


As in most Scottish hospitals, drugs are 
regarded either as ‘stock’ or ‘individual’ drugs 
for the purposes of ordering and dispensing. In 
general, ‘individual’ drugs, in containers labelled 
with the patient's name, are given when only 
one or two patients in the ward are receiving 
the same drug, and 'stock' drugs are issued 
when the demand exceeds this level. 

The Hospital Pharmacist, who is responsible 
for dispensing drugs for a potential hospital 
population of 1,000 (Kingseat Hospital and 
House of Daviot) has the full-time assistance of 
one Assistant in Dispensing and a small group 
of long-stay patients to whom are delegated 
simple tasks not involving the handling of drugs. 
She visits the four Admission Wards twice 
weekly and the remaining fifteen long-stay 
wards fortnightly. At these visits she studies 
each patient’s treatment record and calculates 
the requirement for stock drugs to cover the 
period until her next visit. At the same visit she 
inspects the drug cupboard, noting the balance 
of drug stocks and comparing this balance with 
the balance expected as calculated from the 
prescriptions current during the previous period. 
Any drugs no longer required are removed. 
For all stock drugs, duplicate containers are 
kept. On the day after the visit by the hospital 
pharmacist, empty stock bottles with a list of 
stock drugs in the Pharmacy Book are sent to 
the pharmacy, where the appropriate quantities 
of drugs are dispensed. Drug containers are 
normally labelled with both approved and 


trade names. 
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‘Individual’ drugs are ordered by submitting 
to the pharmacy the patient's "Treatment 
Record showing the new prescription. This is 
noted by the pharmacist, and the Treatment 
Record is immediately returned to the ward. 
Further supplies of the same prescription are 
obtained on written request without the 
Treatment Records. Drug containers for indi- 
vidual drugs are labelled with the patient’s name 
as well as the name of the drug. 


EmERGENGY DRUG CUPBOARD 


Since the new system successfully reduced the 
amount and variety of drugs held in ward drug 
cupboards, an improvement in the system of 
obtaining drugs for emergency use outside 
pharmacy hours became necessary. Formerly 
drugs for emergency use might be found in 
ward cupboards or might be obtained direct 
from the pharmacy by the duty doctor, who 
held pharmacy keys. The latter method was 
inconvenient and time-consuming. An Emer- 
gency drug cupboard was therefore established 
centrally in one of the Admission Wards. In it 
are stored a quantity of drugs, mainly anti- 
biotics and others (but not Dangerous Drugs) 
which may be required urgently. The use and 
restocking of this cupboard are supervised daily 
by the pharmacist. This facility has proved very 
satisfactory. 


Tme Spent IN Овоо HANDLING 


The results of surveys in seven wards before 
the introduction of the current system and 
again one year later show a reduction in the 
total time spent in drug handling (‘Table III). 

Tase III 
Comparison of total time spent in drug handling by 
nursing staff over a fourteen-day period in seven wards in 
Kingseat Hospital before and after change of system 





Time in minutes 








Percentage 
1967 1968 change 
Drug ordering .. 2,108 952 — 54:8 
Maintenance of 
drug list 583 — == 
Drug rounds 7,694 8,162 46:1 
Miscellaneous .. 389 295 —24°2 
Totals 10,774 9,409 —12:2 
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Discussion 

A drug administration error rate of 0:68 per 
cent (Table IT) as shown by direct observation 
of the system in which a drug list was used, is 
extremely low and is comparable with the high 
degree of accuracy achieved by punch-card 
operators (Hill and Wigmore, 1967) (4). With 
such accuracy, greater than that attained in 
most other hospitals with more sophisticated 
systems, it may be asked firstly whether this 
figure is accurate and secondly whether any 
changes in the system are justifiable. Presumably 
the low error rate is due in part to the fact that 
both wards studied were long-stay units where 
the turnover of patients was extremely low and 
the drug treatment was relatively stable. Моге- 
over, it is rare for a patient to be on more than 
three drugs. Vere (7) demonstrated that errors 
of drug administration decrease with learning 
and increase with the work load, the critical 
level being six drugs per patient. In this respect, 
the situation in the long-stay wards of a mental 
hospital favours accuracy of drug administra- 
tion. Moreover, in one of the wards with an 
average total of 84 drug items to be given on 
average to 47 patients per round, a simple 
checking system was used so that as each patient 
was given her drugs a mark was put opposite 
her name on the drug list. Using this method, 
only four administration errors were made in 
giving over 1,000 drug items, and there were no 
errors of omission. We would have no doubts 
of the ability of the nursing administrator to 
detect errors on a drug-round and would accept 
the very low incident rate as accurate. The 
effect of learning on reducing errors of admini- 
stration is suggested by our finding that mistakes 
occurred only in the case of staff nurses recently 
moved to the wards studied. It is unfortunate 
that we omitted to perform a similar experiment 
in the Admission Units prior to their starting the 
new system, as in these wards both patient 
population and drugs prescribed are constantly 
changing. 

We are in no doubt that the changes made in 
Kingseat Hospital were necessary. Itisimportant 
to remember that in almost 10 per cent of 
prescriptions studied (3) it was impossible 
because of transcription error for the patient to 
receive his drugs in accordance with the doctor's 


wishes. This source of error has been abolished. 
The medical staff now have a greater responsi- 
bility in their prescribing. On their ability to 
communicate effectively depends the sequence 
of events determining whether the patient 
receives the appropriate treatment. With the 
abolition of the drug list, it was felt that unless 
the standard of recording prescriptions improved 
errors of interpretation might occur more 
frequently. The opposite has occurred. In spite 
of a great reduction in the overt concern shown 
for all aspects of drug handling the standard of 
recording prescriptions has continued to im- 
prove, except for an increased usage of the 
Imperial system. 

We feel that one important factor in obtaining 
improved prescribing habits has been the 
involvement of all the medical staff in deciding 
on the recommendations for prescribing. We 
consider that no doctor can expect a nurse or 
any other member of the clinical team to take 
drug handling seriously if he is seen to be 
irresponsible in his prescribing. Although pro- 
vision has been made for prescribing by tele- 
phone, this appears to have been done only 
rarely. It is emphasized that the doctor/patient 
ratio in mental hospitals generally, and indeed 
in most peripheral hospitals, is such that at times 
of understaffing it would be virtually impossible 
for the doctor to operate efficiently unless such 
a facility were available. The fact that tele- 
phoned prescriptions are recorded differently 
from all others renders them obvious and may 
deter any particular member of the medical staff 
from abusing the system. 

For the same reasons of work load, it was 
initially considered necessary to continue to 
delegate to the senior nursing staff the responsi- 
bility for prescribing routine aperients and 
simple analgesics. At that time the administra- 
tion of drugs given at the discretion of nursing 
staff, within prescribed limits of dose and fre- 
quency of administration, was recorded in full 
in the nursing notes. This was time-consuming 
in recording and retrieval of the information. 
After further thought and discussion it was 
agreed that such drugs, including simple 
analgesics and aperients, should be prescribed 
on the back of the Treatment Record by the 
medical staff and that a permanent record 
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should be made of their administration. This 
modification was simple and economical of 
nurses’ time. The nurse was still able to exercise 
her discretion in the treatment of the patient, 
but this was now carefully defined by the 
doctor’s choice of drug, dose, and maximum 
frequency of administration. A permanent 
record of the administration of these drugs was 
now available, conveniently related to the 
record of all drugs prescribed, enabling treat- 
ment to be reviewed at a glance by the doctor 
or nurse. We hope that focussing attention on 
the Treatment Record will minimize the fre- 
quency of unnecessarily long courses of drug 
treatment. 

To use failure to record as an index of failure 
to administer is of dubious value. The extent to 
which the nursing staff recorded administration 
compares favourably with the figures published 
by Crooks et al. (1967) (9). In 35 per cent of cases 
of failure to record the item involved was not a 
drug given orally or parenterally and had been 
administered after the completion of the 
regular round. The administration error rate of 
о '36 per cent is much lower than other published 
figures similarly derived (4). It is particularly 
gratifying that with the new system these 
incidents were limited to omission of admini- 
stering a drug, and in every case, at the end of 
the drug round, the error was detected and 
remedied without any indication being given 
by the observer that an error had been detected. 
No errors of interpretation involving choice of 
drug, dosage, form, time or route were noted. 

The improved accuracy of drug administra- 
tion has been achieved at the expence of an 
increase of 5 per cent in the time devoted to 
drug rounds. If we take into account, as did 
Crooks et al. (1967) (6), the time previously spent 
in maintaining drug lists, there is a slight 
reduction in time devoted to drug administra- 
tion. For the two weeks in which direct observa- 
tion of drug rounds occurred, we find that the 
average time spent was 52:3 seconds per 
patient on drugs. It is difficult to make a valid 
comparison with Crooks’ quoted figure of 80-2 
seconds, since the average number of drugs per 
patient and the extent of co-operation by the 
patient tend to be greater in a general than in a 
psychiatric hospital. There has been no signi- 
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ficant changes in the wards studied in the form 
of drug rounds. The accent remains on main- 
taining the dignity and eliciting the active parti- 
cipation of patients. We have, for example, 
resisted suggestions that patients be asked to 
line up in alphabetical order. 

As a result of the broadly based reorganiza- 
tion of all aspects of drug handling, the total 
time expended by the nursing staff has de- 
creased by 12 per cent. This is due partly to the 
elimination of unnecessary procedures and 
partly to a shift of responsibility for drug 
ordering to the Hospital Pharmacist. 

Following discussions with Pharmacist, and 
with medical and nursing staff, ordering of 
drugs from the pharmacy has been modified a 
number of times. Initially, a carbon copy was 
made of each Treatment Record, and all original 
copies were sent to the pharmacy to requisition 
drugs. This proved cumbersome, however, and 
it was agreed that the Hospital Pharmacist 
should assume most of the nurses! previous 
responsibility for ordering stock drugs and that 
keeping duplicate Treatment Records would be 
unnecessary. When individual drugs are or- 
dered the Treatment Record is kept in the 
pharmacy for only a few minutes and is not 
absent from the ward during drug rounds. 
Brodie (1966) (8), writing in the United States, 
forecast that the pharmacists principal responsi- 
bility would be ‘drug-use control’. The changes 
described are a step in that direction. Crooks et al. 
(g) found that only 25 per cent of all drugs sup- 
plied to a medical ward were for the use of more 
than one patient. The proportion of ‘individual’ 
drugs is much lower in mental hospitals. Without 
a large increase in the level of staffing in the 
pharmacy it would be impossible to adopt a 
comprehensive system of individual dispensing. 
The most effective way to minimize errors of 
selection of a drug would be to introduce unit- 
dose dispensing as suggested by Barker (10) and 
many others. At present, however, it would be 
difficult to justify the extra cost, since errors of 
this type appear to have been virtually 
eliminated. 

The introduction of the Pharmacist on the 
ward, with dual advisory and auditing roles, 
might have been expected to precipitate a 
hostile reaction among nursing staff. The 
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. reverse has occurred. Their relationship has 
improved and she has rapidly become an 
accepted member of the clinical team. The 
Pharmacists work load was greatly increased 
at the time of the introduction of the new system 
of drug ordering, largely because of the diffi- 
culties entailed in examining drug cupboards 
and developing a new system. She has assumed 
responsibility for most of the work of ward drug 
ordering as well as dispensing. Because of her 
ability to regulate the frequency of demand for 
drugs, the initially excessive load placed on her 
has largely subsided, although her work load is 
still, inevitably, greater than before. In compen- 
sation, however, she now performs an invaluable 
function in advising on storage and other 
aspects of drug handling at ward level, as well as 
contributing to the general effort to increase 
accuracy of drug administration. If drug 
handling becomes a significant problem on any 
ward this can be more readily identified and 
help and advice offered at an early stage. 

Initially the nursing staff were apprehensive 
about the proposed changes in their traditional 
methods of drug handling. As they have shared 
in the development of the new system they have 
come to appreciate the resulting improvement 
in accuracy and efficiency and have become 
increasingly enthusiastic. With all drugs pre- 
scribed the nurse is encouraged to use her 
discretion about the administration. She may 
decide when not to give a regular drug or, at her 
discretion and within prescribed limits, admini- 
ster drugs prescribed on the back of the Treat- 
ment Record. 

By including patients’ details, the ring binder 
containing the Treatment Records can now be 
used as a nominal roll, eliminating the need for 
the transcribing of information. Other docu- 
ments now abolished include the medicine 
card on which the doctor previously ordered 
drugs, the stock drug book completed by the 
nurse to obtain drugs from the pharmacy, and 
the drug list previously used as a guide for drug 
administration. 

Because of the difficulty of keeping the 
Treatment Records in a meaningful sequence in 
the Kardex pockets, the two wards which had 
previously used the Kardex system have acknow- 
ledged the advantages of filing the Treatment 


Records in the ring binders. Although time spent 
in rearranging the order of Treatment Records 
in the Kardex would not normally be regarded 
as being devoted to drug handling, it can 
scarcely be considered a constructive use of 
nursing effort. 

At first we had a rectangular piece removed 
from the back of the polythene envelope, so that 
the nursing staff could record the administration 
of drugs given at their discretion without with- 
drawing the Treatment Record from the 
envelope. This had the disadvantage of allowing 
the wax pencil marks on the front of the next 
envelope to rub off on and thus deface the 
Record. We have now, at the suggestion of the 
nurses, discontinued the practice of having a 
‘window’ in the back of the envelope. In any 
case, the presence of the window made the 
envelopes more liable to tear. Tearing at the 
punch holes was also a problem, but metal 
eyelets now effectively prevent the binder rings 
from tearing out after prolonged use. 

Crooks et al. (9) stated that ‘the “London” 
system is unacceptably wasteful in nursing time’ 
and ‘that to be effective a drug recording system 
must besimple, accurate, and economicalin time’. 
We feel that the Kingseat system fulfills these 
criteria. We would add that an essential require- 
ment of any drug recording system must be its 
benefit to the nurse in drug administration. 
The simplicity of the system described in this 
paper and the ease with which it serves as a 
visual guide in drug administration commend it 
to the nursing staff. The value of a drug record- 
ing system is limited by the accuracy with which 
it is used by the nursing staff. 

One possible disadvantage of systems using 
separate prescription and recording sheets is 
the danger of making transcription errors in 
completion of the recording sheet. This is 
virtually impossible where a mark has to be 
superimposed on the junction of the line con- 
taining the prescription and a column indicating 
the time of drug round. 

At a conference in Newcastle (11) it was 
pointed out that *. . . the hospital service lacked 
administrative mechanisms by which the three 
professions—medicine, nursing, and pharmacy 
—could co-operate in taking policy decisions’. 
The harmonious way in which the current 
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system was developed is a tribute to the morale 
and mutual co-operation of the three specialties 
at Kingseat Hospital. 
SUMMARY 

With interdisciplinary co-operation, basic 
changes in the system of drug handling at 
Kingseat Hospital were introduced, eliminating 
transcription by nursing staff. Detailed instruc- 
tions on the use of the Treatment Record for 
prescribing, drug administration and recording 
are quoted. The Hospital Pharmacist assumed 
responsibility for ordering and maintenance of 
drug supplies and supervision of drug storage. 

The changes obtained in the manner of 
recording prescriptions, accuracy of drug admi- 
nistration and recording, and time taken for 
various stages in drug handling are here 
documented. 
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Urogenital Malformations Associated with Anorexia Nervosa 


By KATHERINE A. HALMI and CONSTANTINE RIGAS 


Lindsten (5), Mellbin (7), and Pitts and 
Guze (8) have described a total of three cases 
of anorexia nervosa occurring in conjunction 
with gonosomal aneuploidy (Turner’s syndrome 
or gonadal dysgenesis with XO sex chromosome 
pattern). The incidence of both conditions is low, 
and the small likelihood of their concurrent 
appearance in one individual by chance can be 
estimated from the following figures. According 
to Maclean et al. (6), the XO chromosome 
abnormality occurs in four out of 10,000 live 
births. Baikie et al. (т) have found that the 
incidence of the XO gonosome pattern in the 
general population is not significantly different 
from that at birth. Anorexia nervosa has an 
average annual incidence of 45 (Theander (9)) 
or 61 (Kidd and Wood (4)) cases per 10,000,000 
people. On the assumption that the two 
conditions are independent, the probability of 
their occurring together would therefore be 0-18 
to 0-24/100,000,000. Since the incidence data 
for the XO anomaly and for anorexia nervosa 
were obtained from different populations, it 
must be recognized that these figures are only 
order of magnitude estimates. Nevertheless, we 
considered it of interest to examine the available 
case records of anorexia nervosa patients seen 
at the University of Iowa Hospitals from 1920 
to 1972 for T'urner's syndrome and other 
anomalies of the urogenital tract. 

The basis for the diagnosis of anorexia 
nervosa has been variable in most past studies 
of the disease. Bliss and Branch (2) have defined 
anorexia nervosa as a state of nervous malnutri- 
tion found in patients with a variety of psychi- 
atric syndromes who have lost a considerable 
amount of weight. By using this description, 
others have included in their series of anorexia 
nervosa cases patients whose primary diagnosis 
was probably hysteria, depression, schizo- 
phrenia, phobia or anxiety neurosis. Feighner 


et al. (3) established : the following rigorous 
criteria for the diagnosis of anorexia nervosa: 


(1) Age of onset prior to 25. 

(2) Anorexia, with accompanying weight loss of at 
least 25 per cent of original body weight. 

(3) À distorted, implacable attitude towards eating, 
food, or weight that overrides hunger, admonitions, 
reassurance or threats; e.g. 

(a) denial of illness, with failure to recognize 

nutritional needs; 

(b) apparent enjoyment in losing weight, with overt 
manifestation that food refusal is pleasurable 
indulgence; 

(c) a desired body image of extreme thinness, with 
overt evidence that it is rewarding to the 

. patient to achieve and maintain this state; 

(d) unusual hoarding or handling of food. 

(4) No known medical illness that could account 
for the anorexia and weight loss. 

(5) No other known psychiatric disorder, with 
particular reference to primary affective disorders, 
schizophrenia, obsessive-compulsive and  phobic 
neurosis. (The assumption is made that, even though 
it may appear phobic or obsessional, food refusal 
alone is not sufficient to qualify for obsessive- 
compulsive or phobic disease.) 

(6) At least two of the following manifestations: 

(2) Amenorrhoea; 

(b) Lanugo; 

(c) Bradycardia (persistent resting pulse of 60 or 
less); 

(d) Periods of overactivity; 

(e) Episodes of bulimia; 

(f) Vomiting (may be self-induced). 


We have found 87 cases of anorexia nervosa in 
the hospital files, 59 of which fulfilled the criteria 
of Feighner e£ al. (3). Eleven differed with 
regard to age of onset and 12 in respect of weight 
loss. In five cases the per cent weight loss was not 
recorded. Among the 59 patients with bona fide 
anorexia nervosa, one had Turner’s syndrome 
with XO gonosomal pattern, and four others 
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had various urogenital anomalies. In a sixth 
case, iatrogenic alterations of the female genital 
tract and the breasts had taken place. 


CAsE REPORTS 


Case т 

This patient has a phenotypical Turner’s (gonadal 
agenesis) syndrome, with a buccal smear that has no 
sex chromatin bodies (gonosomal aneuploidy). She 
has a prominent skin fold on each side of her neck, is 
150 сш. tall, and on pelvic examination has a small 
uterus with no palpable ovaries. She has never 
menstruated. The patient began to diet at age 23, 
when she weighed 59 kg. She gradually lost weight 
until at age 31 she weighed 27 kg. Her urinary 
gonadotrophin levels were low when measured in the 
anorexic state, After five months in hospital she 
regained weight to 94:5 kg. 


Case 2 

After two questionable menstrual periods at age 12, 
this girl remained amenorrhoeic. She has vaginal 
atresia, with no palpable uterus. A buccal smear was 
sex chromatin positive, and urinary gonadotrophin 
levels were normal. At age 15 she lost 18 kg. over a 
four-month period because of refusal to eat. After 
four months in hospital she regained her original 
weight of 51 kg. 


Case 3 

This woman had her menarche at age 8 and since 
this had regular cycles and normal menstrual periods. 
She married at age 19, and after three years without 
conception had a laparotomy which revealed bi- 
laterally malformed, non-patent Fallopian tubes. 
Tuboplasty was done on one side. She became 
pregnant at age 23, and during pregnancy lost 9 kg. 
(from 65:5 to 56:5 kg.). Six months after delivery of 
her son she began to have attacks of vomiting, and 
over a two year period gradually lost weight to 34 kg. 
She has had amenorrhoea since the birth of her son. 


Case 4 

Anorexia nervosa began at age 14 in this boy, when 
he lost 25 kg. (from 61 to 36 kg.) over a nine month 
period. While in therapy for six months he regained 
his original weight, and he had no subsequent 
relapses, At age 22 the patient developed uraemia, 
and he died of renal failure at age 28. A single mal- 
formed kidney was found at autopsy. 


Case 5 

Because of a sudden massive flow of blood from the 
vagina a few months after menarche at age 12, this 
girl was extensively studied, and found to have a 
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single right kidney, a bifid uterus, and a malformed 
double vagina. After these examinations the patient 
had regular menstrual cycles until age 14, when she 
became amenorrheic three months after she had 
gone on a diet. She lost 12-5 kg. (52 kg. to 39:5 kg.) 
in a six month period. A buccal smear was sex 
chromatin positive. 


Case 6 

"This girl, whose menses started at age 13, began to 
lose weight at age 17. A year later her menses ceased, 
and by age 19 she had lost 15:5 kg. (48 kg. to 32:5 
kg.). In the following two years the patient had 4-5 
recoveries and relapses. During this tíme she also had 
a series of operations (panhysterectomy, bilateral 
mastectomy, vulvectomy and a vaginal plastic opera- 
tion) to change her sex. Finally at age 39 she managed 
to have her birth certificate changed to give her sex 
as male. She is sex chromatin positive. 


Discussion 


As mentioned above, the probability of 
anorexia nervosa and XO gonosomal aneu- 
ploidy occurring together is exceedingly small. 
The three cases previously described in the 
literature and the patient in our series indicate 
that there is a much greater than chance con- 
current incidence of these syndromes. The 
urogenital tract anomalies, such as vaginal 
atresia, bifid uterus with a double cervix and 
Fallopian tube malformations, are very rare, 
and no incidence figures for them are available. 
The frequent occurrence of such anomalies in 
patients with anorexia nervosa is remarkable. 

Chromatin positive cases of gonadal dys- 
genesis often have relatively few congenital 
anomalies and may pass undiagnosed for lack of 
clinical suspicion. Some have incomplete dys- 
genesis and thus may have ovarian follicles and 
menstruate. These cases may be mosaics with a 
clone of XX chromosomes, or they may have 
one X. chromosome which is abnormal in shape, 
being an isochromosome or having a deleted 
arm (Lindsten (5)). It is quite possible, there- 
fore, that further cases of gonadal dysgenesis or 
other clinically ‘silent’ anomalies of the uro- 
genital organs were present but undiagnosed 
among our cases of anorexia nervosa. In case 5 
the problem was obviously one of sexual identifi- 
cation, but a somatic concomitant cannot be 
ruled out, since no karyotype determinations 
were performed. 


In view of the high (5 per 59 or 8 per cent) 
incidence of urogenital abnormalities in our 
series of 59 anorexia nervosa patients meeting 
the criteria of Feighner et al. (3), a search for 
subtle anomalies of the urogenital organs and 
karyotype studies seem warranted in all patients 
with this disease and may provide clues to 
understanding this fascinating syndrome. 


SuMMARY 


Five cases of urogenital anomalies, including 
one of sex chromatin negative Turner’s syn- 
drome, are described in a series of 59 anorexia 
nervosa patients. The frequency of these 
abnormalities is much higher than expected on 
the basis of coincidence. Examination for 
malformations of the urogenital organs and 
karyotype studies seem advisable in all patients 
with anorexia nervosa. 
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A Short Anorexic Behaviour Scale 


By P. D. SLADE 


INTRODUCTION 


The successful investigation and development 
of effective treatment programmes for any 
disorder is closely dependent on the develop- 
ment of reliable and valid assessment procedures. 
Anorexia nervosa would seem to be no exception 
in this respect. At present, while the diagnosis 
of anorexia nervosa seems fairly easy to establish, 
the assessment of severity, response to various 
treatment regimes, and prognosis pose rather 
more of a problem. Reliance on criteria such as 
weight status and gain, return of menstruation, 
psychosexual adjustment, etc., is inadequate, 
especially in the assessment of short-term effects 
of various therapeutic conditions. Recently 
Slade and Russell (1972) have described an 
objective technique for measuring 'perception 
of body size', an area in which they found 
anorexia nervosa patients to be defective. 
Clearly, however, other reliable, objective assess- 
ment techniques are needed as well. 

One area which is yet to be tapped is the 
patients’ behaviour. And from the nature of 
some of the clinical descriptions in the literature 
the behaviour of patients with anorexia nervosa 
is highly abnormal (Dally, 1969; Russell, 1970). 
Dally, for example, mentions a series of subter- 
fuges used by patients for disposing of food, and 
the use of self-imposed vomiting and overactivity 
for producing weight loss. It was decided, 
therefore, to try to synthesize such observations 
into a form of behaviour scale which could be 
filled in by the nursing staff. 


METHOD 


On the basis of a series of discussions with 
senior nurses who had had considerable experi- 
ence in the management of anorexia nervosa 
patients, a 22-item scale was developed, dealing 
with the patients’ behaviour while in hospital. 
The items were arranged in three categories, as 
follows: 
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(a) 8 items dealing with ‘resistance to eating’; 

(b) 8 items dealing with methods of ‘disposing 

of food’ and 

(c) 6 items dealing with ‘over-activity’. 

This 22-item scale is shown in the Appendix. 

All items, which involve a judgement as to 
whether a particular piece of behaviour has 
been displayed by the patient or not, are rated 
‘YES’, ‘No’, or ‘P. A score of 2 is allocated when 
the behaviour has definitely been observed, a 
score of o if it has definitely not been observed, 
and a score of 1 when there is some doubt in the 
rater’s mind. 

Two sets of ratings (i.e. by two independent 
raters) were obtained on a group of 12 anorexia 
nervosa patients and a group of 12 psychiatric- 
ally disturbed adolescent controls. The mean 
age of the anorexic patients was 17:75 years, 
S.D. = 5:13, with a range of 14-33 years; the 
mean age of the control patients was 15:08 
years, S.D. = 2-02, with a range of 13-21 years. 
The slight age difference is non-significant (t — 
1:56, p > -05). The diagnostic breakdown of 
the control group was as follows: 3 patients with 
predominantly behaviour disorders, 3 patients 
with neurotic disorders, 3 patients with manic- 
depressive disorders, 2 patients with schizo- 
phrenia, and 1 patient with post-temporal 
lobectomy symptoms. 

The senior nurses on the two wards which 
were used acted as raters. They were asked to 
rate the patients after they had been on the 
ward for at least a month. This was done in 
order to ensure that an adequate sample of 
observed behaviour was being rated. The 
following general instructions were given to the 
raters: 
‘Rate all items of behaviour as either “Yes” 
(i.e. behaviour that was shown by the patient 
at some point during her say in hospital), 
“No” (ie. behaviour never shown by the 
patient a£ any stage), or ©?” (і.е. not sure). 
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Only rate items as “Yes” if you definitely 
observed them or they were reported to you’. 


RESULTS 

(a) Reliability 

The two sets of ratings for the combined 
group (N = 24) were correlated with each other 
to obtain a measure of inter-rater reliability. 
The resulting correlation coefficient of +-0-g0 is 
satisfactory, considering that the items of 
behaviour rated provide considerable latitude 
for individual judgement. 


(b) Group differences 

The mean ratings, standard deviations, and 
ranges for the two independent sets of ratings 
are shown in Table I. 





TABLE I 
Anorexia 
nervosa Control 
patients patients 
N = 12 N — 12 
Rater 1 
Mean 22°33 1:75** 
S.D. 13°70 2.83 
Range 0—40 0-8 
Rater 2 
Mean 23:58 2:89** 
S.D. 11:07 1:22 
Range 8-42 0-12 





** Difference between means is significant at the 
"ост level. 


It can be seen that not only are the group 
differences highly significant for both sets of 
raters but the mean ratings of the two inde- 
pendent sets of raters are very similar for both 
diagnostic groups. This provides a further check 
on the reliability of the ratings. Moreover, 
none of the control patients obtained a score of 
more than 12 from either rater. In this respect a 
score of 13+ may be considered diagnostic. 
Using this cut-off, 9 anorexic patients were 
correctly identified by rater т and то by rater 2. 


(c) Relationship with measures of body-size 
misperception 

Nine of the anorexic patients rated on the 
22-item behaviour scale had taken part in 
another study designed to assess the patient's 
perception of their own physical size (Slade and 
Russell, 1972). In this study the patients had to 
estimate the distances across various parts of 
their body, the four areas used being the face, 
the chest, the waist and the hips. These per- 
ceived sizes were then compared directly with 
their real or true sizes. 

It was found that anorexia nervosa patients as 
a group markedly overestimated their body 
width compared with normal controls. Further- 
more it was found that the magnitude of this 
overestimation tendency was significantly re- 
lated to the patient's ability to maintain her 
weight after discharge from hospital. 

The nine anorexic patients who had taken 
part in this previous study were firstly rank- 
ordered in terms of their ratings on the Anorexic 
Behaviour Scale, for the two sets of ratings 
separately. They were then rank-ordered in 
terms of the four ‘body perception indices’ of 
the previous study. Finally, the two sets of rank- 
orderings were correlated using the Spearman 
rho technique. The results are shown in Table II. 


Tase II 





Body perception indices 








Face Chest Waist Hips 
Anorexic Behaviour 
Seale: 
Rater 1 +:55 +:69* +-67* +4 :65* 
Rater 2 +-60* +-625* +:69* -r:58 
* p < +05. 


It can be seen that six out of the eight rank- 
order correlations are significant at the -o5 
level, while the other two are approaching 
significance. ‘Thus it appears that those anorexic 
patients who markedly overestimate their 
physical size are the same ones that show a 
large number of items of anorexic behaviour. 


| BY P. D. SLADE . 85 


DISCUSSION 


The preliminary results reported here are 
encouraging. They suggest that the 22-item 
‘Anorexic Behaviour Scale’ can be used fairly 
reliably to distinguish anorexic from non- 
anorexic patients (albeit on small numbers 
here); and that the magnitude of this beha- 
vioural abnormality is related to another 
independent index of anorexic severity, namely 
the degree of ‘body misperception’ shown. It is 
specifically this latter finding which suggests 
that the present scale may be used to measure 
changes in severity of the disorder and to 
monitor the effects of different types of thera- 
peutic conditions. 
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APPENDIX 


Anorexic BEHAVIOUR Scare (22 ITEMS) 
All items to be answered 'vzs', ‘No’ or ‘P’. 


(a) Resistancs to eating 

1. Delays as much as possible before coming to the 
dining table. 2. Shows obvious signs of tension at meal 
times. 3. Shows increased hostility at meal times (towards 
nurses or food). 4. Begins by cutting up food into small 
Pieces. 5. Complains that there is too much food or that 
it’s too rich. 6. Exhibits extreme ‘food faddiness’. 7. Bar- 
gains over food (e.g. ‘I’ll eat X if I don't have to eat Y’). 
8. Picks at food (e.g. eating inside but leaving outside of 
potatoes, piecrusts, etc.). 


(b) Disposing of food 

9. Vomits after meals. 10. Conceals food in serviettes, 
pockets, handbags and clothing. 11. Disposes of food out of 
windows, into dustbins, down sinks and toilets. 12. Con- 
ceals food in own room (e.g. in cupboards, drawers, flower- 
vases, etc.). 13. Crumbles cakes into their wrapping paper. 
14. Rubs food into clothes or spills liquids over own 
clothes. 15. Drops odd bits of food on the floor, e.g. peas. 
16. Makes frequent use of purgatives or attempts to use 


purgatives. 


(c) Activity 

17. Stands as much as possible rather than sits. 18. Walks 
or runs about whenever possible. 19. Is as active and as 
industrious as possible (e.g. clearing tables, cleaning own 
room etc.). 20. Chooses the more strenuous activity when 
given the choice (e.g. table tennis rather than watching 
television). 21. Makes unnecessary journeys for extra 
exercise. 22. Does physical exercises whenever possible 
(e.g. press-ups, etc.). 
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ABSTRACT 


Personality and Psychiatric Treatment Expectancies 


By T. M. CAINE, B. WIJESINGHE and R. R. WOOD 


Goldstein (1962) and Frank (1963) have empha- 
sized the importance in the treatment process of the 
patient’s and therapist’s assumptive world. A number 
of authors have related certain personality variables, 
such as thinking introversion, to choice of medical 
specialty and orientation to treatment on the part of 
the doctor. The immediate fore-runners of the present 
investigation are the reports of Caine (1970), Smail 
(1970) and Caine and Leigh (1972), in which a test 
of ‘direction of interest’, in terms of an interest in the 
external world rather than in the internal world of 
thoughts and feelings, and a test of ‘conservatism’ 
were found to relate to nurses’ attitudes to patient 
care and patients’ symptomatology and treatment 
expectancies. This report is an extension of the search 
for the personality variables underlying patient and 
therapist expectancies. A third variable, namely 
convergent-divergent thinking, as defined by Hudson 
(1966), has been added. Convergent-divergent think- 
ing has to do with whether one prefers to converge on 
a single solution to a problem or whether one prefers 
to investigate several possible solutions. Personality 
variables similar to the ones with which we have been 
working have been described in association with these 


thinking types. 
НҮРОТНЕЗЕЗ 


Our argument is that a patient entering group 
therapy is faced with a radically different treatment 
situation from that of a patient entering behaviour 
therapy. For example, group therapy is more ‘demo- 
cratic’ in that patients are encouraged to challenge 
the therapist, they are allowed to take a leadership 
role and they are expected to become involved in 
other patients’ treatment. Behaviour therapy, on the 
other hand, uses a more authoritarian, traditional, 
scientific model. There is a one to one patient- 
therapist relationship, with the therapist adopting a 
specialist, advisory and controlling role. Few patients 
are likely to find both situations equally meaningful 
and compatible as far as their own problems are 
concerned. Attitudes to psychiatric treatment are not 
isolated from more general attitudes and personality 
attributes, and patients and staff will find themselves 
favouring one type of approach rather than another 
because of these more basic differences. The more 
‘conservative’ patient, for example, would be expected 
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to prefer the more traditional treatment setting of 
behaviour therapy, the less ‘conservative’ should 
accept the less authoritarian ethos of the group 
therapy situation more readily. 

With regard to direction of interest, it can be argued 
that the outwardly directed patient should give his 
neurotic conflicts an external locus, perhaps soma- 
tizing them, as Smail (1970) has demonstrated, or 
locating them in some particular object or situation 
which will lend itself to the direct attack of the 
behaviour therapist. The inwardly directed person 
may well look to some inward source in terms of his 
own feelings and attitudes which will inevitably have 
some interpersonal connotation. The involvement of 
other patients as people, in addition to the therapist, 
would seem reasonable to him, as would the question- 
ing of attitudes and assumptions as the group 
functions. 

In the same way convergent thinkers will tend to 
concentrate onto a single cause for their condition, 
whereas divergent thinking patients will be prepared 
to explore a range of possibilities. There should be a 
connection between ‘conservatism’, outwardly direc- 
ted and convergent thinking on the one hand, and 
‘liberalism’, inwardly directed and divergent thinking 
on the other. The former group should express treat- 
ment expectancies in line with behaviour therapy, the 
latter group should express expectancies more in line 
with group therapy. 


METHOD 


The patient sample was composed of 130 conse- 
cutive admissions to a psychotherapy clinic for group 
psychotherapy (of analytic type) or behaviour 
therapy (systematic desensitization). Patients were 
referred for one or the other treatment by the 
consultant in charge of the clinic before testing was 
carried out by the Psychology Department. Patients 
were given the Direction of Interest Questionnaire 
(DIQ), the Conservatism Scale (C Scale) and a 
Treatment Expectancies Questionnaire (TEQ). The 
latter is a questionnaire devised to measure attitudes 
favourable to a behaviour therapy approach to 
treatment and those favourable to a group therapy 
setting. Significant differences on the questionnaire 
in the expected direction have been found between 
patients selected on clinical grounds for behaviour 
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therapy and those selected for group therapy. ‘Non- 
starters’ for group therapy and early drop-outs from 
group expressed less favourable group therapy 
attitudes on the questionnaire than did long-stayers 
who remained in treatment for over nine months. 
There were no non-starters amongst the behaviour 
therapy patients, and only one drop-out. This was 
due, we felt, to the effect of the one to one patient- 
therapist relationship and the more direct form of 
treatment. A further sample of 25 patients were tested 
on the battery together with a measure of convergent- 
divergent thinking, namely the Uses of Objects Test 
which gave us a divergent or D Score. In scoring the 
tests the following system pertained: DIQ—the higher 
the score the more inwardly directed; C Scale—the 
higher the score the more conservative; TEQ— 
the higher the score the more behaviour therapy and 
the less group therapy the orientation; D Score—the 
higher the score the more divergent the thinking. 
Thus the following pattern of correlations was 
expected: 


DIQ С Scale TEQ, D Score 
DIQ — Negative Negative Positive 
C Scale .. — — Positive Negative 
TEQ  .. — — — Negative 


RESULTS 


Where age and vocabulary level were found to be 
operative factors these have been partialled out in the 
correlations shown below. No sex differences were 
found. 


T. M. Caine, M.A., Ph.D., 
B. Wijesinghe, B.sc., 
R. R. Wood, 8.sc., 


DIQ C Scale TEO D Score 
DIQ .. = —-65** — —.g6** *5o** 
C Scale .. — — *45** —-35 (n.s.) 
ТЕО .. — — — —+48* 





жр < +05; ** p < ог. 


Discussion 


All correlations have come out in the predicted 
directions. All are at a statistically significant level, 
with the exception of the C Scale and the D Score 
relationship which just fails to reach statistical signi- 
ficance because of the smaller sample involved (25 
patients only completed the Uses of Objects Test 
giving the D Score). Patient treatment expectancies 
are thus related to the more general personality 
dimensions of direction of interest, conservatism and 
convergent-divergent thinking. Further studies are 
being pursued to relate these personality dimensions 
and treatment expectancies to treatment outcomes 
and therapist effectiveness. 
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ABSTRACT 


Changes in Psychometric Test Results Following 
Cosmetic Nasal Operations 


By С. С. HAY and В. В. HEATHER 


INTRODUCTION 

It has frequently been argued that requests for 
cosmetic rhinoplasty, particularly in patients with 
minimal disfigurements, may be indicative of psycho- 
logical disturbance. Authors such as Meerloo (1956) 
and Roubichek (1960) have further argued that 
corrective operations in these minimally disfigured 
patients are contra-indicated, as the patients are 
always dissatisfied by surgery, sometimes demanding 
restoration to the original state. 

However, not all workers have felt that such 
surgery carries a gloomy prognosis. Hill and Silver 
(1950) felt that the recognition and use of cosmetic 
measures by psychiatrists had been relatively neglec- 
ted, and Edgerton, Jacobson and Meyer (1960—61) 
reported specifically on the minimally disfigured, 
and accepted every patient for operation where the 
desired change appeared. to be technically feasible. 
At the time of publication their follow-up showed 
excellent immediate results. 

One of the present authors (Hay, 1970) has simi- 
larly argued that the degree of deformity is not of 
major importance when coming to a decision with 
regard to an operation, and that in fact surgery may 
be strikingly beneficial in those with minor dis- 
figurements. 

This divergence of opinion can only be settled by a 
careful follow-up study of a group of rhinoplasty 
patients, including those with differing degrees of 
deformity. The present paper reports the findings in 


regard to psychological testing in a group of such 
patients. 


METHOD AND Case MATERIAL 

Seventeen patients requesting a cosmetic rhino- 
plasty were assessed before operation and completed a 
battery of psychological tests. These included the 
Hysteroid-Obsessoid Questionnaire, the five Punitive 
Scales and the Personal Illness Scale of the Symptom 
Sign Inventory (Foulds, 1965). Their photographs 
were then rated for degree of deformity (for details 
sec Hay, 1970). The psychological tests were re- 
peated after operation; the mean interval between 
surgery and the follow-up interview was two years, 
but no patient was seen less than six months after 
operation. Of the 17 patients, 12 were female and 5 
male. The mean age was 23:4 years (S.D. = g-05). 


RESULTS 

Thirteen of the patients reported that the operation 
had been an unqualified success and they were 
satisfied in every way with the result. Three still had 
some complaints, though they admitted they had been 
helped by surgery. Only one patient felt that surgery 
had produced no change, but her operation was 
admittedly a technical failure and possibly in her case 
a further procedure might be carried out. 

In Table I are shown means and standard devia- 
tions of four test measures taken before and after 


surgery. 


'ABLE I 
Mean and standard deviations of four test measures before and after cosmetic rhinoplasty 


























Hysteroid General Direction of Personal 
Obseasoid Hostility Hostility Illness 
Score (HOQ) (E4-I) (I—E) Scale (P. I.) 
Pre-op. Розі-ор. Рте-ор.  Post-op.  Pre-op. Post-op. Рге-ор. Розі-ор. 
Mean 19:41 25°24 22°65 18-24 +4" 24 +0:76 6-00 4°18 
S.D. 4°83 4°08 6:59 5:20 5:58 3°55 3°55 3°88 
P. us if ‘ae «or «ol <'05 <10 
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go CHANGES IN PSYCHOMETRIC TEST 


As shown in Table I, a comparison of pre- and post- 
operative scores reveals significant changes on three 
of the four test measures (Wilcoxon Matched Pairs 
Signed—Ranks Test, all tests two-tailed). If the single 
patient who reported no change as a result of surgery 
is eliminated from the analysis, the change in the 
Personal Illness measure also becomes significant 
(Wilcoxon, P < -05), while not affecting the degree 
of statistical significance of changes in the other test 
measures. 

Correlation co-efficients (Spearman’s rhos) were 
calculated amongst changes in test measures and 
between these changes and the objective rating of 
deformity. The changes in symptom measures were 
significantly intercorrelated, but there were no 
significant correlations between the objective ratings 
of deformity and changes in any test measure. 
(Further details available on request.) There is 
therefore no evidence that improvements in psycho- 
logical functioning following rhinoplasty are related 
to the initial degree of disfigurement. This finding is 
supported by the fact that when patients were divided 
into three groups, according to objectively rated 
degree of deformity (see Hay, 1970) no significant 
differences were observed between these groups in 
changes on any test measure (Kruskal-Wallis One- 
Way Analysis of Variance by Ranks). 

No significant differences were found between 
sexes for changes on any test measure (Mann-Whitney 
‘U’). However, the small number of men in this 
sample (N — 5) did not permit an adequate investiga- 
tion of possible sex differences. 


Discussion 

Of the 17 patients, therefore, 16 felt they had been 
helped by surgery, and the psychometric test results 
showed that after operation there was a significant 
group reduction in the ‘symptom’ measures (General 
Hostility and Personal Illness). There was also a 
significant change in the attitude measure (in the 
direction of being more extra-punitive) and the 
personality measure (the patients becoming more 
hysteroid). The improvement in symptoms and 
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change in attitude was perhaps expected following * 
surgery. However, the change in the personality 
measure was surprising, particularly in view of 
Foulds’ (1965) definition of it as measuring ‘a 
relatively enduring’ trait. We do not know, of course, 
whether this change is merely in test-taking attitudes, 
or whether it reflects real changes in behaviour, though 
from the patients’ reports the latter seems more likely. 
If this is the case it would seem necessary to postulate 
radical alterations in the self-concept to account for 
personality changes of this magnitude. This possibility 
can be further investigated using Repertory Grid 
techniques, and this will form the basis of a further 
communication. 

In regard to the degree of pre-operative deformity, 
the results of this investigation show that those 
patients with minimal disfigurements did as well 
following surgery as those with more marked defects, 
both subjectively and as regards changes in their 
psychological test results. This finding, therefore, 
supports the argument that the degree of deformity is 
not of major importance when coming to a decision 


in regard to surgery. 
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Psychiatric Problems of Haemodialysis: 


Their Treatment by Hypnosis 


By DAVID L. SCOTT 


Renal dialysis has been a life-saving miracle for the 
‘chosen few’, but has created major moral, social, 
financial, psychological and interpersonal problems. 

Initially, technical problems dominated the 
literature. As dialysis became more routine, other 
aspects have been covered. Cramond, Knight and 
Lawrence (2) noted that psychological issues had 
only been briefly referred to. By 1967 the only 
observations by psychiatrists were by Wright, Sand 
and Livingston (10), and Shea, Bogdan, Freeman 
and Schreiner (8), who considered that the emotional 
reaction could constitute the biggest obstacle to 
successful rehabilitation. The fundamental question is: 
having saved a human life—what quality of life is it 
to be? 

De-Nour, Shaltiel and Czaczkes (4) considered that 
dialysis can create inexpressible aggressive feelings; 
that the defence mechanisms mobilized against these 
are brittle, and consequently that small stresses can 
lead to anxiety and depression, and so considerably 
raise the suicide risk. Abram, Moore and Westervelt 
(т) noted life-threatening tendencies in 192 out of 
3,478 dialysis patients (21 successful suicides). 

Tiredness (aggravated by chronic anaemia), 
headaches and fleeting pruritus—which may become 
continuous—can also occur. Worry about dialysis 
coupled with itching easily initiates insomnia. 
Improving the patient’s morale is not only of immense 
benefit to him; it also raises staff morale and improves 
interpersonal relationships (Halper (6)). 

The Intensive Care Unit at Whiston Hospital has 
facilities for emergency haemodialysis and peritoneal 
dialysis. The chronic haemodialysis of just one 
patient keeps the staff trained, and has also saved the 
life of this patient. The writer has no opportunity to 
treat other haemodialysis patients. 


Case Hisrory 


Housewife, aged 31. Two children. Acute nephritis 
at age 14. April 196g—maintenance haemodialysis 
commenced; initially 2 x 10 hours weekly, occa- 
sional 3 X 10. Since January 1972, 3 X 10 weekly at 
nights. Insomnia: poor sleep since 1968, Originally 


on promethazine (Phenergan)—dosage unknown; 
progressive drug changes and increases, up to 
methaqualone (Mandrax), 1,000 mg., at night. 
When seen to assess value of hypnosis (March 1971), 
had been on glutethimide (Doriden), 750 mgm plus 
diazepam (Valium) 30 mg. nightly since October 1970 
(still not sleeping well!) 

Insomnia not the only problem. Continual pruritus 
drove her ‘screaming mad at times’. Anaemia (6-0 
gm. %) led to lethargy; she was depressed—found 
once with her shunt disconnected (? suicide attempt). 
Home and hospital interpersonal relationships very 
bad. 


Hypnotherapy 

Commenced 14 March 1971—inItial session 45 
mins. Nine more sessions of 10-15 mins. up to 19 
April. Aims: 

(i) Conditioning of hypnosis, so that induction took 
only seconds. 

(ii) Training in autohypnosis—patient using this at 
home to aid onset of sleep (by letting hypnosis ‘drift’ 
into sleep). 

(ili) Morale-boosting by ego-strengthening (Hart- 
land (7)). 

(iv) Training to ‘control’ pruritus and tension 
headaches (through autohypnotic relaxation). 

(v) Instruction in Calvert Stein's clenched first 
technique (g)—used to gain confidence prior to 
coming to hospital for dialysis. 

19 April. Handed in remaining sleeping tablets to 
physician. Staff noted she was much brighter. Still 
mild pruritus—taking diazepam 10 mg. nightly for 
this. Two reinforcing hypnotic sessions December 
1971. Since January on night dialysis, taking metha- 
qualone 250 mg. on dialysis nights. Recently many 
problems—shunt failures—worried and depressed; 
has become disinterested in hypnosis. Past 2 months, 
taking chlormethiazole (Heminevrin), 1,000 mg. at 
night (writer was not informed about this). Home and 
staff relationships have remained good. 
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COMMENTS 

Psychiatrists are becoming increasingly involved in 
psychiatric problems of haemodialysis. Drug therapy 
may lead to polypharmacy, which is undesirable in 
these patients. Hypnosis can offer a better alternative. 

One cannot compare these circumstances—one 
isolated patient—an ‘outsider’ doing the hypnosis— 
few of the medical staff even knowing about this— 
with a proper dialysis unit using an hypnotically- 
orientated psychiatrist as part of the team with full 
recognition and co-operation at all staff levels; also 
the tremendous advantage of inter-patient mutual 
aid (as seen in obstetric-hypnosis clinics). 

Another possible use of hypnosis is modification of 
the patient's attitude towards food. Shea et al. (8) 
noted that these patients often asked for non- 
permitted foods and became aggressive when these 
were refused. Fogelman and Crasilneck (5) describe 
this use of hypnosis. 

In this case, bypnosis was carried out during 
dialysis. Theoretically it is better for this to be done 
the day afier dialysis (writer’s hindsight?) ; the patient 
would then be in peak condition and more attentive 
to the therapist; uraemia clouds the mind. 

The hypnotherapist should be a doctor working 
outside the team; rapport should not be passed on to 
dialysis staff. DeNour and Czaczkes (3) noted that 
they become possessive and overprotective—writer 
considers this contraindicates staff involvement with 
hypnosis. 

Techniques of hypnotic induction, deepening and 
conditioning, etc., are described in standard text- 
books. The writer thanks Dr. E. Sherwood-Jones, 
physician in charge, I.T.U., Whiston Hospital, for 
permission to treat and quote his case. 
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Effect of Alcohol on Short Term Memory in Alcoholics* 


By DONALD W. GOODWIN, SHIRLEY Y. HILL, BARBARA POWELL 
and JORGE VIAMONTES 


Acute alcohol intoxication is commonly 
followed by. partial or total amnesiaf for events 
occurring during the drinking period (Goodwin 
et al., 1969a). Individuals observed during the 
‘blackout’ period have been noted to have a 
specific short term memory deficit, with remote 
and immediate memory largely intact (Ryback, 
1970; Goodwin et al., 1970; Tamerin et al., 
1971). The amnesia appears to be anterograde 
rather than retrograde, resembling the charac- 
teristic memory deficit in Korsakov's syndrome. 
Speculation has ensued that blackouts and 
Korsakov's syndrome may share common 
pathophysiological elements, though there is no 
direct evidence for this (Goodwin et al., 1969b). 

The sequence of short term memory (STM) 
loss while drinking, followed by subsequent 
amnesia, has been observed experimentally only 
in severely intoxicated individuals. In one study 
(Goodwin et al, 1970), alcoholics consumed 
about 18 oz. of spirits (2:4 gm. of absolute 
alcohol per kg. of body weight), producing 
blood alcohol levels between 200 and 300 mg. 
per 100 ml. Even then, only those subjects with 
a history of frequent blackouts experienced STM 
loss and subsequent amnesia. The study was not 
designed to answer an important question: 
would lesser degrees of STM loss and amnesia 
result from smaller amounts of alcohol? In short, 
is the STM deficit-blackout sequence a graded 
or an all-or-none phenomenon? 


* This work was supported, in part, by U.S.P.H.S. 
grants MH-og247, МН-13002, MH-07081, MH-05804 
and a Research Scientist Development Award MH-47325 
from the National Institute of Mental Health (Dr. 
Goodwin). 


ү ‘Amnesia’ refers to memory loss for normally 
memorable events. ‘Blackout’ refers to memory loss for 
normally memorable events that occurred while drinking 
alcohol. 


The present study was designed to provide 
evidence bearing on this question. Alcoholics 


"were given one half the amount of alcohol 
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administered in the previous study, and 
measures were obtained of immediate and 
short term memory and intactness of memory 
24 hours after drinking. 


METHOD 


Subjects were 32 hospitalized male alcoholics 
(average age, 34). All were healthy and free of with- 
drawal symptoms. Selection criteria included a 
history of blackouts, since a previous study (Goodwin 
et al., 1970) indicates that such a history predicts 
increased susceptibility to STM loss and amnesia. 

Subjects were divided into two equal sized groups. 
One group received 8—10 oz. of vodka diluted in a 
soft drink; the second equal amounts of the soft 
drink. The drinking period lasted one hour. In terms 
of absolute alcohol, subjects in the first group received 
1:2 gm. per kg. of body weight. 

A memorization task was begun immediately after 
the drinking period. Each subject was given a list of 
40 words (Wechsler Adult Intelligence Scale— 
Vocabulary Scale) and asked to read each word 
aloud and briefly define it. Responses were recorded 
on tape. Immediately after the list had been com- 
pleted the 10 simplest words] of the 40 were played 
back to the subject in his own voice. 

After the words had been played back the subject 
was immediately asked to recall as many as possible. 
Next, he was shown the list of 40 words on a card in 
a randomly rearranged order and was asked to 
identify as many of the 10 words as possible. Thus 
measures were obtained of ‘immediate’ free recall 
and 'immediate' recognition of single-trial learned 
verbal material. 

Thirty minutes later the testing procedure was 
repeated: he was again asked to recall as many of the 
10 taped words as possible and then shown the original 
40 words from which to identify the 10. This provided 


f Winter, slice, assemble, ship, penny, obstruct, 
regulate, sentence, bed, enormous. 
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measures of ‘short term’ recall and recognition. 
Twenty-four hours later the procedure was again 
repeated, providing measures of ‘long term’ recall 
and recognition. The subject was never told he might 
be asked to remember the words on a later occasion, 
so minimizing the possibility of rehearsal. 


RESULTS AND DISCUSSION 


The alcohol and placebo groups did not differ 
in their ability to recall and recognize the test 
words (Table I). The placebo group did some- 
what better on recall measures, but the alcohol 
group did somewhat better on recognition 
measures, and no differences were significant. 





'ТАвгЕ I 
Effect of alcohol on three ‘stages’ of memory 
Alcohol Placebo 
(N = 16) (N = 16) 
Sig. 
No. of words correctly 
recalled 
Recall 
Imm... 4:6 5:2 N.S. 
30 min. 377 44 » 
24 hr.* 31 43 » 
Recognition 
Imm... 6:4 6-4 js 
30 min. 6:7 6:3 35 
24 hr.* 6:6 5:5 » 


* N = 8 per group (reduced because of split N's on 
day 2). 


Donald W. Goodwin, м.р., 
Shirley Y. Hill, Ph.D., 
Barbara Powell, рь.р., 
Jorge Viamontes, M.D., 


Therefore, even in alcoholics susceptible to. 
blackouts, relatively modest amounts of alcohol 
(for alcoholics anyway) apparently have no 
effect on immediate, short term or long term 
memory, as operationally defined in this study. 
Judging from the studies previously cited, 
presumably some of these individuals would 
have experienced definite short term memory 
loss followed by gross amnesia had they con- 
sumed large quantities of alcohol. The results 
suggest that alcoholic blackouts and their 
correlation with STM deficits are a threshold 
rather than a graded phenomenon. If so, they 
more closely resemble the ‘sudden’ amnesias 
resulting from head injury or electro-shock 
therapy than, say, the gradual forgetfulness of 
increasing senility. 
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Differences Between National Suicide Rates 


By B. M. BARRACLOUGH 


Durkheim directed attention to the suicide 
rate seen not merely as the sum of individual 
acts of suicide but as the product of factors which 
affect the group or society as a whole. The study 
of suicide rates of different societies thus involves 
the study of their social structures and leads to 
inferences about the effects of differences in their 
cultural, social, psychological and religious 
composition. Such inferences are based on the 
assumption that differences in suicide rates are 
valid and not merely artefacts resulting from 
differing ascertainment procedures. 

Sainsbury has shown that the rank order 
of the suicide rate of 11 countries is very 
similar to the rank order of the suicide rate of 
immigrants from those countries who lived and 
died in the U.S.A. and were therefore subject to 
different suicide ascertainment procedures from 
those of their country of origin (1). The simi- 
larity persisted in spite of different ascertainment 
procedures and must therefore be independent 
of them, and presumably due to cultural features 
specific to each country considered. A similar 
finding for immigrant groups to Australia has 
been reported by Lester (2). 

We wish to report here a further test of the 
hypothesis that the rank orders of the suicide 
rates of nations are independent of ascertain- 
ment procedures, and therefore reflect real 
differences in the incidence of suicide. 

It is generally agreed that suicide is under- 
reported. National differences in under-reporting 
may arise on the one hand from variations in 
the quality of the investigation given to suspi- 
cious deaths, and on the other to the application 
of different definitions of what constitutes a 
suicide case. Doubtful cases of suicide may be 
placed in a category of death ‘Injury undeter- 
mined whether accidentally or purposely inflicted 
(AEr49, E980-989)', first introduced with the 
Eighth Edition (1965) of the International 
Classification of Diseases. This category is for 


use ‘when it cannot be determined whether the 
injuries are accidental, suicidal or homicidal. 
They include self-inflicted injuries not specified 
either as accidental or as intentional’ (3). The 
ten 3-digit categories E980-989 are identical 
with those for suicide, Eg50-959 (see Appen- 
dix 1). 

The majority of cases allocated to this cate- 
gory are probably equivocal suicides, for homi- 
cides are rare and usually obvious, and doubtful 
accidents will be more readily placed in the 
accident category. 

If this is true, and it seems true for England 
and Wales, and for Scotland (4), then the sum 
of the suicide rate and the undetermined death 
rate may be a closer approximation to the true 
incidence of suicide than the suicide rate alone. 
If ascertainment procedures are not important 
in causing the observed rank order in the suicide 
rates of nations, then the rank order of countries 
according to their suicide rate should be very 
similar to the rank order of countries according 
to this new statistic, the suicide rate plus the 
undermined rate. 

Statistics for the 22 countries using the Eighth 
Edition classification for their most recent 
mortality returns (5) are shown in Table I. 
The rank order correlation coefficient between 
the suicide rate and the suicide rate plus the 
undetermined rate is 0:89 (p < 0:001), and if 
Chile, the one remarkable exception to the 
general rule, is excepted, the coefficient rises 
to 0:95. Thus even when doubtful suicides are 
included the order is maintained. 

Our previous finding that the rank order of 
suicide rates is valid and independent of 
ascertainment procedures is therefore corrobo- 
rated and extended to include other countries. 

The independence of the rank order from the 
effects of ascertainment procedures is strong 
evidence that differences in national, official 
suicide rates truthfully reflect that countries do 
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TABLE I 
Suicide death rates and undetermined death rates per 
100,000 for 22 countries (1968) 





Undeter- Undeter- 


Suicide mined mined 

Country rate Rank Rank rate plus rate 

(AE 147) suicide (АЕ 149) 

rate 
West Berlin | 42:7 I I 42:8 o'I 
Belgium .. 15:5 2 4 15°5 = 
France 15°3 3 3 20:6 5:8 
Japan  .. 144 4 5 — 152 o:8 
Australia .. 12:7 5 6 14:5 1:8 
Yugoslavia 12:6 6 7 13-1 0'5 
U.S.A. .. 107 7 8 12°8 2:I 
Bulgaria .. 9'9 8 12 10'9 0:8 
New Zealand 9:6 9 12 9°9 0:8 
England & 

Wales 9'4 10 10:5 11'9 2:5 
Salvador 8:2 II 9 I2*I 3:9 
Chile 8:1 12 2 32°3 24°2 
Scotland 72 13 10°5 11'9 47 
Northern 

Ireland 6-6 4 17 T4 o:8 
Venezucla 6:1 15 15 8-2 2:I 
Panama 3:9 16 16 79 4^0 
Greece 3:6 17 20 5:0 I'4 
Barbados 3:2 18 18 5:6 2:4 
Dominica g'1 19 14 9:5 6-4 
Ireland 2:4 20 19 5:4 3:0 
Mexico 1:6 21 21 1:6 — 
Malta 0'9 22 22 1:5 0:6 





rho = 0:89, p < о-оо! 
(Suicide rate rank correlated with Undetermined rate 
plus Suicide rate rank) 


B. M. Barraclough, M.B., M.R.C.Psych., M.R.A.Q.P., 


Graylingwell Hospital, Chichester, Sussex 


(Received 4 April 1972) 


differ in their incidence of suicide. This esta- . 
blished, enquiries to explain the differences 
become worthwhile. 
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APPENDIX 
E950, 980 
E051, 981: 
E952, 982 
E953, 983 
E954, 984 
E955, 985 
E956, 986 


Poisoning by liquids or solids. 
Poisoning by gases in domestic use. 
Poisoning by other gases. 

Hanging, strangulation, suffocation. 
Drowning. 

Injury by firearms and explosives. 


Injury by cutting and piercing instru- 
ments. 


Jumping or falling from high place. 
Injury by other and unspecified means. 
Late effect of injury. 


E957, 987 
E958, 988 
E959, 989 
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Synopses of Papers Awaiting Publication 


Verbal Learning and Memory in Elderly De- 
pressives. By ANTONIA WHITEHEAD. 


The performance of elderly depressives on tasks 
involving verbal learning and memory was com- 
pared with that of remitted depressives (the same 
patients on recovery) and of dementing patients. 

The depressed patients were less impaired than 
the dements, and their disability affected fewer of the 
tasks, though no evidence was educed to support the 
idea that the rote learning impairment of the de- 
pressed patients would be markedly task-specific. 

The pattern of errors made by the depressives was 
different from that of the dements: the depressives 
were prone to omission and transposition errors, while 
the dementing patients in addition to many omission 
errors also made random errors and produced false 
positives. 

Antonia Whitehead, B.Sc., Dip. Psychol., 
University Department of Psychiatry, 
Warneford Hospital, 

Oxford, OX3 73X. 


A Further Study of Psychiatric Out-Patient 

Services in Manchester. Àn Operational 

, Study of General Practitioner and Patient 

Expectations. By D. A. W. Јонмзом. 

This survey of G.P.’s referring patients, and of 
patients attending the psychiatric out-patient depart- 
ment of a District General Hospital attempts to 
establish the reasons for G.P. referral, the treatment 
received before referral, who first suggested hospital 
referral, and the patient's understanding of and 
expectation from his attendance at the hospital. 

Although in a third of cases the G.P. expected the 
hospital to take over the future management of the 
patient, in approximately half of the cases the doctor 
was requesting only a diagnostic opinion or further 
investigations leading to advice on treatment. The 
treatment before referral varied enormously: a third 
of family doctors gave intensive treatment, while 
nearly half of the doctors used the out-patient 
department as a source of primary advice or treat- 
ment. In бо per cent of cases referral was initiated 
by a medical source, but the G.P. was responsible in 
only 51 per cent. On the whole the expectation of 
patients was low and fairly realistic. A minority of 
patients (23 per cent) did not think they were ill or 
emotionally distressed but were seeking help with 
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marital or social problems. It is suggested that the 
more recently qualified doctors tend to refer more 
psychiatric patients to hospital and prefer the 
hospital to supervise their future management. 

D. A. W. Johnson, M.Sc., M.R.C.Psych., D.R.C.O.G., 
Lecturer in Psychiatry, 

University Hospital of South Manchester, 

Manchester M20 8LR. 


IQ and Fertility in Schizophrenia. By Mar- 
SHALL B. JONES. 

The relationship between IQ and fertility, that is, 
number of liveborn children surviving infancy, was 
studied in three samples of schizophrenic men and 
women in hospital. One of these samples was a series 
of consecutive admissions to a state hospital in 
Central Pennsylvania, and the IQs were obtained 
from the patients’ school records. Another was an 
in-patient sample from the same state hospital; and 
the third was a sample of men from a nearby Veterans 
Administration Hospital. In both the second and 
third samples IQ testing was done at the hospital. 
The results showed a significant tendency for men 
with normal or high IQs to be more often married 
and have more children than men with low IQs. 
For the women the results were more equivocal and 
non-significant, though in the same direction. It was 
hypothesized that low IQ and schizophrenia are 
inherited independently but interact unfavourably, 
causing the schizophrenic illness to begin somewhat 
earlier and run a more deteriorative course than it 
otherwise would. One of the consequences of this 
interaction is that normal and high-IQ schizophrenics 
are more likely to get married and have children 
than low-IQ schizophrenics. 

Marshall B. Jones, B.A., M.A., Ph.D., 
Associate Professor of Behavioral Science, 
Milton S. Hershey Medical Center, 
Pennsyloania State College of Medicine, 
Hershey, Pennsylvania 17033, U.S.A. 


Psychotherapy with Depressed Women: An 
Empirical Study of Content Themes and 
Reflection. By Myrna M. Wessman and 
GERALD L. KLERMAN. 

The topics discussed by 31 predominantly working 
class depressed women, in over 700 interviews, during 
eight months of psychotherapy, are described. Data 
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are derived from a quantitative method for assessing 
psychotherapy process. 

Patient attendance was regular, attrition low, and 
patient interest increased as therapy proceeded. 
Patients had little difficulty discussing their imme- 
diate current problems for a sustained period of time. 
Practical problems, spouse and children were most 
frequently discussed. Sexual problems and early 
experiences were rarely discussed. Reflection, anala- 
gous clarification, occurred in small amounts. These 
findings indicate that properly planned psychotherapy 
is possible with working class women in a clinic setting. 
The depressed patients’ descriptive sharing of daily 
events and practical and family problems comprises 
most of the interviews and appears to have thera- 
peutic benefit. Independent assessment indicated that 
these patients had improved social functioning at the 
termination of treatment when compared to a 
comparable group of patients who were randomly 
selected not to receive psychotherapy. These findings 
suggest that patient reflection may not be crucial to 
beneficial outcome on psychotherapy. Clinicians 
providing treatment especially to working class 
patients should be trained to help individuals cope 
with their current life circumstances, and can expect 
that the practical problems encountered by these 
patients will be the most frequent topic of the therapy. 


Мута M. Weissman, M.S.W., 
Assistant Professor of Psychiatry, 
Yale University School of Medicine, 
тоо Park Street, 

New Haven, 

Connecticut 06511, U.S.A. 


Cognitive Functioning in Schizophrenia. By 
` W. L. MARSHALL. 


І. Stimulus analysing and response selection processes. 
The choice-reaction-times (CRTs) of matched 
schizophrenics, neurotics, and penitentiary inmates 
revealed that schizophrenics were slower than other 
subjects across all measures. They were slower in their 
movements, slower in analysing stimuli, and slower 
in choosing among responses. Furthermore, schizo- 
phrenics’ difficulties were exacerbated by increasing 
stimulus and response complexity. For schizo- 
phrenics, the effects of increasing response un- 
certainty were greater than those of increases in 
stimulus complexity, while the latter effects seemed 
to be reduced by practice. 


The results have relevance for theories based on 
information processing problems such as defective 
filtering, slowed processing, and response selection 
difficulties. None of these theories can exclusively 
account for the findings, and some compromise 
appears necessary. 

The main conclusion of the study is that CRT tasks 
provide a far more adequate method for analysing 
and describing schizophrenics’ information processing 
difficulties than any other test used so far. 


II. Conceptual performance under unpaced, speeded, 
and slowed conditions. 

Matched groups of schizophrenics, neurotics and 
penitentiary inmates were tested on a concept sorting 
tast under unpaced, speeded and slowed conditions. 
The differences between groups under the unpaced 
conditions were consistent with the results of earlier 
studies in that the schizophrenics made more errors 
than other subjects. When subjects were required to 
speed the rate at which they completed the task all 
groups increased their errors. When the schizo- 
phrenics completed the test at a slower rate they 
significantly reduced their errors. 

The results are considered to be relevant for 
information processing models of schizophrenia. 


III. The relationship between conceptual performance 
and information processing capacities. 

The choice-reaction-time (CRT) data of schizo- 
phrenics, neurotics, and penitentiary inmates obtained 
in an earlier study were correlated with scores on a 
concept sorting task obtained from the same subjects 
in another earlier study. Information on age, IQ, 
education, and duration of institutionalization was 
also included in the correlational analyses. 

The results did not offer support for theories of 
schizophrenia that propose a relationship between 
abnormal conceptual performance and information 
processing deficits. This may have been due to the 
inadequacy of the concept test used. Indeed concept 
tests generally seem to suffer from technical inade- 
quacies. In any case performance on conceptual tasks 
is difficult to interpret, and research efforts should 
focus on more direct measures of information process- 
ing capacities. CRT tasks provide such direct 
measures. 

W. L. Marshall, B.Psych., M.Sc., Ph.D., 
Psychology Clinical Laboratory, 

Kingston Psychiatric Hospital, 

Kingston, Ontario, Ganada. 
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ALFRED KINSEY 


Dr. Kinsey and the Institute for Sex Research. 
By WanpzLL B. Pomeroy. Thomas Nelson & 
Sons Ltd. Pp. 479. Price £4.20. 


Alfred Kinsey's monumental study of human sexual 
behaviour is, according to the cover notes of this 
biography, comparable in scientific importance to 
the works of Darwin and. Freud. Without detracting 
from the importance of the mass of normative data so 
painstakingly collected by Kinsey and his co-authors, 
it must be said that the work did not lead to any 
major change in conceptual thinking on sexual 
behaviour or generate any new major theory. Like the 
work of Darwin and Freud it did provoke intense 
social, religious, moral and medical indignation, but 
there the parallel ends. Serious criticism has been 
levelled at Kinsey's selection of subjects for his case 
studies, and Dr. Pomeroy's biography provides further 
interesting glimpses into this aspect of the project. 
Like many of his predecessors in the field of sexual 
biology, Kinsey had to tolerate much uninformed 
criticism as well as misinterpretation of his work by 
the popular press, with whom he came increasingly 
into conflict. His complete conviction of the authen- 
ticity of his work led him to reject vehemently any 
form of criticism, even from the allied fields of 
anthropology and psychoanalysis. Increasingly, how- 
ever, one develops sympathy and admiration for this 
shy, sensitive biologist who from his early interests in 
insect taxonomy was led through his involvement in 
the Marriage Course at Indiana University to enter 
upon a major study of human sexual behaviour. 

The interview remained the instrument of Alfred 
Kinsey's project, and it was to his credit that he 
resisted the pressure to use the inferior method of the 
postal questionnaire. 

In the latter part of his life, particularly after the 
publication of the ‘female’ volume, Kinsey and the 
Institute were subjected to increasing criticism from 
all sides, and eventually political expediency forced 
even the Rockefeller Foundation to withdraw its 
financial support from the Institute for Sex Research. 
This financial blow led to Kinsey’s breakdown in 
health, and his death was perhaps accelerated by the 
intensity of his quest for supporting funds. 

This is а commendable biography of a dedicated 
scientist whose professional life became totally com- 
mitted to the study of human sexual behaviour, and it 


will no doubt take its place as а companion volume to 
the ‘male’ and ‘female’ on the shelves of medical 
libraries throughout the world. 

JOHN Јонмвом. 


B. F. SKINNER 


Beyond Freedom and Dignity. By B. F. SKINNER. 
London: Jonathan Cape. 1972. Pp. 225. Price 
£2.25. 

The success of operant conditioning in the artificial 
circumstances of laboratory research has emboldened 
Skinner to widen his horizons and write this book. 
Itis intended to adumbrate a technology of behaviour 
modification which could bring about such changes 
in human culture and conduct that man's mis- 
behaviour resulting in overpopulation, pollution, 
spoliation of world resources, and the like is aban- 
doned, and a utopian future emerges for a behaviour- 
controled mankind. But the premises on which 
Skinner's argument rests are so peculiar that it 
follows from them, rather paradoxically, that it 
cannot, or should not, be said that he intended 
writing the book or that he can claim any responsi- 
bility for it. 

His premises are that, from his scientific viewpoint, 
the behaviour of man is not controlled by free 
decisions on his part or by a sense of responsibility. 
Hence the title of the book which proclaims that the 
concepts of man's freedom and dignity in shaping his 
behaviour are to be replaced by the dictum (it can 
only be a dictum) that 'a person's behaviour is 
determined by a genetic endowment . . . and by the 
environmental circumstances to which as an indivi- 
dual he has been exposed’. Man thus becomes a 
creature of circumstance whose behaviour is not 
decided by him but by environmental ‘contingencies 
of reinforcement’. Admittedly, there are snags in this 
‘scientific’ approach, especially when it comes to the 
evaluation of such psychological features as character 
traits or the cognitive activity of thinking. Yet such 
snags do not deter Skinner, who sweeps them aside by 
asserting : “The inadequacy of our analysis is no reason 
to fall back on a miracle-working mind. If our 
understanding of contingencies of reinforcement is 
not yet sufficient to explain all kinds of thinking, we 
must remember that the appeal to mind explains 
nothing at all.’ Skinner is convinced that the only 
hope for mankind lies in scientifically viewing man as 
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a mindless automaton. ‘Science’, he says, ‘does not 
dehumanize man, it de-homunculizes him, and it 
must do so if it is to prevent the abolition of the 
human species’. 

So far the scientific technology of human behaviour 
which Skinner envisages does not exist. Yet if it ever 
came to pass would we be at the mercy of the con- 
trolling power applying it? Skinner believes this 
danger can be averted. “The misuse of a technology of 
behaviour is a serious matter, but we can guard 
against it best by looking not at putative controllers 
but at the contingencies under which they control. 
. . . All control is reciprocal and an interchange 
between control and countercontrol is essential to the 
evolution of a culture’. Unfortunately Skinner does 
not know, and cannot promise, that the establish- 
ment of an effective countercontrol of the controlling 
power will always be possible. Let us hope that his 
whole conception belongs to the realm of science 
fiction. It certainly sounds like it. 


F. KnAuPL TAYLOR. 


ELIOT SLATER 


Man, Mind, and Heredity: Selected Papers of 
Eliot Slater on Psychiatry and Genetics. 
Edited by James SHELDS and Irvine I. GOTTES- 
MAN. The Johns Hopkins Press: Baltimore and 
London. Pp. 405. Price £7.15. 


A Festschrift, or the publication in book form of a 
well-known scientist’s collected papers, is often a 
somewhat nostalgic document; the occasion suggests 
that we are not to have many more (if any) contribu- 
tions of the kind we have come to appreciate. How- 
ever, if the task is well done we have at least the 
compensation that we can re-read many of our 
favourite papers, and perhaps encounter others that 
somehow slipped by our attention in the course of a 
busy life. This selection of papers by Eliot Slater is 
beautifully done; the choice can hardly be faulted, 
and the whole business of editing is carried’out to the 
great credit of Shields and Gottesman, the editors. 
The book begins with an autobiographical sketch, 
and ends with a ‘Retrospect’; these two pieces, which 
were written specially for this volume, illustrate one 
reason why papers by Eliot Slater receive a more 
kindly welcome that those of many psychiatrists, 
psycho-analysts and psychologists (to say nothing of 
geneticists) —they are all well written, literate in the 
best sense, and free of unnecessary jargon. The general 
standard of writing in the ‘human sciences’ is 
deplorable; Slater's prose rises above the average and 
makes it a pleasure to read—quite apart from the 
content itself. This sort of achievement is often valued 
less highly than it should be; how pleasant would all 
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our lives be if everyone in the business wrote con- 
sistently well, clearly and interestingly in the manner 
of Slater! 

The book is divided into six parts, each stressing a 
different area of Slater's interests and contribution. 
The first part deals with his general biological 
orientation; part 2 with manic-depressive illness; 
part 3 with schizophrenia; part 4 with neurosis and 
psychopathy; part 5 with methodology; part 6 is 
more general; its title is ‘Society and the Individual’. 
There is also a list of all his publications, and two 
forewords, one by Sir Denis Hill, the other by David 
Rosenthal. It is difficult to say anything specific about 
33 papers, ranging from a quantitative discussion of 
the relation between epilepsy and schizophrenia to a 
pathography of Robert Schumann, the composer; 
from a biological view of anti-semitism to a discussion 
of amnesic syndromes in war. Two features stand out 
above all others. One is Slater’s persistently bio- 
logical view; he has thoroughly learned the lesson of 
evolution, and regards man primarily (though not 
exclusively) as a high-grade animal whose ancestry 
determines to a greater extent than we might like his 
actions, his thoughts, and his maladaptive practices. 
It is no wonder that Slater’s main contribution has 
been in the genetic field; it is here that psychiatry 
and biology come closest together. Yet it would be 
quite wrong to put Slater down as what Boring has 
called the biophils, as opposed to the sociophils; he 
would, rightly, regard such an opposition as infantile 
and destructive of the needed cooperation between 
the two sets of factors, the biological and the sotial. 
Few psychiatrists have so clearly kept in mind this 
dual nature of human beings, or worked harder to 
maintain a balance between the two sides. Slater 
impresses one essentially as a rational, as opposed to 
an emotional worker; perhaps it is for this reason 
that, as the editors point out, there is no ‘Slaterian 
school’ in psychiatry—only zealots create schools, 
and Slater is no zealot. Reason has shown him the 
need to take genetic factors into account and accord 
them an honourable place in psychiatry; there has 
been no prompting from emotion to make this place 
pre-eminent to the exclusion of environment. One 
would wish that environmentalists and ‘dynamic’ 
psychiatrists would take up this appeal to reason, and 
to factual research, rather than balance uncertainly 
on supposition and belief. 

The other feature which makes Slater a rara avis in 
psychiatry is of course the fact that he is not only 
literate but also numerate. Time and time again, 
when others would appeal to common-sense, or 
prejudice, or dogma, Slater would take out his slide- 
rule and quietly make a few rapid calculations which 
would indicate the improbability of certain conclu- 


sion, and the acceptability of others. A delightful 
example is his work on the relation between schizo- 
phrenia and epilepsy, but there are many more. It is 
difficult to know why psychiatrists are so lacking in 
numeracy; that they are is hardly disputable. When 
at Sir Aubrey Lewis’s bidding I gave primary mental 
ability tests to all the incoming psychiatric registrars 
at the Maudsley, I found them very high on verbal 
ability, abysmally low on numerical ability, to a 
degree I have never before or since seen in any adult 
sample; the difference was so significant that even 
samples of five or six sufficed to establish the oddity of 
this group. Clearly heredity placed numeracy among 
the birth-presents of the Slater children; Patrick 
Slater as well as Eliot has shown marked talent in this 
field. Whatever the reason for this gift, let us treasure 
it and hope that other psychiatrists in the future will 
take up the torch where Slater may be dropping it! 

This book, then, will please many readers with 
broad interests in psychiatry, psychology, or just the 
human condition; the writing is so clear that many 
of the pieces do not require specialized knowledge. 
Experts in the genetic and general psychiatric fields 
will be glad to have so easily accessible some of the 
most important and fertile contributions made to 
these two fields in the past thirty years. Altogether, 
our sorrow at the retirement of the author is some- 
what lessened by having this lasting contribution to 


console us. H. J. Evsencx. 


. THOMAS SZASZ 


The Manufacture of Madness. By Tuomas S. 
Szasz. London: Routledge and Kegan Paul. 
1971. Pp. xxvii - 383. Price £3.50. 

Professor Szasz, a follower of the French philosopher 
Michel Foucault, R. D. Laing and others, makes a 
vigorous attack on so-called ‘Institutional Psychiatry’ 
defined as psychiatric intervention imposed on 
persons against their will. The argument follows the 
lines familiarized by other writers of this school, if 
such it may be called. The author sees in the current 
American attitudes to the social deviant, in particular 
the homosexual as the ‘model’ exemplar, but also 
drug addicts and others, a modern expression of the 
primitive belief in the scapegoat cast out to ensure the 
continued well-being of society. He draws a parallel 
between the mediaeval European witch and the victim 
of mental illness, and between the priest inquisitor and 
the psychiatrist of today. 

The author evades discussion of the meaning of 
‘illness’, ignores what evidence there is of the likeli- 
hood of a somatic basis in the psychoses and claims 
that the ‘patient’ (an unacceptable term to those of 
his way of thinking), is a mere label affixed to the 
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deviant individual to strengthen public belief in 
the supposed scientific expertise and authority of the 
psychiatric fraternity. In his vigorous and sometimes 
vitriolic attack on American legal and administrative 
procedures he doubtless presents a good case, but 
overlooks that these procedures were established 
initially less to safeguard society than to ensure the 
liberty of the individual, however much of this aim 
may have miscarried later in practice. Professor 
Szasz’s criticisms of the British N.H.S. betray his 
ignorance of its nature, notably by his belief that the 
consultant is a state official primarily responsible to 
the state. He also ignores the more liberal attitude to 
homosexuality in this country now embodied in 
statute. If, however, anything positive does emerge 
from this essay, it is that ‘the price of freedom is 
eternal vigilance’, of which reminders cannot be too 
frequent. Nobody could deny that Professor Szasz is 
a doughty champion of this principle. 
E. W. ANDERSON. 


The Myth of Mental Illness. By THomas S. 
Szasz. (Revised Edition). Paladin. 1972. Pp. 296. 
Price 75p. 

It is just ten years since the first publication of this 
celebrated and provoking book and the new paper- 
back edition is welcome. It will be re-read by some, 
but many more who have heard of Dr. Szasz's reputa- 
tion and the striking title of his best known book will 
now be able to examine his arguments. In the new 
preface the author stands by his opinions but he has 
eliminated what he regards as over-documentation 
of the original version. The book is all the better for 
this new conciseness, which preserves the argument 
and polemic, the good sense and the outrageousness. 
In a popular paperback edition it is more than ever & 
work to be read both for its own sake and to know 
what others are talking about. Ricyarp MaAvov. 


DIAGNOSIS 


Psychiatric Diagnosis in New York and London. 
By J. E. Cooper, R. E. KENDELL, B. J. GURLAND, 
І. SHARPE, J. R. M. Copztanp and R. Smon. 
Maudsley Monograph No. 20. London: Oxford 
University Press. 1972. Pp. 152. Price £3.00. 
The investigation described in this book has 
needed doing for a decade or more; now it has been 
done, and done well. Most readers of this Journal will 
already have some acquaintance with the work, 
though their immediate association is likely to be that 
it is chiefly concerned with the issue of the reliability 
of psychiatric diagnosis. This is only partly true, for 
the main object was to investigate the marked differ- 
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ences in the frequency with which the major diag- 
nostic categories figure among U.K. and U.S. mental 
hospital admissions. A good initial hypothesis was that 
the discrepancies were due to differences in diagnostic 
habits on the two sides of the Atlantic, and the results 
show that this is indeed practically the whole story. 
Such differences as still remain, after the axe of diag- 
nostic reliability has been truly swung, are likely to 
reflect differences in the availability of psychiatric 
facilities, admission policies, the existence of a 
National Health Service here, and the like. 

The reliability of psychiatric diagnosis has become 
a fashionable topic over the past decade, perhaps 
because its importance has at last become widely 
appreciated, and possibly because the hunting down 
of sources of variation between psychiatrists is 
intrinsically a fascinating exercise for other psychi- 
atrists. The earlier studies in the field—curiously 
described in the introduction as ‘pessimistic’—showed 
that under minimally structured conditions diagnostic 
agreement was generally rather low. Later investiga- 
tions indicate that with a highly organized team 
reliability could be made much higher. It is likely that 
with enough training psychiatrists can be brought to 
agree completely on anything, and at a time when 
demonological theories were in vogue they would 
doubtless have succeeded in agreeing on just which 
devils were responsible for their patient's plight. The 
point is of course that reliability is an issue of limited 
importance. It is a crucial consideration at the present 
stage of psychiatry, since it is essential for us to 
achieve a common language. But the task for the 
future is that of diagnostic validity. It is relatively more 
important to know whether one’s diagnosis is right 
or wrong than what company one keeps. 

This point, among so many others, is lucidly 
brought out by the authors. The presentation is 
commendably straightforward and almost chatty at 
times. (There is a universal tendency for the learned 
monograph to approximate to the popular paper- 
back.) The details will appeal to those who enjoy the 
statistical equivalent of playing with trains, though 
some may regret that it was not possible to use a 
crossover design of psychiatrists and patients on 
more than a token scale. However, this is but a minor 
point; the substantive findings deserve the attention 
of every clinician and research worker. 


NORMAN KREITMAN. 


DEPRESSION 
Depressive Illness: Some Research Studies. 
Edited by B. Davies, B. J. Carrot and R. М. 
Mowsray. Chas. С. Thomas. 1972. Pp. 354. 
Price $19.50. 
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This book represents a aignificant contribution to 
our understanding of the pathophysiology of de- 
pression. It presents the results of work carried out 
by Professor Brian Davies’s team and pays particular 
attention to the pituitary-adrenal axis. А useful 
summary of the normal physiology of this system is 
first presented, followed by an account of its disorder 
in depression. The plasma cortisol levels of depressed 
patients were found to be normal on admission to 
hospital but to fall significantly below normal on 
recovery. Extensive studies using the dexamethasone 
suppression test appeared to indicate some abnor- 
mality at the pituitary or limbic level, as a large 
number of depressives did not suppress their plasma 
cortisol levels in response to dexamethasone. This 
result correlated with agitation, weight loss and 
duration of illness. A group of schizophrenic patients, 
on the other hand, showed normal dexamethasone 
suppression. Studies of the HPA axis using various 
means of stimulation indicated that a group of 
depressed patients appear to have abnormalities of 
the HPA regulatory mechanisms similar to those seen 
in Cushing’s disease. 

Chapters 8-10 present the results of research stimu- 
lated by the ‘amine’ theory of depression. The low 
level of serotonin metabolites in lumbar CSF and the 
low level of transfer of sodium from plasma to lumbar 
CSF were confirmed, but the alleged therapeutic 
effects of l-tryptophan were not. The last chapters 
cover the classification of depression, rating scales for 
depresson and depression in general practice. 

The research work is well planned and thoroughly 
executed and the book is well written. 


J. К. Ѕмүтнтвв. 


ANXIETY 


Clinical Anxiety. By Marcorw LADER and Isaac 
Marxs. William Heinemann Medical Books 
Ltd. 1971. Pp. 202. £2.50. 


Anxiety has been studied as a trait of personality 
and as a response of normal people to stress. In this 
book the authors have tried to concentrate on the 
‘anxiety states’ of patients, but they inevitably 
introduce topics outside the usual clinical situation, 
for example, skin conductance and self-ratings of 
fear during parachute jumping. It is just the difference 
between normal anxiety, or fear, and, of course, 
morbid anxiety, which needs clarification. The 
authors suggest that internal stimuli, such as auto- 
nomic changes, can act as triggers and bring about a 
selfperpetuating reaction, but why they do so in 
patients but not in parachutists is still mysterious. 

The chapters on clinical measurement and on 
physiological changes are especially interesting. 


Analysis of questionnaires and scales indicates that 
anxiety is not a unitary syndrome, but the specific 
correlates of particular emotions are unimpressive, 
and psychophysiological measures have little clinical 
meaning unless one knows how the patient is actually 
feeling. In the final chapter various theories of anxiety 
are discussed. This is a thoroughly workmanlike little 
book which brings together many of the threads and 
will be extremely useful to the clinician or student 
who wishes to be informed on the current state of 
knowledge, theory, and uncertainty about a common- 
place but often unresponsive condition. There are 
over 500 references and an excellent index. 


D. W. K. Kay. 


SUICIDE 


Suicidal Behaviour. By J. WArLAcE McCurLocH 
and ALTAR Pamir. Oxford: Pergamon Press. 
1972. Pp. 123. Price £2.50. 

This book is addressed to social workers, and is 
concerned to review research in the field of ‘suicidal 
behaviour’, a term which covers both suicide and 
attempted suicide (or ‘parasuicide’). The authors, a 
sociologist and a psychologist also report in detail 
research which they and their colleagues (Kessel, 
Kreitman, Aitken, Buglass and others), had carried 
out at the M.R.C. Unit for Research on the Epidemi- 
ology of Psychiatric Illness, located in Edinburgh. 

The first two chapters, on ‘Social Findings’ and 
‘Psychiatric Findings’ suffer from the difficulty that 
thé review is by no means fully comprehensive of 
recent literature in this field, and is rather heavily 
weighted with the Edinburgh findings. On page 
28, for example, we are told that ‘studies in Edin- 
burgh have shown that people who are dependent 
on soft drugs as a group are more likely to become 
repeaters.... Drug-taking is unfortunately very much 
on the increase throughout the world, and the addicts 
are becoming younger and younger until there are 
many children of 12 years and under who are 
addicted to main-line and other drugs’. Since no 
supporting references are given, it is not clear 
whether this increasing incidence of ‘addiction’ in 
children of 12 and under is taking place in Edinburgh, 
or elsewhere. 

The chapter on ‘Psychological Findings’ is excellent. 
This is a field in which Philip is a renowned expert. 
His work with Edinburgh patients, using the Sign 
Symptom Inventory, the EPI, the r6PF, and the 
НОНО has identified two major types of personality 
in the suicide attempters. The first type, which is 
most common in men, describes a person who is a 
‘loner’ who pays little heed to the needs and expecta- 
tions of society, experiences little desire for close 
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personal contacts, is emotionally volatile, and is 
prone to be extra-punitive. 

The second type of personality, which is most 
common in women, describes someone who is 
emotionally labile and impulsive, complains about 
lack of energy, is dissatisfied with life, and tends to be 
apprehensive and guilt-prone. Despite producing a 
wealth of symptoms such people tend to be diagnosed 
as personality disorder. 

A parallel study of the ecological background of 
suicide and attempted suicide has been carried out 
by McCulloch and Philip. An important cluster of 
variables was identified, linking a high rate of 
attempted suicide with much cruelty to children, a 
high repeat rate for attempted suicide, many per- 
sistent school absences, and many children in care. 
These are ecological correlations, and do not neces- 
sarily reflect individual links. However, through an 
investigation of 95 attempted suicide patients it was 
clearly demonstrated that the ecological correlations 
reflected individual ones. The attempted suicide 
patients were, for example, sixty times more likely to 
have had children in care than other inhabitants of 
Edinburgh. 

What the authors have identified seems to be a 
chain of events: disorganized, overcrowded homes 
with illtreated children, often separated from 
parents; children who truant, appear before the 
courts, and are generally unable to maintain stable 
relationships, and whose personalities as adults 
resemble the personality profiles of suicidal indivi- 
duals identified by Philip. Such individuals them- 
selves are unable to provide stable conditions for the 
upbringing of their own children, and the cycle of 
pathology is repeated. These findings, which link 
both psychological and social variables in under- 
standing suicidal behaviour, are in my view a pro- 
foundly important contribution to research in this 
field. These findings have important implications too 
for primary prevention, and for treatment. Preventive 
services, the authors suggest, should aim at creating 
stable conditions of family life, including the provi- 
sion of adequate financial and housing provision to 
prevent family break up, and then sustaining of 
adequate relationships within the family. 

The authors suggest that many individuals who 
attempt suicide have, because of their early environ- 
ment, failed to develop an adequate ego, or self- 
concept, and are therefore extremely vulnerable to 
stressful experiences. For therapeutic purposes they 
propose that a therapist (whether a social worker or 
someone qualified in psychotherapy is not made 
clear) should attempt to develop a sustained relation- 
ship with the patient, so that he can be supported 
during times of stress. Unfortunately such an approach 
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makes enormous demands on the time and resources 
of the therapist. And, furthermore, all studies to date 
have indicated that psychiatric treatment of socio- 
pathic suicide attempters is largely unsuccessful. In 
the long run, primary prevention can be cheaper, 
and most probably more effective. 

С. R. Bactey. 


INFANTILE AUTISM 


Infantile Autism: Concepts, Characteristics and 
Treatments. Edited by МіснАЕІ, RUTTER. 
Edinburgh and London: Churchill Livingstone. 
1972. Pp. 327. Price £3.50. 

Is autism the result of organic defect in the brain 
systems relating to lanaguage and learning, and if so 
which particular systems? Can it ever occur without 
organic brain disease, and indeed is autism really a 
diagnosis at all or merely a description of a hetero- 
geneous group of children? Why does it seem to affect 
a disproportionate number of children of professional 
and intellectually well endowed families? These 
and many other questions are raised in this excellent 
symposium, and although no dogmatic answers are 
offered, this compendium of expertise about infantile 
autism must be the most comprehensive starting 
point that any research worker in the next few years 
could wish for. Clearly we are at the stage of con- 
ceptualization, but there is no excuse for failure to 
grasp the main issues in this process after reading the 
contributions of Koupernik, Ornitz and Rutter. 

The section in which treatment is appraised pro- 
vides models not only for the treatment of autism 
but for behaviour disorders in children in general. 
Because of the way the symposium was compiled there 
is a good deal of repetition and cross reference, but 
I found it interesting and instructive to read the 
different emphasis and interpretations that various 
authors placed on each other’s research. 

This is undoubtedly not a handbook of autism for 
the uninitiated, but should be on the shelf of every 
professional worker treating autism or researching 
into childhood behaviour problems. Although I said 
no questions seem to be answered, in fact this work 
does seem to have finally disposed of the idea of the 
schizophrenogenic parents. 

CHRISTOPHER WARDLE. 


NEUROSCIENCES 


An Introduction to the Neurosciences. By 
Brian A. Curtis, STANLEY JACOBSON and 
Еттлот Marcus. London: W. B. Saunders. 1972. 
Pp. 878. Price £8.40. 
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The three authors of this book state that it is 
designed to provide a single integrated text for 
medical school courses in the neurosciences. 'This aim 
has been achieved in a wieldy volume, admirable for 
the clarity of text, generously supplemented by 
excellent diagrams and photographic illustrations. 
Integration is achieved by introducing some relevant 
clinical data in the early chapters which deal pri- 
marily with basic anatomy, embryology and cytology, 
and which include illustrations of light and electron- 
micrographs. 

The clinical aspects are expanded in chapters in 
which clinical cases illustrate anatomical and func- 
tional aspects of the various systems. The chapters on 
the anatomy and clinical aspects of the spinal cord, 
brain stem and cerebral hemispheres are supple- 
mented by problem solving exercises derived from 
actual case records. An answer sheet is available on 
request. Similar exercises in problems of cell and 
nerve physiology are provided. A film strip of sixty- 
two frames supplementing the course and a viewer 
are also available from the publisher. The prices of 
these supplementary aids are not stated. 

Chapter ri is entitled ‘Microscopic Anatomy of 
the Brainstem’, but deals in fact with the gross topo- 
graphical anatomy of tracts and cranial nerve nuclei 
in the form of a series of transverse myelin-stained 
sections and appropriate diagrams and text. Basic 
neuropathology is covered briefly in the chapters 
on the clinical considerations of the cerebral hemi- 
spheres. The microphotographs in this section are 
disappointing, both scant and poorly reproduced. 
For quick reference the final chapter consists of a 
short descriptive atlas of the brain and cord. Е 

This book, being comprehensive and providing ап 
integrated approach, is recommended for post- 
graduate students of clinical neurology, psychiatry 
and neurosurgery, as well as for the undergraduate 
courses for which it is designed. 

PAULINE KAHN. 


Evoked Brain Potentials in Psychiatry. By 
CHARLES SHacass. New York-London: Plenum 
Press. 1972. Pp. 274. Price $18.00. 


This book provides an extensive and up-to-date 
review of studies relating to the EEG changes which 
occur in response to visual, auditory and somato- 
sensory stimuli, an area of neurophysiological investi- 
gation to which the author has made outstanding 
contributions for more than a decade. 

Detailed attention is given to methodological 
problems, including instrumentation, stimulating 
procedure, data analysis and management of arte- 
facts. The type of evoked potentials are described, 


as are their variations with factors such as age, sex, 
handedness and level of consciousness. However, the 
distinguishing feature of this book is the application 
of this technique to psychiatric disorders. Professor 
Shagass’s personal investigation of more than 2,000 
psychiatric patients with neurotic and psychotic 
illness and his findings derived from several hundred 
studies in control subjects are impressive. 

Although parts of this book will be read with 
interest by general psychiatrists, it is primarily 
directed to those working in the field of EEG research 
related to psychiatric disorders. This is a difficult 
and growing area of research and it is inevitable that 
some of the observations and conclusions will be 
challenged by other workers. Nevertheless, this book 
serves both as an invaluable guide to those contem- 
plating studies in this field and as a stimulus for 
future avenues of research. 

Kurt SaHAPIRA. 


DEVELOPMENT 


The Biopsychology of Development. Edited by 
E. Товлан, L. R. Aronson and E. SHaw. 
London: Academic Press. 1971. Pp. 593. Price 
£10.50. 

To bend the reviewer’s jargon, this is not a book 
to buy for your own library but one to borrow from 
someone else’s. Jet-setting symposiasts invariably 
produce papers varying from the outstanding to the 
abysmal. This conference is no exception. It is truly 
multi-disciplinary, the development of behaviour 
being looked at through the eyes of genetics, neur- 
blogy, embryology, biochemistry, endocrinology, 
ethology, psychology and anthropology. 

To this reviewer the ethologists, whose section is 
concerned with the development of social behaviour, 
emerge head and shoulders above the rest both for the 
intrinsic interest of their subject and its potential for 
throwing light on the development of human beha- 
your. R. A. Hinde's critical discussion: ‘Problems in 
the study of the development of social behaviour’ is a 
gem; and J. S. Rosenblatt's review of experimental 
work on suckling and home orientation in the kitten is 
wholly relevant to the psychiatrist. Ethologists seem 
able to observe behaviour carefully (not just experi- 
mental ‘results’), to study worth-while problems, and 
to develop methods which go some way towards a 
successful compromise between natural history and 
experimental psychology. Neural developmental 
processes get my second section prize. Thus the wiring 
of the developing brain for adaptive function (Sperry) ; 
the development of embryonic motility (Hamburger) ; 
the ontogenesis of sensory function in birds and 
mammals (Gottlieb); and the origin and early deve- 
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lopment of neural elements in the human brain 
(Windle) are extremely apposite to anyone trying to 
clarify to themselves the problem of personality deve- 
lopment in the very young child. Third section prize 
goes to biochemical processes. W. A. Himwich takes 
the lid off and shows that the methodology of bio- 
chemistry is not always as rigorous and super- 
scientific as admiring (or self-denigratory) psychiatric 
researchers might be tempted to assume; and that 
seasoned campaigner Frank A. Beach delivers a 
fantastic blast at a contemporary sacred cow: the 
organizational concept of early hormone action on the 
developing nervous system. 

Unfortunately the closer to complex human beha- 
vour the topic, the more trivial the contribution, with 
the pinnacles, sadly, being contributions by Margaret 
Mead and B. F. Skinner, almost devoid of original 
thought. Which might perhaps suggest to conference 
organizers, if they do not know it already, that active 
young investigators put more into their papers on the 
whole than respected elder statesmen. 

ЅїрмеҮ CROWN. 


ETHOLOGY 


The Dominant Man. By Номрнвү KNrPE and 
Скокок MACLAY. Souvenir Press. 1972. Pp. 195. 
Price £2.00. 

Ethologists, having defined patterns of behaviour 
in animals, are busily occupied in showing how they 
apply to human beings. The authors of this book 
maintain that genetically influenced. dominance— 
submissive behaviour contributes basically to the 
formation of the hierarchical structure of societies 
whether animal or human, primitive or sophisticated. 
The establishment of dominance amongst animals 
involves a set of confrontation behaviours in which a 
pseudo-fight takes place stopping short of serious 
physical damage; body size and eye power are 
significant factors in the outcome of the conflict. The 
winner signals his success with behaviour patterns 
which are repeated from time to time to remind the 
group of his position. As the result of contests of a 
like kind amongst progressively less powerful members 
of the group an effective and coherent social structure 
is organized and maintained with remarkable 
stability. In the process the authors find that elation 
and depression are important adaptive mechanisms: 
the former being the appropriate affect for sustained 
dominance, the latter the means by which the loser 
comes to accept his inferior status. 

The behaviour of animals is interestingly compared 
with human hereditary classes and industrial ranking 
systems. The authors find more sense than is usual in 
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Freud’s reconstruction of the primal herd as a basic 
pattern lying at the root of society. 

Lucidly written, it will appeal to those who want 
complex research condensed into a form that can be 
easily assimilated in non-technical language. Notes 
and bibliography give access to the literature. 


MicHARL FORDHAM. 


PSYCHOLOGY 


The Psychological Experiment. Edited by H. B. 
Pgrinsky and M. J. Parron. Pergamon Press. 
1972. Pp. 193. Price £3.50. 

Advances in Experimental Clinical Psychology. 
Edited by Н. E. Арлмѕ and W. К. BOARDMAN. 
Pergamon Press. 1972. Pp. 219. No price stated. 


In addition to a steadily increasing flow of original 
articles in journals, publishers in our expanding 
economy also subject us to a proliferation of volumes 
'edited by', and one may reasonably ask what should 
be the purpose of such volumes. My own view is that 
their prime object should be as representative collec- 
tions of views or reviews related to a specific topic, 
or summaries of the present ‘state of play’ in a parti- 
cular field, pitched at the level of a defined readership 
—general, undergraduate or research—and not as 
vehicles for publication of new material or magpie 
collections of odds and ends. I think it is also desirable 
that the title of a volume should be a valid indicator 
of its contents. 

By these criteria, neither of the above volumes can 
be either commended or recommended. The first 
turns out to be a collection of studies based on Ph.D. 
theses and largely financed by the Merchon Center 
for Education in National Security at Ohio State 
University. The studies fall within the general scope 
of social psychology and concern contrived ‘counsellor- 
client’ situations or ‘negotiations’ between individuals 
over, for example, vast (imaginary) sums of money. It 
will not surprise readers to learn that ‘when a 
counsellor accurately responds to a client-confederate 
as a friendly rather than as a hostile person, the 
counsellor will be induced to make more favourable 
responses to (a) the client, and (b) himself, Whether 
a ‘negotiation’ conducted in writing by subjects 
seated back-to-back bears any relation to real-life 
events is a matter for conjecture: that the editors 
themselves are a little uncertain about the validity of 
the studies is suggested by their frequent placing in 
inverted commas of quite ordinary and unambiguous 
words. 

The title of the second volume is even more mis- 
leading than that of the first, suggesting as it does a 
review of recent advances in the field; but the 
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editors have little to say about the miscellaneous ' 
articles collected, except as an answer to the proposi- 
tion they advance that ‘once psychology lost its mind, 
and now clinical psychology has lost its faith'. Among 
the chapters which do little to restore this faith is one 
by Chapman who warns against the perpetuation of 
psychodiagnostic errors—which is not surprising since 
he is considering interpretations of the Draw-a- 
Person and Rorschach tests; one (by far the longest) 
by Zigler on ‘The Retarded Child as a Whole 
Person’, which has some perspicacious observations 
on the effects of social background and institutionali- 
zation, but is largely a voluminous account of his 
own work; and an extraordinary account by Cleve- 
land, in the name of intervention in the community, 
of an attempt by psychologists to modify the racial 
attitudes of policemen in Houston, Texas. There is a 
good chapter by Hare on psychopathic behaviour: a 
wide ranging review of recent work with a good 
bibliography. (It is interesting that psychopaths tend 
to go to sleep during long experiments; one wonders if 
this is also true in long court hearings.) Finally Maher, 
who was, according to the editors, ‘selected to evaluate 
briefly the materials presented by the contributors’, 
wisely refrains from doing so, except for the gentle 
comment that ‘it is difficult to be sanguine about . . . 
activities . . . subsumed under the heading ‘com- 
munity psychology’. Instead, he gives a brief account 
of the swings of theory which have occurred in 
American clinical psychology. To neither of the fields 
which provide a solid basis for faith in experimental 
clinical psychology, behaviour therapy and rfeuro- 
psychology, is even a part of a chapter devoted: but 
then, these arc fields in which the lion's share has been 
British. 

Joun MoFr. 


The Seventh Mental Measurement Yearbook, 
Vols. I and II. Edited by Oscar K. Buros. 
New Jersey: Gryphon Press. 1972. Pp. 1,986. 
Price $55.00. 


There are three major perpetual works of reference 
in the field of psychology which a clinical psychology 
department might harbour. Psychological Abstracts, 
which are only for those so utterly devoted to ‘the 
literature’ that they cannot bear to miss a drop of the 
waterfall as it descends upon our heads; The Annual 
Review of Psychology, which is eminently useful, 
particularly for those who have research inclinations; 
and The Mental Measurements Yearbook which із 
absolutely necessary for those who wish to use, and 
to avoid the pitfalls of, psychological tests. 

This seventh edition runs to а massive two volumes 
and maintains a high critical standard in reviewing 
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` tests and test-relevant books. Its coverage is ex- 
haustive and exhausting. Each test has its rationale, 
procedures, standardization data and related litera- 
ture carefully analysed, and the thousands of tests 
which psychologists have produced are reduced to 
a reasonable kind of evaluative and catalogue order. 
The indexing is of the kind which onc operates by 
instinctive feel rather than by comprehending its 
logic, but so long as the great era of the psychological 
test remains with us, we need a Buros to guard and 
guide us. 
D. BANNISTER. 


Readings in Human Intelligence. Edited by 
H. J. Burcuer and D. E. Lomax. Methuen's 
Manuals of Modern Psychology. 1971. Pp. 438. 
Price £3.50. 

This collection of readings has been designed as a 
companion volume to Butcher’s previous book (1968) 
Human Intelligence: its Nature and Assessment. It consists 
of 22 published papers; half of them have appeared 
in scientific journals and the other half as chapters in 
different books. The papers are all recent, dating from 
1960 to 1970, except for those by Spearman (1904) 
and by Burt (1940) which have been included for 
historical reasons. The majority of the papers are 
experimental reports or reviews of research of wide 
perspective, while a few are specialized and technical. 

The papers cover a great variety of topics, dealing 
with. problems of measurement and assessment of 
intelligence, the structure and organization of human 
abilities, the relationship between intelligence and 
learning, the problems of creativity and intelligence, 
the interaction of heredity and environment, theories 
of child development and the behavioural correlates 
of mental growth. In addition there is a paper on 
how information is stored in the brain, and another 
dealing with the characteristics and potentialities of 
machine intelligence. The rationale for selection is 
clearly explained in the editors’ introduction. 

There is a large bibliography with over 700 
references, together with an author and subject index. 

The collection of readings will prove useful not 
only as a companion to Butcher’s book, but in its 
own right to all those students interested in problems 
of intelligence. 

Maria А. WYKE. 


Rorschach Theory and Symbolism: A Jungian 
Approach to Clinical Material. By RosERT S. 
MoCurrv. Churchill-Livingstone, for Williams 
and Wilkins. 1971. Pp. 271. Price £7.00. 
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This new contribution to an already crowded 
literature on the Rorschach is justified by its author 
on the perhaps questionable argument that the 
validity of the technique is implied by its continued 
use. The approach outlined in the book is based on the 
claim that the inkblots represent a direct link with the 
subject’s unconscious via archetypal symbols. The 
author suggests some parallels between Jung and 
Rorschach, outlines the specific archetypal signi- 
ficance of each card, drawing upon a wide range of 
mythological, literary, religious and artistic analogies, 
and finally presents five illustrative case studies 
(selected, presumably, for their sensational nature 
rather than their typicality, as they include a man 
aged 167, a teenage homicide-suicide, and an auto- 
vampire). 

The book seems to offer little to the average 
Rorschach user. Location and determinant factors are 
not considered, and interpretation is based entirely on 
content; the approach therefore rests entirely on the 
dubious assumption of the universality of symbols. 
Secondly, despite McCully’s own claim to an empi- 
rical approach, a great many theoretical assumptions 
are made, some of which are dogmatically presented 
as ‘laws’ (for example ‘the law of mutual projection’, 
‘the law of psychic correspondence’). Finally, the 
analysis of Rorschach records presented in the text, 
though often interesting and imaginative, remains 
unconvincing; given the same theoretical approach, 
a different, but equally plausible, interpretation 
could usually have been made. 

PHILLIDA SALMON. 


COMMUNICATION 


Non-Verbal Communication. By J. Ковѕсн and 
W. Kees. London: University of California 
Press. 1972. Pp. 205. Price £2.25. 


This book explores a field of interest to mothers, 
lovers, nurses and psychiatrists, namely that of non- 
verbal communication. This is predominantly a visual 
and perhaps a partially intuitive process which is not 
easily susceptible to analysis and classification. In the 
main the authors have succeeded in this difficult task, 
but in places the price of precision has been a certain 
‘heaviness’ in the text. 

Chapter 3 on the varieties of non-verbal com- 
munication is particularly rewarding, and the 
Summary at the end of the book is excellent and will 
be a boon to examination candidates. On the other 
hand, Chapter 16 on Language and Psychopathology 
is too tantalizingly brief to be of much value to the 
general clinician. 

The text is illustrated by 80 beautifully chosen and 
annotated photographs which punch home the 
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authors’ points in an illuminating and fascinating way. 
To the non-specialist reader the text could be re- 
garded as a commentary on the photographs which 
alone should ensure this book a place on the library 
shelf. Even a brief scan through this book will open 
the reader’s eyes to the importance and prevalence of 
non-verbal communication. 
N. L. GITTLESON. 


Emotion in the Human Face: Guidelines for 
Research and an Integration of Findings. 
By P. Exman, W. V. Friesen and Р. ELLSWORTH. 
Pergamon Press. 1971. Pp. 191. Price £3.50. 


This book covers the literature on the human facial 
expression of emotion and describes the authors’ own 
research in the field. With the inevitable banality of 
the conclusions of such work, for example that it is 
possible to obtain information about certain emotions 
by looking at people’s faces, it might seem that the 
book would be pedantic and highly specialized. In 
fact, the authors guide the reader enthusiastically 
through the methodological difficulties and pitfalls 
of such work, and critically, but not destructively, 
evaluate the conflicting results of earlier studies. The 
result is a stimulating book, with much to teach to 
anyone who wishes to attempt to measure human 
emotions in a clinical or research setting. The book 
is illustrated by two plates of photographs. It would 
have been of interest to have seen more of the original 
pictures used in the various studies. 


STEPHEN WOLKIND. 


PSYCHOTHERAPY 


Tactics and Techniques in Psychoanalytic 
Therapy. Edited by P. L. Grovacaurt. Science 
House Inc. 1972. Pp. 754. Price $20.00. 

The title gives the right impression. This book is 
about what the contemporary psychoanalyst does 
and says in his interviews with patients. There is also 
enough theory in it to indicate why he does it and to 
give a conceptual framework in which to discuss 
tactics and techniques. In general these make sense 
to the non-analyst, who will also note the many 
departures of contemporary practice from the classical 
doctrines, 

Psychoanalysts spend a very high proportion of their 
professional time in observing interactions between 
patient and therapist. Nowadays they treat a much 
wider range of patients than they used to; some of their 
patients show severe psychotic disorders. They are 
тоге optimistic. They get an immense experience of 
challenging situations. Whatever he may think of the 
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theory, the young psychiatrist can learn a great deal 
from psychoanalysts about the conduct of interviews. 

This book has been written for the young psychi- 
atrist who wants to improve his psychotherapeutic 
skills, Its 24 chapters have been written by 15 authors 
or groups of authors, most of them having been 
especially prepared for this book, although little of 
the material is new. There are many distinguished 
names. The late Edward Glover’s introductory 
chapter shows a characteristic vigour and humour. 
The final chapter is a report by Winnicott—also post- 
humous—on a fragment of an analysis of a schizoid 
young man. The several sections are linked by lucid 
editorial comments. Each chapter is illustrated by ref- 
erence to turning points in the treatment of patients. 
This is a book to browse through. Much of it is 
nutritious; some bits tax the digestion. 

Psychoanalysis is changing. Little is said nowadays 
about the undoing of repressions or the recovery of 
traumatic memories. The emphasis is on general 
adjusiment rather than discrete symptoms. Yet the 
shibboleth is still the analysis of the transference 
relationship of patient to therapist, although there 
is some recognition of the importance of the patient’s 
interactions with others. The techniques discussed in 
this book do not include observation of intereactions 
between patients and spouse or other family members. 
The contemporary psychoanalyst still insists on 
being not mediator, referee or producer, but one of 
two protagonists in the drama. 

D. Russert Davis. 


Reconstructions in Psychoanalysis. Ву 
MicuHazL Т. McGure. Butterworths, London 
for Appleton-Century-Crofts, New York. 1971. 
Pp. 147. Price £3.20. 

A useful book for any psychiatrist or social therapist 
who is interested in the conceptual background of 
psychoanalysis. The author says that he is concerned 
with ‘how the analyst organizes the data of human 
concepts so that he may understand and explain 
them’. What are the pitfalls in reconstructing past 
events by means of present ‘memories’? Freud 
himself was much influenced by the theories in vogue 
at this time, especially those of evolution and bio- 
logical methods. Sixty years later many of the 
underlying assumptions are being reviewed. Dr. 
McGuire does not doubt that analysis often leads to 
changes, but possibly ‘effort’ in the relationship is 
more important than the technique used. This book 
is easy to read and will have especial appeal to those 
who favour the academic rather than the pragmatic, 
approach. 

К. F. BARBOUR. 
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Comprehensive Group Psychotherapy. Edited 
by Hanorp I. KAPLAN and BENJAMIN J. SADOCK. 
Churchill Livingstone, for The Wiliams and 
Wilkins Company, Baltimore. 1971. Pp. 911. 
Price £13.00. 

There are thirty-four contributors to this book, of 
whom no less than twenty-four are professors. One 
expects thorough expositions of the theories and 
techniques of all styles of group psychotherapy, and 
one is not disappointed. Nothing is omitted: the reader 
will learn about such items as bull sessions, dance 
therapy, encounter group gimmicks, existential 
therapy, karate-chop experiences, Esalen massage, 
nude marathons, pillow-beating and mattress- 
pounding, roll and rock groups, salesmanship training 
and wild therapy. The book can be recommended to 
every psychiatrist who practises or intends to practise 
group psychotherapy. 

The book is in four parts: 

(a) Basic Principles, which properly starts with a 
history, from which must be quoted: ‘It is difficult 
to say whether the bewildering situation to-day in the 
field of group psychotherapy reflects the primitive 
phase of its development or the disturbing nature of 
the world. Perhaps both.’ 

(b) Specialized techniques, which includes sections 
on Behaviour Therapy, Family Therapy, Psycho- 
drama and Co-therapy. 

(c) Groups for Special Categories such as homo- 
sexuals, children and adolescents, neurotics, psycho- 
tics and alcoholics. 

(d) Training and Research, a vital section for an 
extensive field which presents many unsolved pro- 
‘lems, for instance the extent to which patients should 
be screened and the question of homogeneous (by 
age, sex, diagnosis, kinship, cultural level, etc.) or 
heterogeneous groups? How much should the 
therapist be passive, participative, didactic, authori- 
tative, interpretative? How far should group therapy 
be combined with individual therapy? Is psycho- 
analysis in groups possible? Should sessions last one 
to four hours or are marathons of eight to seventy-two 
hours or even a whole week worthwhile? Are there 
reliable evaluative techniques for any of the styles or 
treatment? 

The psychiatrist will not find definitive answers 
here, but he will be stimulated to ponder, and in 
the end will choose a style that best suits his own 
personality. 

I. ATKIN. 


Aspects of Psychotherapeutic Processes. By 
Erm  GórLmD. Stockholm: Almqvist and 
Wiksell. 1971. Pp. 132. No price stated. 
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Dr. Gétlind, philosopher and research worker at 
Uppsala, bases his monograph on a review of recent 
literature, discussions with leading Swedish psycho- 
therapists, and personal experience of meditation. His 
text moves from the appraisal of some basic analytic 
concepts, through valuable excursions into work (by 
С. Benadetti, J. ЇЧ. Rosen and others) on psycho- 
therapy of the psychoses into a survey of the theory 
and practice of therapeutic meditation. Leuner’s 
method of guided affective imagery gets special 
notice. An account of the author’s autotherapy by 
meditation forms the second and shorter part of the 
book. The earlier chapters of this unusual monograph 
contain obscure speculations, but are in parts brilliant. 


Dents PARR. 


THERAPIES 


Behaviour Modification in Social Work. By 
Derek Jenu, PAuLINE HARDIKER, MARGARET 
YELLOLY and Martin SHaw. John Wiley. 1972. 
Pp. 193. Price £3.75. 

Reinforcing Productive Classroom Behavior. 
By Irwin G. Sarason, EDWARD M. GLASER and 
GxonoE А. Farco. Behavioral Publications Inc. 
1972. Pp. 43. No price stated. 


The first part of Behaviour Modification in Social 
Work, a behavioural approach in social case work by 
Derck Jehu, is a modified version of his earlier book 
which was a rather simpler introduction to learning 
theory as applied in social work. He outlines problem 
behaviour and then discusses in considerable detail 
various techniques of modifying the difficulties. 
Since the book is written for social workers rather 
than for doctors only passing reference is made to the 
more specific medical techniques such as desensitiza- 
tion, particularly using drugs. He outlines a number of 
treatment programmes and comments on the need for 
assessing results of treatment systematically. In general 
this is a useful account of the range of situations in 
which behaviour modification may be appropriately 
applied. It is a little unfortunate that the style is 
somewhat turgid and not always easy to read, since 
the material is of value. 

The second part, written by his colleagues, discusses 
a number of issues of importance. A topical subject, 
the definition of what constitutes a problem, is parti- 
cularly relevant, while the sections on insight and the 
helping relationship are also useful. 

In short, the book is one which has a number of 
topics of interest to psychiatrists as well as social 
workers and well merits a place in a personal and a 
hospital library. 

The other booklet by Sarason et al. gives a very 
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helpful account of behaviour modification techniques 
used in classroom work, but the principles would be 
equally applicable in a ward situation. It gives 
excellent descriptions of individual problems and 
how these can be tackled; it could certainly be recom- 
mended as an introductory explanation to nurses and 
occupational therapists before participating in a 
programme of ward activities based on these 
principles. С. P. Szaczr. 


Psycho-Imagination Therapy. By Josru E. 
Sxorr. Intercontinental Medical Book Corpora- 
tion. 1972. Pp. 245. Price $18.75. 

Every good therapist depends upon improvisations 
which are created at the moment of encounter with 
his patients. Some of these are so valuable (and 
pleasurable), that they call for recording and for 
communication to colleagues. 

Dr. Shorr presents his ideas with enthusiasm, even 
though they can hardly be said to make a contribution 
to the basic theories of psychotherapy. The name 
Psycho-Imagination Therapy is derived from his in- 
struction to a patient to picture himself in imaginary 
situations which he provides. In order to elicit the con- 
flict area he makes demands such as ‘imagine the most 
private moment you can think of *, ‘what does your 
head say to your heart?’, ‘what do your guts say to 
your penis or vagina’. His repertoires include the 
‘finish the sentence technique’, 

Notwithstanding its over-ambitious title, the book 
has a good deal to offer the reader who dips into its 
pages. He will find many valuable additions to his 


techriidues, J. H. Kaun. 


Transactions: the Interplay Between Individual, 
Family, and Society. By Joun SPrEGEL. 
New York: Science House, Inc. 1972. Pp. 455. 
Price $16.50. 

This is a volume of collected papers, some previously 
published but others hitherto unpublished. The book 
lacks the overall coherence of a volume that has been 
specially written for a particular purpose, but this 
does not detract from the value of much of the 
contents. The author makes a courageous attempt to 
bridge the complex transactions that occur between 
the family and society, using the background disci- 
plines that embrace sociology and psychoanalysis. 
His concern with ideas more than practice will have 
less appeal to British psychiatrists whose pre-occupa- 
tion in the National Health Services is more with the 
delivery of mental health care than the theory on 
which such саге is based. ‘The first part, on transac- 
tional theory, is heavy going for anybody who is 
unfamiliar with the jargon and background philo- 
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sophy of transactional analysis, but later chapters are 
more easily digested and John Spiegel puts forward 
some fascinating concepts about transactions within 
the family and during psychotherapy. University 
teachers will find that the last two chapters, which 
concern themselves with the group psychology of 
campus disorders and value conflicts in university, 
gives them a wider perspective on the problems of our 
student population. 

JOHN HARRINGTON. 


OBSTETRICS AND GYNAECOLOGY 


Psychosomatic Medicine in Obstetrics and 
Gynaecology. Edited by Norman Morris. 
S. Karger. 1972. Pp. 638. Price £16.50. 

The editor and the publishers are to be congratu- 
lated on the technical achievement of issuing this 
beautifully produced but very, very expensive book 
so quickly. It contains the proceedings of the Third 
International Congress on Psychosomatic Medicine 
in Obstetrics and Gynaecology, held in the spring of 
1971. Unfortunately all of the 180 papers delivered at 
the Congress are included, most of them in an 
abbreviated form. If publication was considered 
necessary at all, would it not have been better to 
publish the important contributions in extenso, and 
to omit the trivial? 

The range of topics is very wide, from sex education 
to puerpural depression in obstetrics, from puberty to 
the menopause in gynaecology. But I fear the editor 
is guilty of hyperbole when he claims, ‘we trace the 
psychological needs and difficulties for children and 
adults from birth through puberty and adolescence 


into marriage and parenthood and finally to the” , 


menopause’. 

As always, the quality of the papers is very variable. 
There are papers from experts in the field, some of 
them thrice-told tales from old friends. They are 
interesting investigations, most of them reported too 
briefly. And there are ‘tickets of admission’, papers 
that enabled their deliverers to claim their travelling 
expenses. 

The editor hopes that the proceedings will provoke 
widespread interest. Let us hope so too, for this is the 
one justification for the book. 

J. L. GIBBONS. 


DRUG ABUSE 


Drug Abuse. Proceedings of the International 
Conference. Edited by Cars J. D. ZARA- 
FONETIS. London: Henry Kimpton. 1972. Pp. 
616. Price £9.00. 

This book puts together the proceedings of a 
conference held at Ann Arbor, Michigan, in Novem- 
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ber 1970. The meeting was a giant affair, with 1,150 
registered participants. The book contains 54 indi- 
vidual contributions, transcripts of 8 panel dis- 
cussions, and a rousing message from President Nixon 
—I commend your positive approach to turn the 
tide in an area that poses such an unparalleled threat 
to our society’. There is a Preface, followed by, 
Welcoming Remarks by Dr. John A. Gronvall, 
followed by Welcoming Remarks by Dr. Harry A. 
Towsley. One discussant declares that “Things that 
go down here will be read throughout the world, 
and since we have so many distinguished guests our 
words will carry a lot of weight’. On the kitchen 
scales, the book weighs approximately 34 lb. 

So much of it reads like a dream experience—one 
of those dreams that just go on and on, the images 
confused and repetitive. On page 88 a table gives 
the Home Office notification statistics; on page 149, 
there they are again. A paper on “The Pharmacology 
of Madness! is followed by one on ‘Clinical Pharma- 
cology of Hallucinogens and Marihuana’. A section 
on ‘Drug Dependence vis-à-vis Drug Abuse’ cate- 
gorizes types of drug abuse: it is followed by “The 
Many Faces of Deviant Drug Use’, and déjà vu. And 
it's definitely a nightmare if Mr. John E. Ingersoll, 
Director of the Bureau of Narcotics, is to be believed — 
*Many more delays, and the problem may con- 
ceivably begin eroding even more the national infra- 
structures to the point where social stability is 
endangered’, Somewhere in this confused experience 
there are, however, flashes of lucidity—Dr. Jerome 
Jaffe’s eminently well reasoned discussion of main- 
tenance treatments, Dr. Thomas Bewley's review of 

"О.К. experience. Dr. Roger Smith's enormously 
interesting account of amphetamine abuse in Haight- 
Ashbury, and certainly some other papers besides. 
But this volume would have gained much in value if 
it had been edited down to about one third of its 
present length. 

GrirFITH EDWARDS. 


Opiates and Their Alternates Pain and Cough 
Relief. Report of a WHO Scientific Group. 
WHO Tech. Rep. No. 495. Geneva. 1972. 
Pp. 19. Available from H.M.S.O., London. 
Price 30р. 

Nowadays, fewer and fewer people become 
dependent upon opiates and other analgesics be- 
cause they have been introduced to these drugs for 
originally therapeutic reasons. It is also probable that 
efforts at controlling the supply of opiates in order to 

\ reduce the amount entering the illegal market are 
doomed to failure or at least to only very moderate 
success. The expert group itself concludes, ‘the 
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clandestine manufacture of many of the dependence- 
producing synthetic alternates for opiates is tech- 
nically possible’, and that of methadone has certainly 
been achieved. It is therefore questionable whether 
the 'substantial increase in research on chemical 
structure/activity relationships’ to separate ‘the 
desired analgesic and antitussive effects of drugs... 
from their adverse effects, particularly the capacity 
to produce drug dependence’ and the other like 
measures recommended here are really worth the 
expenditure of time and money. After all, a very 
great deal of research has already been carried out, 
and, as this report indicates, the net results in all 
these fields are between two and five synthetic possi- 
bilities, the merit of only one of which has been 
indisputably demonstrated. There are of course 
commercial reasons why the effort continues, but 
though the world undoubtedly requires new and 
better drugs in various clinical situations, pain is not 
amongst these; with cough the situation may be 
somewhat different. 
С. R. B. Joyce. 


Hallucinogenic Drugs. Ву F. Снаѕтіче Brown. 
Charles С. Thomas. 1972. Pp. 154. Price 
$10.50. 


This book states its aim on the front cover: to 
provide further knowledge of the chemistry of the 
hallucinogenic drugs. Not surprisingly, therefore, 
there is rather more chemistry than the general 
psychiatrist might wish to imbibe. Nonetheless there 
is a good admixture of psychiatry and sociology and 
some intriguing historical flashes. The book is written 
with a clarity of style and a judicious sprinkling of 
humour which makes it a pleasure to read and even 
the chemistry is comprehensible for the non-specialist. 
The psychiatrist who specializes in the treatment of 
drug abusers will almost certainly find the work of 
interest, and will have the additional bonus of finding 
himself several steps ahead, in knowledge, of the 
patients whom he treats. 

R. P. магн. 


Biological Basis of Alcoholism. Edited by 
Y. IsRAEL and J. Marpones. Wiley-Interscience. 
1971. Pp. 453. No price stated. 


In recent years research on alcoholism has been 
increasingly concerned with biological aspects. 
The appearance of this collection of essays is there- 
fore timely. Topics treated include the metabolism 
of ethanol in general, and more specifically, its effect 
on the nerve cell and biogenic amines, damage to 
liver, heart and pancreas, nutritional problems, 
congeners (the small molecules other than ethanol) 
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in alcoholic beverages, tolerance and dependence, 
treatment and epidemiology. 

For the most part the essays are authoritative and 
well presented, but inevitably a book written by 29 
authors lacks uniformity of approach. Some chapters 
are essentially reviews of the literature, others record 
the authors’ personal views and experience or 
describe individual research projects. The value of 
the book to the non-expert in this field would have 
been enhanced if each chapter had been followed by 
discussion and an exchange of views amongst the 
participants. Some omissions are surprising. One 
would have expected to find some contribution on the 
neuropathology of alcoholism. The role of personality, 
conditionability and behaviour therapy is largely 
ignored. This book provides useful background read- 
ing on the contribution of some basic sciences to the 
study of alcoholism; it has little to say on the implica- 
tions of the knowledge gained for clinical psychiatry. 

JAN STERN. 


INTRODUCTORY BOOKS 


Lecture Notes on Psychiatry. By JAwzs WiLLI. 
(Third edition.) Blackwell Scientific Publica- 
tions. 1972. Pp. 131. Price £1.00. 

Behavioral Science: A Selective View. By 
FnEDERICK К. Hing, Eric Prewrer, GEORGE L. 
Mappox, PETER L. Hem and RosrrT О. 
Friepet. Churchill-Livingstone. 1972. Pp. 319. 
Price £4.25. 

The first 80 per cent of Dr. Willis’ book is an ideal 
introduction to psychiatry for the medical student, 
being short and simple enough for him to read over 
a weekend and get a bird’s eye view of psychiatry 
before he gets involved in detail. My quibbles are 
concerned with the last twenty pages; a very skimpy 
section on the elderly and none on children, yet a 
chapter on subnormality which includes ‘Penyl’ 
pyruvic oligophrenia, Hartnup and Maple Sugar 
disease. I was also upset that, with the student in 


mind, discussion of individual psychotherapy was 
devoted almost entirely to analytic therapy. This 
book will remain most useful to the student, but just 
misses being a little gem. 

The text book on Behavioural Science which is also 
written primarily for first year medical students, is 
equally simple. There is a relatively short, concise 
and clear section on neurobiology, including localiza- 
tion of brain function, psychopharmacology and sleep. 
This is followed by a long section on dynamic psychi- 
atry of a neo-Freudian slant, again very simple but 
explained at great length, and finally, sections on 
communication and social determinants of beha- 
viour. This book is not really suitable for English 
medical students to read on their own, although useful 
to have in a departmental library for use in a seminar. 


C. M. B. PARE. 


The Growth of Personality. By G. F. Lows. 
Penguin Books Ltd. 1972. Pp. 272. Price 45р. 


This book takes a rather conventional look at 
human personality development, relying heavily on 
neo-Freudian concepts to do so. It is bland and un- 
exceptionable in its style, but tends to rely on the 
traditional ‘Given Knowledge’ approach rather than 
citing much evidence of experimental work. The 
paradigms of psychiatric illness which are presented 
are considerably over-simplified, and the examples of 
personality deviation which are given are rather 
hackneyed. 

The Growth of Personality is scarcely medical eneugh 
for psychiatrists, and though written by a psycholo- 
gist is probably too elementary for trainee psycholo. 
gists. Nevertheless, it is readable and, within the ' 
author’s self-imposed limits, helpful as a particular 
view of a highly complex subject. It is essentially a 
book for the general public, but it could usefully be 
included in an introductory reading list for medical 
students or trainee social workers, provided care was 
taken to present them with alternative viewpoints. 


ALISTAIR Munro. 
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Books Received 


An Introduction to Psychopathology. By D. Козы, 
Davi (third edition). Oxford University Press. Price 
£1.40. 

Life History Research in Psychopathology, Volume 
о. Edited by Merritt Rorr, Lez N. Ross and 
Max Рош лок. Oxford University Press, for Minnesota 
University Press, Price £5.00. 

Focal Psychotherapy: An Example of Applied Psycho- 
analysis. By МіснАЕІ Вант, PAuL Н. ORNSTEIN 
and Enm Вагікт. Tavistock Publications. Price £2.50. 

Adolescents Grow in Groups: Experiences in Adole- 
scent Group Psychotherapy. Edited by Invina H. 
Berxovirz. Butterworth, for  Brunner|Mazel. Price 
£3.80. 

Schizophrenia: Pharmacotherapy and Psycho- 
therapy. By Lester Grinspoon, Jack R. ErwALT 
and КіснАвр І. SHADER Churchill-Livingstone, for 
Williams and Wilkins Company. Price £5.00. 

Rethink: A Paraprimitive Solution. By Gorpon RATTRAY 
Taytor. Martin, Secker and Warburg. Price £2.50. 
Racism and Psychiatry. By ALEXANDER THomas and 
SAMUEL SILLEN. Butterworth, for Brunner] Mazel. Price 

£3-25- 

The Double Brain. By Stuart Dmond. Churchill Living- 
stone. Price £9.50. 

Dynamics of Brain Monoamines. By J. C. DE LA 
Torre. Plenum Publishing Corporation. Price $21.50. 

The Pathology of Memory. Edited by GEORGE A. 
TarLann and Nanay C. WauacnH. Academic Press. 

, Price $12.00. 

Fifty Years in Neurology and Psychiatry. By 
ABRAM ELTING BENNETT. Intercontinental Medical Book 
Corporation. No price stated. 

On Dying and Denying: A Psychiatric Study of Termi- 
nality. By Avery D. Wemman. Behavioral Publications. 
Price $9.95. 

Death and the College Student. Edited by Epwi 5. 
SHNEIDMAN. Behavioral Publications. Price $9.95 (cloth); 
$4.95 (paperback). 

The Cost of Crisis: Proceedings of the Symposium on 
the Prevention of Suicide, Nijmegen, 1971. Edited by 
R. Е. W. DrxsrRA and K. J. M. van ре Loo. 
Van Gorcum. Price Dfl. 25.90. 

The Mentally Subnormal: Social Work Approaches. 
Edited by MARGARET Apams and Howarp Lovejoy 
(second edition). William Heinemann Medical Books. 
Price £3.50. 

Plans and Provisions for the Mentally Handicapped. 
By М. Bong, B. Sram and Е. M. Martin. George 
Allen & Unwin (National Institute for Social Work 
Training Series, No. 23). Price £3.50 (cloth); £2.00 

\ (paperback). 


Census of Mentally Handicapped Patients in 
Hospital in England and Wales at the end of 
1970. Department of Health and Social Security 
Statistical and Research Report Series No. 3. 
H.M.S.O. Price gop. 

A Mingled Yarn: Chronicle of a Troubled Family. By 
Вҥїл.Ан Parker. Yale University Press. Price £2.95. 

Household and Family in Past Time. Edited, with an 
analytic introduction on the history of the family, by 
PETER LastETT. Cambridge University Press. Price 
£12.00. 

Early Child Development and Care, Vol. 1, No. 2 
(March 1972). Edited by Jora Marcus. Gordon and 
Breach. Subscription £6.24 per volume (four issues). 

Assessing Language Skills in Infancy: A Handbook 
for the Multidimensional Analysis of Emergent 
Language. By KewNETH К. BzocH and RICHARD 
LEAGUE. Tree of Life Press. Price $9.00. Accompanying 
Receptive-Expressive Emergent Language Scale (the 
REEL Scale). $20.26. 

Psychology. By Harry F. Harrow, James D. MaGauGH 
and Riomar F. Тномрвом. Albion Publishing Company. 
No price stated. 

The Psychology of Thinking. Ву New. Borron. Methuen. 
Price £3.20. 

Recent Advances in Studies of Alcoholism: An 
Interdisciplinary Symposium. Edited by Nanay K. 
MELLo and Jace Н. MENDELSON. National Institute of 
Mental Health. Price $3.75. 

The Influence of Alcohol and Meprobamate on 
Psychological Processes in Man. By Nims 
Resy. Munksgaard. Price Dan. Kr. 105.00. 

L-Dopa and Behavior. Edited by Smyey Matrrz. 
North-Holland Publishing Co., for Raven Press. Price 
Df. 95.00. 

Hunger and Satiety in Health and Disease, Edited by 
F. КктанвмАн (Advances in Psychosomatic Medicine, 
Vol. 7). S. Karger. Price £14.85. 

Ageing of the Central Nervous System: Biological and 
Psychological Aspects. Edited by Н. M. van Praag 
and A. Е. Karversorr. De Eroen F. Bohn. Price 
Df. 35.00. 

Actions, Styles and Symbols in Kinetic Family 
Drawings (K-F-D): An Interpretative Manual. 
By Roserr C. Burns and S. HARVARD KAUFMAN. 
Brunner| Mazel. Price $12.50. 

The Controlled Trial in Institutional Research— 
Paradigm or Pitfall for Penal Evaluators? Home 
Office Research Studies No. 15. H.M.S.O. Price 29р. 

DCS: Diagnosticum für Cerebral-schidigung (Hand- 
buch). By F. Mirrens. Hans Huber. Price DM 13.00. 


Many of these books will be reviewed at a later date 
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Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor British Journal of Psychiatry’, Chandos House, 2 Queen Anne Street, London, W1M 9ГЕ. 


THE PSYCHO-ANALYTIC MOVEMENT IN 
BRITAIN: A POSTHUMOUS ENDORSEMENT 


Dear Sm, 

In January, 1971 (118, 61-8) you published an 
article of mine, ‘A Contribution to the History of the 
Psycho-Analytic Movement in Britain’. It was rather 
disappointing that, in spite of a special appeal from 
the Editors, no one else familiar with these happen- 
ings made any comment on the historical back- 
ground or described their own recollection of events. 
In these circumstances, I believe a personal letter 
written to me by my friend, the late Dr. Edward 
Glover, will be of interest. He wrote it shortly after 
the article had appeared (16.1.71), and asked me to 
publish it after his death: 

‘Dear Melitta, 

An officious friend sent me a copy of your article 
in the British Journal of Psychiatry, regretting its 
publication and obviously hinting that I “should 
do something about it". To which I replied as 
follows: 

“Dr. Schmideberg’s article, in my view, con- 
taifs more cold-stone truth than any article I 
Jifve read in the past fifty years. (Mutatis mutandis 

* ona few points that don’t affect the major historical 

issue). I have not the slightest intention of acting 
as a stooge for the British Psycho-Analytical 
Society or the International Psycho-Analytic 
Association. If they have anything to say per 
conira, let them get on their own square feet and 
do so. Her exposé is very temperate, I think (We 
mellow, don’t we?). But don’t expect me to lick 
the boots of those who have played the shameful 
róle of timid entrepreneurs." 

Don’t publish this gloss until I have departed 
this life. And Good Luck, you have more stingo 
than I ever pretended to have 

Teddy’ 


In the meantime, there has been another comment 
from the well known U.S.A. analyst and psychiatrist, 
Dr. Karl Menninger, in the Bulletin of the Menninger 
Glinic for May 1972: 

М ‘An article appeared in the British Journal of 

Psychiatry for January 1971 which has been 

conspicuously ignored, as far as I know, in all 
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quarters. A long-time psychoanalyst, the daughter 
of one of the most famous analysts, announced her 
repudiation of psychoanalysis and her official 
separation from it since 1963. Melitta Schmide- 
berg, daughter of Melanie Klein, first reviews her 
early contacts at age of 15 with psychiatry, her 
harming analysis, her Institute training, and her 
subsequent contact with many British, American 
and European analysts. 

‘I think this material will be of the utmost 
interest when the definitive history of the psycho- 
analytic movement is written. She is quite right 
in saying that “Today in the United States it 
requires courage to be critical of psychoanalysis, 
then it took courage to believe in it". Most astonish- 
ing is the frank description by Mrs. Schmideberg 
of her theoretical differences with her mother and 
the political consequences of this.’ 

MELITTA SCHMIDEBERG. 
199 Gloucester Place, 
London NW: 6BU. 


THE IMPACT OF THE ABORTION ACT 


Dear Sm, 

While welcoming the paper by Priest (Brit. 7. 
Psychiat., September 1972, 121, 293-7) on the 
Abortion Act, I would hesitate to agree with his 
‘average psychiatrist’ who, he says, will find abortion 
a treatment for depression that compares favourably 
with anti-depressants and ECT over the short-term 
period. Such a deduction is not supported by & 
small series which I studied at the Chelsea Hospital 
for Women in 1969-70, and which in view of the 
paucity of relevant information should be of some 
interest. 

Women admitted for termination, in those cases 
where this procedure was recommended by a psychi- 
atrist, were given appointments to see me at approxi- 
mately six weeks after their operation. Of the first 
23 patients 18 kept their appointments, and their 
affective state was assessed. The results were as 
follows: 


Markedly depressed a es 4 
Mild though definite depression .. 4 
Mild hypomania as 5 I 
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Psychiatrically well, having been de- 
pressed when originally seen .. 8 

Psychiatrically well before and after, 
although at risk 2i i I 

In 9 of these patients, therefore, affective disturb- 
ance was still present. It does not follow from these 
findings, of course, that the terminations were not 
justified; on the contrary, the initial careful psychi- 
atric interviews had revealed that they were. What is 
indicated, in a significantly large proportion of cases, 
is that the operation, while resolving a traumatic 
predicament, is as likely as not to leave the woman 
still unwell after six wecks. 

In eliciting the patient's views and feelings, care 
was taken to confirm her in the decision which she and 
her doctors had made to terminate the pregnancy; 
her opinion was invited, however, on that decision as 
she viewed the fait accompli in retrospect. Three of 
the nine unwell women and two of the nine well 
women expressed unequivocal moral misgivings. 
This suggests that doctors are not wasting their time 
when they sound out the moral attitudes of candidates 
for abortion, for a timely ventilation of scruples may 
help to avoid self-reproach in later life. Unfortunately, 
many women improvise their philosophy of abortion 
only when already in a state of confusion and distress. 

PETER D. L. Joun. 
‘Fairport’, 
Fortis Green, 
London, N.10. 


SUICIDE IN BRIGHTON 
Dear Sir, 

Drs. Jacobson and Jacobson state that the drop in 
suicide in Brighton could not be due to the Samaritans 
as there was no organization operating in that area 
during 1964-68 (Journal, October 1972, 121, p. 376). 
This is not quite true. 

There was a Brighton branch with a Centre at 
St. Peter’s Church, which disbanded during 1965. 
In the same year a service opened up in Eastbourne, 
22 miles and one local telephone call away. The 
number of the Eastbourne branch was published in 
the Brighton Telephone Directory from that year, 
and Brighton clients built up steadily from only 2 in 
1965 to 61 in 1968, after which an independent 
service developed in Hove. Befriending by Brighton 
volunteers of clients who rang Eastbourne was 
available throughout this period. 

Furthermore, through the period of suicide decline 
in Brighton the original City of London branch of 
the Samaritans became increasingly well known 
nationally as a result of mass media publicity, and it 
has, since its earliest days, received calls from all 
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over the.country, including Brighton to which the’ 
links by road and rail have always been strong. 

The possibility cannot be ruled out, finally, that a 
national organization radiating an ‘ethos’ of suicide 
prevention may have an effect in a town which does 
not actually have a branch of its own. 


RüicuanD Fox. 
Severalls Hospital, 
Colchester CO4 5HG. 


SEXUAL ASPHYXIA 
Dear Sm, ; 

In his paper (Joumal, October 1972, 121, 437-8) 
John Edmondson stresses the feelings of sexual guilt 
which result in such vicious attacks upon the self. 
Symptoms, however, usually and perhaps always 
contain a positive element which it is important not 
to overlook. In this case it is I think the healthy, 
albeit distorted, attempt of this boy to achieve the 
oblivion of an abandoned orgastic experience. 


PETER Lomas. 
Lynwood, 
June Lane, 
Midhurst, 


Sussex. 


LACTATE-INDUCED ANXIETY: 
HYPOTHESIS AND EXPERIMENTAL MODEL 
Dear Sm, 

In his letter (Journal, September 1972, 121,°338), 
Friedhoff writes: ‘Grosz and Farmer (Journal, April 
1972, 120, 415-8) have reported the results of an 
interesting study showing that anxiety symptoms can " 
be precipitated by the production of metabolic 
alkalosis. Unfortunately, they present their results as 
a refutation of the previous conclusions of Pitts and 
McClure (New Eng. J. Med., 1967, 27, 1329-36) that 
an anxiety state can be produced by elevating blood 
lactate concentrations . . .. These newer findings 
should be viewed simply as an extension and refine- 
ment of the hypothesis of Pitts and McClure.’ 

The reason for presenting our findings as a refuta- 
tion of Pitts and McClure's conclusions is first, that 
the kind of study we did should have been carried 
out by Pitts and McClure as a necessary control 
experiment, and, secondly, that we do not believe 
that the results of our study impart any substantial 
new knowledge to the understanding of mechanisms 
underlying anxiety symptoms in general, or of 
anxiety neurosis in particular. In certain susceptible, 
anxiety-prone people almost any major electrolyye 
disturbance, or disturbance of acid-base balanee of 
body fluids, whether respiratory or metabolic, seems 
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‘liable to provoke symptoms of anxiety. Common 
examples that come readily to mind are respiratory 
alkalosis associated with hyperventilation, respiratory 
acidosis associated with lung disease, metabolic 
acidosis associated with uraemia, hyper- or hypo- 
calcaemia associated with parathyroid disorders, and 
so on. The common denominator seems to be some 
deviation from the norm in the patient’s internal 
bio-physical environment. This leads us to believe 
that anxiety-prone subjects, and perhaps anxiety neurotics, 
may essentially suffer from an excessive sensitivity or 
intolerance to disturbances in their internal bio-physical 
homeostasis. They may react with symptoms of 
anxiety and with compensatory homeostatic efforts 
to changes that may remain unnoticed or ignored 
by others. 

Viewed in this light (Arch. gen. Psychiat., November 
1969, ах, 611—9), Pitts and McClure’s experiment 
does little more than illustrate what happens when 
anxiety-prone subjects are suddenly exposed to major 
perturbation of homeostasis—in this case to major 
electrolyte and acid-base balance disturbances. ‘The 
facts that anxiety symptoms can be induced with lac- 
tate infusions even without bringing about significant 
blood Jactate elevations, and that similar symptoms 
can be brought about with bicarbonate infusions 
admittedly refute Pitts and McClure’s hypothesis. 
However, these factors offer no ground for any 
‘extension or refinement of the hypothesis of Pitts 
and McClure’, as Friedhoff suggests, nor for that 
matter do they provide support for any other 


hypoghesized specific mechanism. 
de recently, some experimenters have used 
ium lactate infusions as an experimental model to 
° test the effectiveness of anti-anxiety drugs. The 
rationale for this seems to be based on the erroneous 
belief that lactate-induced anxiety provides a sound 
laboratory model for clinical anxiety. Since lactate 
infusions induce anxiety symptoms that are associated 
with electrolyte, pH and body fluid disturbances the 
like of which are found in nature only in physically 
quite ill people, and ordinarily not at all in anxiety 
neurotics, the validity of using lactate-induced 
anxiety as an experimental model from which to 
extrapolate findings to clinical populations is more 
than doubtful. (In fact, as we will report elsewhere, 
some of the lactate-induced effects are not only 
unusual but also hard to explain.) In fine, Pitts and 
McClure's laboratory model can hardly generate 
clinically valid conclusions. 
Hanus J. Grosz. 
Department of Psychiatry, 
iana University School of Medicine, 
ттоё West Michigan Street, 
Indianapolis, Indiana 46202. 
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THIAMINE DEFICIENCY IN THE 
AETIOLOGY OF THE HALLUCINATORY 
STATE COMPLICATING ALCOHOLISM 


Dear Sm, 


The paper by Blackstock ei al. (Journal, October 
1972, 121, 357-64) on the role of thiamine deficiency 
in the aetiology of hallucinatory states complicating 
chronic alcoholism provides a welcome addition to 
the thiamine deficiency/alcohol withdrawal debate. 
Their findings are not so dissimilar to those from my 
own study (1) as one might suppose from the way 
they have presented their data. 

Our results agree in concluding that hallucinatory 
states may be induced by alcohol withdrawal alone, 
in the absence of any clinical and biochemical evi- 
dence of thiamine deficiency (Blackstock et al., 6/15 
cases, Morgan 4/8 cases with hallucinations). 

The precise role, if any, of thiamine deficiency 
remains problematic. My own findings, based on 
clinical assessment and pyruvate studies on a very 
small series, suggest that hallucinatory states which 
develop while drinking is continuing (and which I 
have termed ‘subacute’ because they may extend over 
several weeks) might be closely associated with 
thiamine deficiency. Blackstock ei al., on the basis of 
their pyruvate findings, clearly do not subscribe to 
this view. However, if the criteria of thiamine 
deficiency in their study are widened to include 
either pyruvate or transketolase abnormalities, or 
both, then their findings show a trend in favour of 
my hypothesis. I suggest that this has still not been 
put out of court and should remain a matter for 
further investigation. 

There are certain very real problems besetting this 
particular field of study. Not only are the subjects 
unreliable as a source of information, but there is also 
a pressing need for more precise definition of the 
mental phenomena involved, as Blackstock ei al. 
rightly point out. Further, the biochemical tests of 
thiamine deficiency need further development. The 
transketolase test, itself superior to the pyruvate 
tolerance test, is still an indirect method of thiamine 
assay. Of course, it does not follow that direct assay 
of thiamine is necessarily any better; for example, 
isolated blood thiamine estimations fluctuate very 
widely with the thiamine intake over the previous 
few days, and are of doubtful value in assessing states 
of true clinical deficiency of thiamine. Some kind of 
thiamine tolerance test may eventually prove to be 
the most sensitive index. Preliminary data using such 
a technique, with spectrofluorometric assay of 
thiamine, have been published by Dewhurst and 
myself (2), but it is not yet clear whether the method 
can distinguish thiamine-deficient from normal 
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subjects. Close collaboration between biochemists and 
clinicians might clarify this issue. 

Н. С. Moraan, 
University of Bristol Department of Mental Health, 
39 St. Michael’s Hill, 
Bristol BS2 8р2. 
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DEPRESSIVE ILLNESSES IN LATE LIFE 


Dear Sm, 

In his recent paper Dr. Post (Journal, October 1972, 
PP. 393-404) considered the distribution of the scores 
of 92 depressed patients on the Newcastle diagnostic 
index (Carney et al, 1965). He found that this 
distribution did not depart significantly from nor- 
mality and concluded that there was, therefore, no 
evidence from this data that a dichotomy exists 
between unipolar and bipolar affective psychoses 
on the one hand and neurotic depressions on the 
other. 

However, Dr. Post’s distribution, and his value of 
X? obtained ( x = 11-3, d.f. = 8, P = -2) suggests 
that the corresponding population distribution may 
not be normal, and that additional data might well 
have produced a significant departure from normality. 
Accordingly I asked Dr. Kendell to let me have the 
distribution of 130 depressed patients on the Newcastle 
index, referred to by him in his 1968 paper (Kendell, 
1968). Dr Kendell has kindly given me this distribu- 
tion, which is reproduced below together with Dr. 
Post's, with the sum of the two and with the expected 
normal frequencies. 

Although Dr. Post's patients were all over sixty, 
and Dr. Kendell’s patients were younger, the means 
of the two distributions are very similar (3-86 and 
3°79 respectively), so are their variances (10:69 and 
10:39), and so are their distributions ( x? = 4-98, 
d.f. — 10, P — -89). It is therefore reasonable to add 
them together, and any departure from unimodality 
found in the combined distribution cannot be due to 
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differences between Drs. Kendell and Post, or their 
data. The two sets of data are also similar in that 
there is a distinct dip at the score of 5 in both distri- 
butions. The distribution of the summed frequencies 
in the Table definitely departs from normality ( ys = 
24°5, d.f. = 11, P = -orr). (Dr. Peter Britton has 
kindly checked this result for me). Thus the hypo- 
thesis that the population distribution of depressed 
patients is normal can be rejected. But this does not 
necessarily mean that the population is non-unimodal; 
in general the distribution might be skewed, or flat, 
rather than bimodal. 

The present data, however, appear to be non- 
unimodal. In particular, frequency of only 16 at the 
score of 5 is considerably less than either of the two 
adjacent frequencies (26 and 27). If the population 
distribution is unimodal, the frequency at score 5 
should be at least a third of the sum of the three 
frequencies at scores 4, 5 and 6, since the scores of 4 
and 6 have the highest frequencies and are therefore 
between the points of inflexion, if they exist. The sum 
of the sample frequencies at the three scores is 69. Thus 
the expected frequency at score 5 (given the uni- 
modal hypothesis) is 23 or more. But it is only 16, 
and the exact probability of obtaining this frequency, 
or less, given an expected frequency of 23, is only -045 
—a significant result. Thus the hypothesis that the 
population frequency at score 5 is a third or more can 
be rejected. This frequency must, therefore, be less 
than a third of the sum of the frequencies at scores 4, 
5 and 6. So it may be concluded that the population 
distribution is not unimodal. 

The distribution of depressed patients is, Фое, 
neither normal nor unimodal. This is an impoMant 
finding, because the data upon which it is based аге" 
certainly not biased in such a way as to generate a 
spurious departure from unimodality; it is clear that 
neither Dr. Post nor Dr. Kendell favour a bimodal 
view of depression. Dr. Kendell (1968, p. 21) con- 
cluded that the bimodal distribution obtained by 
Carney et al. (1965) might well be due to ‘the strength 
of their original convictions and the pernicious 
influence of the halo effect, rather than any charac- 
teristica inherent in the patients’. This suggestion of 
Kendell's can now perhaps be rejected. 

There is one further point which needs to be 
considered. Dr. Post (1972, p. 402) states ‘it should 
in any case seem obvious that an analysis of data 
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glassified as either “black” or “white” (with an 
occasional allowance made for “‘grey’’), even though 
referring to complex phenomena (like “personality”, 
“precipitating factors" or “course independent of 
events"), would lead to equally simple and clear-cut 
results, e.g. the existence of a dichotomy’. 

This is only true when the items of the scale are 
perfectly or very highly correlated amongst them- 
selves. If the items are independent, or only slightly 
correlated, then, in view of the central limit theorem, 
the distribution of the summed scores will tend to 
normality, as Maxwell (1971) has pointed out (see 
also Guilford, 1956, p. 452). The average inter- 
correlation of the items of the Newcastle diagnostic 
index is only about :18. Thus, given an homo- 
geneous population, the distribution of this index will 
tend to be normal, not bimodal. This is also true of 
the Depressive Category-Type Scale (average inter- 
correlation = ·14) on which Garside et at. (1971) 
and Sandifer et al. (1966) found bimodal distributions. 
If this were not so, then such scales as those of the 
EPI and MPI would tend to have bimodal distribu- 
tions, whereas in fact they have unimodal distribu- 
tions. 

Thus the finding that Kendell’s and Post's data, 
when added together, are inconsistent with both the 
normal and unimodal hypotheses clearly indicates 
that there are at least two distinct populations of 
depressed patients. These populations, of course, may 
overlap to some extent, but they are nevertheless 
distinct in the sense that the majority of patients can 
be classified as belonging to particular groups. 

Finflly, as Dalén, a lucid exponent of Popper's 
ideaf, has recently (1972) pointed out, a theory or 
hypothesis can be disproved, but ‘nothing can prove 
a theory is true: collecting facts which are favourable 
to a theory does not lead to any conclusive result’. 
The unimodal hypothesis of depression is a satisfactory 
hypothesis in that it is capable of being disproved. 
But it cannot be proved, as Drs. Kendell and Post 
have tried to do. Indeed, when their separate data 
are increased by adding them together, the resulting 
distribution is inconsistent with the unimodal 
hypothesis, as were the data of Carney et al. (1965), 
Sandifer et al. (1966), Fahy et al. (1969), Gurney 
(1971) and Garside et al. (1971). Thus six sets of data, 
collected by three independent groups at different 
places, are all inconsistent with the unimodal hypo- 
thesis of depression. Is it not now disproved? 


БК. Е. GARsIDE. 
Department of Psychological Medicine, 
University of Newcastle upon Tyne, 
al Victoria Infirmary, 
en Victoria Road, 
Newcastle upon Tyne, МЕТ 4LP. 
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SUSTAINED RELEASE AMITRIPTYLINE 
(LENTIZOL) IN DEPRESSIVE ILLNESS 
Dear Sm, 

As Medical Director to the Company responsible 
for the production of sustained-release amitriptyline 
(Lentizol), and having been associated with Dr. 
Haider in the study reported in the Journal (May 
1972, 120, 521—2), I feel that there are several points 
which require comment in the letter from Dr. Arthur 
Rifkin et al. in the October 1972 issue of the Journal, 
тат, 457. I am sure that Dr. Haider himself will wish 
to reply personally to this letter, but as he is now 
resident in Pakistan and there may be some delay 
before his reply is received I should like to make 
the following comments: 

1. At the present time, to my knowledge, there are 
no published clinical trials demonstrating that 
ordinary amitriptyline given in a single daily dose is 
efficacious. It seems that the authors of this letter 
feel that the new sustained form of amitriptyline, 
which is a recognized advance in the formulation of 
the drug, should be matched against ordinary 
amitriptyline given in an as yet unproved dosage 
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regime. In the absence of such evidence, Dr. Haider 
can firmly claim that a single evening dosage of 
sustained release amitriptyline is an advantage over 
the thrice daily dosage of ordinary amitriptyline, used 
in current therapy. 

2. A very important point has been ignored, or 
perhaps has been unappreciated by Dr. Rifkin and 
his colleagues, that equal therapeutic effect is 
obtained in the case of the sustained release form at 
two-thirds of the dosage of ordinary amitriptyline. 
Clinical trials have demonstrated this. Sims (1972), 
Gomez (1972), Wheatley (1972), Sedman (1972). 
This represents a definite advance, especially with 
regard to psychotropic drugs. 

3. Reference to the effectiveness of imipramine 
given in single dosage is based on a retrospective and 
somewhat impressionistic study covering 43 patients 
by one of the co-authors (Dr. D. F. Klein) at their 
own hospital. This study, and your correspondents’ 
interpretation thereof, are open to criticism on the 
following points: 

(a) Findings with imipramine cannot be taken 
to imply that amitriptyline given in single daily 
doses would necessarily produce similar results. 
This is especially true in regard to side effects. 

(b) Data are retrospective in both groups 
studied. In the first group 12 or 22 subjects re- 
ceived concomitant drugs, several of which would 
inevitably influence the outcome of the patient’s 
depression. All patients in this first group had 
psychotherapy. 

(c) We are not told how the patient’s progress 
was assessed. 

(d) The authors’ claim that a single daily dosage 
of imipramine ‘can give fewer side effects’ is based on 
data (unstated) from three patients. 

4. Dr. Rifkin et al. ignore the important point that 
even if one were to give ordinary amitriptyline as a 
single dose and attempt to compare it with the same 
or two-thirds of the dose of the sustained release form, 
there could be no true comparison, as the two formu- 
lations are quite different. One is a normal film- 
coated compressed tablet of amitriptyline hydro- 
chloride, the other is a gelatine capsule containing the 
active principle in small coated pellets each of which 
is a microdialysis unit diffusing out a fixed amount of 
drug over a specified period. A much more sophisti- 
cated process than ordinary tablet disintegration is 
surely an advance by any standards. 

My Company is, of course, aware that both forms 
of amitriptyline should be compared in a once daily 
dosage, and are at present conducting such clinical 
studies, 

Lastly, I would remind Dr. Rifkin and his 
colleagues that the object of Dr. Haider’s study was 


CORRESPONDENCE 


not to demonstrate an advantage over “ordinary, 
amitriptyline given in an empirical and as yet un- 
proved dosage, but to show that sustained release 
amitriptyline given once a day and producing equal 
therapeutic effect at two-thirds of the dosage of 
ordinary amitriptyline on a thrice daily dosage basis 
is an advance in the treatment of depressive illness. 

Донн M. McGuonrsr, 
William R. Warner & Co. Lid. Medical Director. 
Eastleigh, Hants. 
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FLUPENTHIXOL IN THE TREATMENT OF 
DEPRESSIVE STATES 
Dear Sm, 

In a recent report on the treatment of chronic 
schizophrenia with flupenthixol decanoate (1), 11 of 
the 13 schizophrenic patients whom we treated 
reported a significant elevation of mood. We suggested 
that flupenthixol might therefore prove usefi not 
only as an antipsychotic drug but also as an Aeti- 
depressant, and similar suggestions had been macts 
previously in the columns of your Journal (2, 3). 

We subsequently treated 25 patients suffering from 
sustained depression of mood, average duration of 
depression being 7:5 years. Twenty patients showed 
diurnal variation of mood, 21 depressive hypo- 
chondriasis, 15 depressive sleep disorder and 14 
psychomotor retardation. Twelve had made suicidal 
attempts and most of them were regarded as suffering 
from long-standing ‘mixed’ depressive illnesses (i.e. 
showing both ‘endogenous’, ‘reactive’ and neurotic 
features). Twenty were female, 5 male, and mean 
age was 47 years (range 18-78 years). All but опе 
had previously been treated with various tricyclic 
antidepressants and 14 with monoamine oxidase 
inhibitors, whilst 14 had been treated with electro- 
plexy. 

Sixteen patients were treated with oral flupenthixol 
at a dose of 0-5-2 mg. per day, and 9 with flup 
thixol decanoate 20-40 mg. intramuscularly vel 
2-3 weeks. Of the latter, 5 developed parkiffsonism 
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. (which in all cases responded uneventfully to orphena- 
drine citrate). Patients treated with oral fupenthixol 
reported no side effects except for a tendency to early 
insomnia. Medication was therefore given in two 
divided doses in the morning and lunch-time, cach 
combined with Valium 2 mg., and sleep returned to 
normal. 

Twenty patients reported a good or excellent 
improvement in their symptoms—particularly in 
inertia, retardation and anorexia—within a fortnight 
of starting medication. We consider that our patients 
were chronically and unequivocally depressed, and 
as they had had a variety of previous unsuccessful 
treatments could hardly be regarded as 'placebo 
reactors’, 

Our results, although uncontrolled, seem to support 
our previous suggestion that flupenthixol may prove 
an effective antidepressant; and its marked lack of side 
effects when given orally and the possibility of depot 
treatment in patients otherwise liable to take over- 
doses of drugs with suicidal intent would present 
considerable practical advantages. Other advantages 
would be the absence of dietary restrictions, the 
possibility of combining flupenthixol with tricyclic or 
MAOI antidepressants, and its use in depressive 
conditions in the elderly where the autonomic side 
effects of conventional tricyclic antidepressants are 
often tiresome and occasionally dangerous. No 
evidence of addiction or dependence was seen, 
although this is a theoretical possibility which would 
have to be borne in mind in any drug with such a 
clear mood-elevating effect. Caution would also be 
reghired in very severely depressed patients where the 

ibility of decreased sleep and increased drive 
would have obvious dangers. We feel that further 
controlled and comparative trials are indicated, and 
these are being planned. 


Perser Hart. 

JEAN COLEMAN. 
Powick Hospital, 
Powick, | 
Worcester, WRe 4SH. 
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FLUPENTHIXOL AND THE OUT-PATIENT 
MAINTENANCE TREATMENT OF 
SCHIZOPHRENIA 


Dear Sr, 
rN AI am sure that my friend Dr. Carney will forgive 
me “When I suggest that his letter on long-acting 
N 
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neuroleptics over-simplifies the situation (Journal, 
October 1972, 121, 458). The reasons why patients 
discontinue these regimes or become lost from them 
are extremely complex. Dr. D. A. W. Johnson and 
myself have analysed a series of such defaulters, and 
the results are to be published shortly in Psychological 
Medicine. One thing which emerges clearly is that the 
presence of extrapyramidal or other side effects is 
only one of the factors concerned, and by no means 
the most important. 

In our own experience with. long-acting fluphena- 
zine, which now extends over more than six years, we 
have experienced nothing like the degree of difficulty 
with side effects which Dr. Carney reports. Following 
his letter, I have looked at the last 300 patients who 
have come into the maintenance programme with 
fluphenazine decanoate, Of these, not more than six 
could have been regarded as having to discontinue 
the regime primarily because of extrapyramidal side 
effects. Even for some of these cases the situation was 
complicated by personality or social factors, without 
which treatment might have continued satisfactorily. 

With further experience, we have found in our 
service that a much greater degree of flexibility is 
required in maintaining a regime of long-acting 
injections than had been thought necessary earlier on. 
If the dose of injections, the timing of injections and 
the prescription of anti-parkinsonian tablets are 
suitably adjusted, there are very few patients indeed 
who cannot be satisfactorily maintained on this 
regime. As far аз the results are concerned, the 
preliminary figures from our sample already show 
a dramatic fall in the necessity for re-admission to 
hospital (1). 

Like other colleagues, I find it difficult to under- 
stand Dr. Carney’s strength of emphasis on depression 
as a complication in this form of treatment; I don’t 
think there has been lack of clinical sensitivity on 
our part. In the whole of our experience with this 
programme, only three suicides have occurred, none 
of which could have been regarded as wholly due to 
a depressive reaction. Suicide in schizophrenia is a 
very much more complicated question than this, 
and one is more likely to reduce the rate by effectively 
treating schizophrenia than by withholding essential 
forms of medication. In fact, the MRC double-blind 
trial reported by Gaind at Montreal last May showed 
that only 10 per cent of the patients on fluphenazine 
decanoate injections required antidepressants com- 
pared with 14 per cent of those on placebo. 

From the figures given by Dr. Carney, I cannot 
accept that he is reporting a lower rate of significant 
side effects than would be found with a well-supervised 
programme of fuphenazine depot injections. Although 
my own experience with flupenthixol is limited, I 
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understand that insomnia has already emerged as a 
significant complication with it. Also, Dr. Carney 
doesn't state which form of fluphenazine his figures 
relate to, and I think it is generally accepted that the 
decanoate shows a significantly lower rate of trouble- 
some side effects than the enanthate. 

Willingness to co-operate in a long-term treatment 
programme of this kind involves many issues, which 
go far beyond the actual pharmacological effects of 
the medication prescribed. Success depends to a 
large extent on managerial and information systems, 
which are at present still in their infancy. The De- 
partment of Health and Social Security has recently 
approved a research grant for a system of continuous 
monitoring to be developed in this area for vulnerable 
schizophrenics. I am sure that with further develop- 
ment in this direction pharmacological side effects 
will be seen in better proportion and will be found to 
be of much less overall significance than Dr. Carney 
has suggested. 

H. L. FREEMAN. 
Hope Hospital, 
Eccles Old Road, 
Salford, M6 8HD, 
Lanes. 
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INTRAVENOUS DIAZEPAM IN 
DRUG-INDUCED DYSTONIGO REACTIONS 


DEAR Sm, 

In their recent paper under this title, Korczyn and 
Goldberg (Journal, July 1972, xax, 75—77) speculated 
that oral diazepam might be an effective prophylaxis 
against the development of such reactions. We wish 
to report on the effect of intravenous and oral 
diazepam in a patient with a chronic movement 
disorder. 

The patient is a 56-year-old Caucasian man who 
developed choreoathetotic movements in his right 
wrist in February 1970. Within six months the 
movements spread to his right arm, neck and face. 
The patient became bedridden and could not feed 
himself. The movements were not present during 
sleep. It was found that massage of his right temple 
would completely remove the movements; and so, in 
September 1970, he was started on thioridazine, 150 
mg. by mouth each day, and benztropin, 2 mg. by 
mouth daily in divided doses. The movements had 
stopped at the time of his next clinic visit in Decem- 
ber 1970, and he was returned to the care of his 
family physician. 
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In January 1971, chlorpromazine, 200 mg. by 
mouth in divided doses each day, was substituted for 
thioridazine by his physician. The abnormal move- 
ments gradually recurred, and progressed in severity 
over the next 24 years. He was referred back to this 
hospital in July 1972. On admission he had marked 
head bobbing, a large amount of facial grimacing, 
and choreoathetotic movements in his left arm and 
both legs. Chlorpromazine and benztropin by mouth 
were discontinued. Phenobarbital, 60 mg. by mouth 
each day, had no effect on the movements. Benztro- 
pin, 2 mg. i.v., had no effect either. 

In preparation for a pneumoencephalogram, the 
patient was given diazepam, 5 mg. i.v. His movements 
stopped as he went to sleep and remained markedly 
decreased on awakening. For 24 hours the patient 
was able to sit and feed himself unassisted. However, 
the movement disorder returned after that time. 
Diazepam by mouth, in a dose ranging from 10 to 
30 mg. per day over a 10-day period, had no further 
beneficial effect. 

Bianchine and Bianchine (1970) noted an imme- 
diate cessation of torticollis after i.v. diazepam in a 
patient unaffected by iv. diphenhydramine. This 
effect lasted several hours at most in their patient, 
but was reproduceable. Long-term benefit was affor- 
ded by oral diazepam in a modest dose. High dose of 
oral diazepam led to significant improvement in 
one patient with dystonia musculorum deformans, 
in whom a single i.v. dose produced a dramatic 
change lasting a few days (Keats, 1963). However, 
other workers have not been impressed by any 
long-term benefit from oral diazepam in this chrdgic 
movement disorder (Barrett et aL, 1970; Ch 
1970). 

WiLLIAM HRFFRON. 
MicnagL P. McQuitien. 

Department of Neurology, 

University of Kentucky Medical Center, 

Lexington, Kentucky 40506, U.S.A. 
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METRAZOL (LEPTAZOL, CARDIAZOL) 
WITH ECT 


Dear Sr, 


About twenty years ago my associates and I 
published one of the first papers on the use of succinyl 
choline in electroshock therapy (‘Report on the Use 
of Succinyl Choline Dichloride in Electroconvulsive 
Therapy’, American Journal of Psychiatry, 109, No. 12, 
June 1953). 

Since that time, there appears to have been rela- 
tively little advance in electroshock therapy. 

For years we have noticed that some patients who 
make little if any response to shock treatment 
(curative response) have often received an incomplete 
seizure. The seizure is either brief in duration, is 
partial or ends abruptly. Occasionally, a patient may 
not have a seizure at all. If a large amount of succinyl 
choline is used, the psychiatrist may not even be 
aware of a deficient seizure. Seven or eight years ago, 
we started giving intravenous metrazol to enhance the 
seizure in these patients. 

The average patient is given 8 c.c. of a 10 per cent 
solution of Brevital. The needle is left in the vein and 
the syringe is removed. Succinyl choline, 20 to 80 mg., 
depending on the patient, is then administered. Again 
the needle is left in place and the syringe removed. 
Metrazol, 5 to 8 c.c, is promptly administered 
intravenously. 

After a wait of approximately one and one-half 
minutes, during which time the patient is given 
positive pressure oxygen, electrical treatment is then 
giyén. The average dose of metrazol is 5 c.c., but we 

ve no hesitancy in increasing this dosage if indi- 
cated. The metrazol does not arouse the patient. 
Adequate convulsions are produced. We have seen 
no delayed seizures, nor have we seen status epilep- 
ticus. By using succinyl choline, the seizure is little 
more pronounced than in an ordinary successfully 
administered electroshock treatment. 

I belieye that it is well known that intravenous 
Valium is probably the best medication to use in 
terminating status epilepticus. Occasionally one will 
encounter a patient who while recovering from the 
administration of an electric treatment becomes 
highly disturbed. This is similar to the state of a 
patient in the first stage of anaesthesia. It occurs 
whether or not a patient has had metrazol. We have 
found that the administration of 1 to 2 c.c. (5 mg. 
per c.c.) of diazepam (Valium) intravenously is a 
superb quieting agent. The Valium is given in such 
cases immediately after the effects of succinyl choline 


sey have worn off. Intravenous Valium tends to depress 


— чон and for this reason patients should be 
kep S treatment room until respiration is well 
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established. Often the same dosage of Valium seems 
to prevent, or minimize, post-treatment headaches, 

I am writing this letter in the hope that others may 
find our experience helpful. 

Corsetr H. THIGPEN. 

Meadow Garden Hospital, 
19355 Nelson Street, 
Augusta, 
Georgia, 30902. 


KETAMINE AS AN ANAESTHETIC FOR ECT 


Dear Sr, 

The article ‘Ketamine: A Safer Anaesthetic for 
ЕСТ”, by Brewer and associates (Journal, June 1972, 
679-80) is quite interesting for a number of reasons. 

'The authors refer to ketamine as a safer anaesthetic 
for ECT, but they present no evidence to support the 
claim made in their title. Although they report a 
total of 62 anaesthetics being provided by ketamine, 
they do not report on any evidence that the morbidity 
associated with the ketamine was lower than with a 
similar group of patients treated with other anaesthe- 
tics. They do report that 24 intravenous thiopentone 
anaesthetics had been administered to a control group, 
but no morbidity was found in that group cither. 
One of the factors which they have ignored is the 
reduced safety to the patients undergoing ECT and 
to other patients in the recovery room when recovery 
time is prolonged, as occurs with the use of intra- 
muscular ketamine, the average awakening time 
being in the neighbourhood of 30 minutes with a 
range up to 1$ hours. In an active recovery room this 
would be a considerable complication in the care of 
our patients. They further fail to take into account 
the potential hazard of anaphylactic reactions which 
occur with the use of hyaluronidase mixed with the 
ketamine which is administered intramuscularly. 
The use of hyaluronidase has largely gone out of 
favour because of the potential seriousness of this 
reaction. Additionally, the authors mention only 
briefly that, following the induction of anaesthesia, 
succinylcholine and atropine were given to each 
patient, and this, of course, requires a further intra- 
venous injection. In the case of a patient who is 
particularly apprehensive about intravenous injec- 
tions, the advantage of inducing anaesthesia by an 
intramuscular route is worth consideration. 

The particular technique suggested by Brewer and 
his associates, that is, intramuscular ketamine plus 
hyaluronidase, is a method which might be useful in 
very selected patients. However, for the reasons which 
I have enumerated above, I feel that it may not be as 
safe as the intravenous thiopentone-succinylcholine 
technique which we are now using and with which 
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our recovery room nursing staff is thoroughly 
familiar. 
Сто D. GREEN, 
Professor and Ghairman of Anaesthesia. 
Memorial University of Newfoundland, 
St. John’s, 
Newfoundland, Canada. 


A REQUEST FOR JOURNALS 


DEAR Sm, 

The Department of Psychiatry in this College has 
only recently been established, and at present we 
are engaged in building up a department which we 
hope ‘will achieve high standards of scholarship and 
practice. As is invariably the case in developing 
countries, financial resources are severely limited, so 
that the task of building up a library, for example, 
becomes extremely difficult. 

In this connection we are writing to ask if any of 
your readers would be able to help us in building up 
our collection of back numbers of psychiatric journals. 
To purchase back numbers through commercial 
channels is prohibitively expensive, but we feel sure 
that there must be many psychiatrists who would be 
glad to help the cause of psychiatric education in 
India by donating journals which they no longer 
require for their personal use. We are particularly 
anxious to obtain copies of back numbers of the 
British Journal of Psychiatry, but also of other journals 
in the fields of psychiatry and psychosomatic medicine. 

We can arrange for transportation to India from 
the British Isles, U.S.A., or Australia. If anyone who 


can help us by donating journals would kindly write 


to us, we can make the necessary arrangements. 


E. R. CHANDER. 
W. R. BRzAKEY. 
Depariment of Psychiatry, 
Christian Medical College, : 
' Ludhiana, Punjab, 
India. 


CLARKE INSTITUTE OF PSYCHIATRY 
RESEARCH FUND ANNUAL $1000.00 PRIZE 


Dear Sir, 


This annual prize was established in 1969 for the 
purpose of stimulating research in psychiatry in 
Canada. The funds are made available by the 
psychiatrists practising at the Clarke Institute of 
Psychiatry, and it is their hope that the award will 
help to emphasize the importance of mental health 
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research in today’s health care, and to acknowledge . 
outstanding Canadian contributions in this area. 

The prize will be awarded annually to a clinical or 
basic scientist who has published a report or disserta- 
tion on outstanding research within the field of 
mental health during the preceding year. The scientist 
shall have carried out his work in Canada, while 
resident in Canada. He may apply or be nominated 
for the prize up to r March in the year following 
publication. 

All applications (or nominations) should be 
forwarded in triplicate to the Research Fund Com- 
mittee of the Board of Trustees of the Clarke Institute. 
The Trustees’ decision will be final. When more than 
one author is involved in the published work the 
Board of the Institute will determine the proportion 
of the prize to be awarded to each author. 

The prize will be presented at the Annual Meeting 
of the Canadian Psychiatric Association. Any 
expenses related to the presentation of the prize will 
be covered from the Clarke Institute of Psychiatry 
Research Fund. 

All nominations and applications postmarked on or 
before т March 1973 will be considered. Nominations 
or applications, and requests for further information, 
should be addressed to the undersigned. 


К. E. Turner. 
Clarks Institute of Psychiatry Research Fund, 
Clarke Institute of Psychiatry, 
Room 814, 


250 College Street, 
Toronto 2B, Ontario, 
Canada, 


A CORRECTION 


‘Suicide in Brighton’, by S. Jacobson and D. M. 
Jacobson, British Journal of Psychiatry, 1972, І21, 
369-77. 

It is regretted that a paragraph was omi from this 
paper. The following should be inserted on р. 374, 
after the first paragraph of (v) ‘Previous admissions to 
psychiatric units’: 2 


(vi) Previous attempts and threats of suicide 

There were 36 cases (21:2 per cent) where previous 
attempts at suicide were made. These consisted of 17 
males (24:3 per cent of males) and 19 females (19 per 
cent of females). These figures contrast significantly 
with those quoted by Seager and Flood where females 
preponderated among those with previous suicide 
attempts (70 per cent). Our series points to the greater 
inclination of males towards suicidal вепрь РЕ 
the final culmination of the fatal act. í 
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for its preparations of pericyazine 

Full information is available on request to 
May & Baker Ltd Dagenham Essex RM10 7XS 
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In an aggressive age 
there is a clear place for 


ion, in the “naughty” child, the 
antisocial adolescent, the irritable 
geriatric, the psychopathic delinquent — 
whenever, in fact, it manifests itself as а 
symptom of disturbed behaviour — is a 
clear indication for treatment with 
*Neulactil'. 
Clinical experience continues to confirm 
the unique action of ‘Neulactil’ as a 
powerful inhibitor of aggression and 
impulsiveness and as a regulator of mood 
and reducer of anxiety in patients of all 
ages. It is shown to be of great value in 
lessening excitement and hostility, 
improving contact and sociability, 
promoting composure and 
harmony. 
‘Neulactil’, moreover, achieves and 
maintains these results at dosage levels 
which rarely cause unpleasant or 
unwanted side-effects. 
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KINGSWOOD SCHOOLS, BRISTOL 
SEDBURY PARK SCHOOL, CHEPSTOW 





PSYCHIATRISTS 


for sessional work are needed at these two Approved Schools situated approximately 
30 minutes drive apart. Both expect to become Special Community Homes in April 1973. 
The total number of sessions available average 134 per week. The appropriate local 
authority rates apply both for fees and travelling expenses. 


Kingswood Schools consist of three units on the one campus: an Assessment 
Centre currently doing diagnostic work for deprived and delinquent boys from 8-18 years, 
most of whom are expected to be placed in Special Community Homes after assessment; 
a Training school for 80 boys most of whom are delinquent and disturbed; a Special 
(secure) Unit for 20 boys who are very highly disturbed, most of whom are persistent 
absconders. Full-time Psychologists, Field Social Workers (including a Senior P.S.W.), 
Residential Social Workers and Teachers are employed. The Assessment Centre is 
expected to develop to serve a comparatively small geographical area as an all-purpose 
diagnostic unit which in time will accept both girls and boys, aged from approximately 
5-18 years. The Training School has three house units, one of which is a shared responsi- 
bility therapeutic community; much use is made of group work throughout the school 
and all boys have an individualized educational programme based on a modified 
integrated day. Age range approximately 12-16 years. In the Special Unit there is a very 
high staff/boy ratio and each boy has a personal treatment programme. Age range 
approximately 12-16 years. 


Sedbury Park has room for 86 boys and also specializes mainly with disturbed 
delinquents, working through a house system and very well equipped school rooms and 
workshops where boys of good intelligence have ample opportunity for educational 
development. There is also an intensive care unit for up to six boys which is used as 
part of the treatment facilities of the school as a whole. The ethos of both Sedbury Park 
and Kingswood is essentially rehabilitative, and both enjoy excellent relationships with 
local authority Social Services. Both are heavily involved in the training of students and 
have between them a total of approximately 160 well qualified staff. 


in all parts of the Kingswood estate and at Sedbury, the Psychiatrists would be 
expected to work as members of teams of staff. In all aspects, essential roles would be of 
staff support, group work with both boys and staff, individual clinical assessment (at the 
Assessment Centre) and subsequent re-assessment: participation with staff in assess- 
ment, re-assessment and review case conferences would be expected and there would 
be opportunities for some individual counselling and psychotherapy in flexibly structured 
treatment milieu. 


Applicants should be qualified Child Psychiatrists, It is not expected that one person 
could take up all the necessary roles. Interested Psychiatrists are invited to contact, in 
the first instance: Mr. J. L. Burns, Principal, Kingswood Schools, Britannia Road, 
Kingswood, Bristol. Tel 674073. 
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‹..а definite therapeutic advantage." 


Highly effective Rapidly acting 
'Protriptyline is a more stimulating *' ... and it is concluded that the increased 
antidepressant and is most useful in mildly speed of action of protriptyline compared 
depressed anergic patients, usually with that of most other tricyclic 
middle-aged and older.’ antidepressants gives it a definite 
Practitioner, 1970, 205, 307 (Sep) therapeutic advantage.” 


Clin. Trials J., 1970, 7, 423 (Nov) 
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to give your depressed patient early encouragement 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for airmail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 

4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere, Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article, It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 


5. All measures must be expressed in the metric system, c.g. weights in kilogrammes: temperatures 
2; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres, 





in ? 
6. ^ summary should be provided at the end of every article. 


7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the autho then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 





8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or A4 paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


9. References should be listed alphabetically at the end of the paper, the titles of journals being. 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be included in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 

г. ABEL-SMITH, B., and Trrmuss, R. M. (1956). The Cost of the National Health Service in England 
and Wales. Cambridge. 

2. ABENSON, M. Н. (1969). ‘Drug withdrawal in male and female schizophrenics.” British 
Journal of Psychiatry, 115, 961-2. 


3. APPEL, К. A. (1959). ‘Religion’, in American Handbook of Psychiatry (ed. Arieti). New York. 


In the body of the paper, references may be by author and date: ‘Abenson (1969); or by reference 
number: ‘Abenson (2), as the author wishes. 


Please check the accuracy of all references in the manuscript before submission, to make sure there 


are no typing errors in dates and page numbers, and that dates and spelling of names correspond in lext and 
reference list. 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked, 


10. Fifty reprints of each article are supplied free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
Limited, The Invicta Press, Ashford, Kent. 
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Bergen Pines County Hospital — Columbia University Affiliated Hospital 


PSYCHIATRIC RESIDENCIES 
APPROVED RESIDENCY PROGRAM 


Applications are invited for residency appointments in psychiatry. Didactic 
work will be carried out at Columbia University and full clinical exposure will 
be given in all areas of adult and child psychiatry in the extensive facilities of 
Bergen Pines County Hospital situated in lovely countryside twenty minutes 
from New York City. 

This comprehensive program will also include assignments in community, drug 
abuse and alcoholism programs. Third year electives will include clinical 
administration (chief residencies) and research. There will be an emphasis in 
this program on the fundamental principles of community psychiatry. Vacancies 
in all years available. Starting time can be made flexible. Salaries competitive. 


Please send applications to 
Dr. Nathan S. Kline, Director of Psychiatry 
Bergen Pines County Hospital 
Paramus, N.J. 07652 






IRELAND 
Senior Psychiatrists (Mental Handicap) 


in the Psychiatric Service, Eastern Health Board (2 posts) 


The persons appointed may also be assigned some duties in the general psychiatric service 
of the Board. 


Salary: £4,470, with certain private and consultant practice. Special superannuation 
provisions. DPM or equivalent and five years experience in Psychiatry essential. 
Further vacancies, if they arise, may be filled from this competition. Latest date for 


receiving completed application forms: 28 FEBRUARY 1973 


For application forms and further particulars write to Secretary, Local Appointments 
Commission, 45 Upper O'Connell Street, Dublin 1. 


DIRECTOR 


required for expanding community mental health centre attached to a General Hospital. 
Service comprises in-patient, out-patient and day hospital facilities set in a recreation 


area of Ontario. Excellent school, community college and University facilities. 
Applicant must be eligible for licensing in Ontario and have certification in Psychiatry. 
Full time salaried post (salary open to negotiation) or part-time sessional basis. 


Apply immediately to Administrator, Peterborough Civic Hospital, Peterborough. 
Ontario, for further information. 
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"А most effective antidepressant''2 
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PSYCHIATRIC CASE REGISTERS — TEN YEARS ON 


TWO-DAY CONFERENCE 


to be held in 
UNIVERSITY OF ABERDEEN 
28-30 March 1973 


The North-East of Scotland Psychiatric Case Register will have been in 
operation for ten years at the end of 1972. To mark this occasion and 
present information on the developments and results of ten years of 
operation of a psychiatric case register, a conference will be held at the 
University of Aberdeen from Wednesday 28 March to Friday 30 March 1973. 
It will provide an opportunity to assess the value and uses of register 
systems and to discuss future extensions and developments. Speakers 
will include representatives from each of the psychiatric case registers in 
Great Britain. 

The conference should be of interest to epidemiologists, psychiatrists, 
psychologists, medical administrators, records officers, computing 
personnel, and other disciplines. 

Further information and booking forms are available from The Con- 
ference Director, Mental Health Research Unit, Cornhill Road, Aberdeen 
AB9 2ZX. 
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The Prognosis of Psychiatric Disorders in 
Young Norwegian Men 


By ARNE SUND 


t 
INTRODUCTION 


The aim of this social-psychiatric and personal 
follow-up examination has been to illustrate the 
long-term prognosis of Norwegian youth suffer- 
ing from psychiatric disorders which initially 
presented during peacetime compulsory military 
service. The follow-up examinations were con- 
ducted personally, and a control group of 
presumed healthy men was also followed. 
Sund (1968, 1970) has made a systematic com- 
parison between the patient group and the 
control group concerning prognosis. Here, 
therefore, the main emphasis will be on a 
comparison of the courses followed by clinically 
different diagnostic sub-group. Eitinger (1950) 
showed the necessity of undertaking personal 
follow-up examinations in order to map out the 
prognosis for this kind of patient. Prognostic 
studies outside Scandinavia have been reported 
by Ginzberg et al. (1959), by Glass et al. (1956) 
and by Plag and Arthur (1965). However, the 
periods of observation in these studies have been 
short; moreover, adjustment to the military 
system was the objective, and the cases were not 
personally examined in a follow-up. It has been 
difficult to find prognostic studies with suffi- 
ciently long observation periods and with 
personal follow-up to serve as an adequate basis 
of comparison with our material. To a large 
extent, therefore, we have chosen to see the 
development of our patients in relation to our 
knowledge of psychiatric reactions in the rest of 
the population. 


MATERIALS AND METHODS 
The patient material consisted of young men 
engaged in compulsory military service, who 
had been treated at the University Psychiatric 
Department in Oslo (‘The Department’) as 
in-patitnts during the period 1/7/49 to 1/7/59 or 


1 
Ф 


as out-patients between 1/7/53 and 1/7/56. All 
had been examined by Army doctors and been 
passed fit to be enrolled in the peace-time Army. 
The ‘original examination’ to which reference 
is made concerns the examination or treatment 
given at the Department. The ‘observation 
period’ is the time between the original and the 
follow-up examination. A personal follow-up 
examination was undertaken of those who, in 
1964-65, were living in the southern part of 
Norway: Oslo, Akershus, Ostfold, Vestfold, 
Telemark, Buskerud, Hedmark, Oppland. Of 
21g patients, three had died, three disappeared, 
seven had emigrated, and three did not wish to 
co-operate. The remaining 203 patients, 08-5 
per cent of those who were still alive and living 
in the country constitute the group personally 
examined by the author in a follow-up. Of these 
94 per cent were seen at their homes, 3 per cent 
at hospital and 3 per cent in his office. The 
average length of the observation period was 
10:7 years, and the average age at follow-up was 
32°2 years. Supplementary information was 
collected from military, health and personnel 
records, the central criminal register, and the 
local registers of fines,* from the doctor in 
charge of the care of alcoholics, from tem- 
perance committees, from the central psychosis 
register, from social institutions and from 
hospitals. 

The average age at the time of the original 


„examination was 21:5 years, varying between 


18 and 23 years. 72:9 per cent had completed 
three months service or more. 50:7 per cent 
were out-patients while the rest were treated as 


* The central criminal register, kept by the Depart- 
ment of Justice in Oslo records ай ‘real’ criminal acts and 
covers the whole country. The local registers of fines are 
kept by the county police offices; they record minor 
offences committed by residents in the respective counties. 
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hospital in-patients divided fairly equally be- 
tween stays of ‘1-4 weeks’ and ‘4-12 weeks’. 
Only 6:4 per cent were in hospital for longer 
periods. 9o per cent were treated during the 
years 1952-1955, the remaining IO per cent 
being divided equally before and after these 
years. Treatment was in accordance with the 
psychiatric practices that obtained at that time; 
27 per cent received systematic psychotherapy, 
19 per cent somatic forms of treatment, 54. per 
cent received supportive therapy, social therapy 
and other concrete forms of aid. Of the patients 
admitted to hospital, 50 per cent were positively 
motivated in relation to the admission itself 
and 64 per cent adjusted well to the Department. 
Diagnoses made at the original examination 
were: neuroses 52:7 per cent, psychopathy 
24:1 per cent, psychoses 16:9 per cent, 'other 
diagnoses’ 6:9 per cent. The criteria for this 
classification are taken from Langfeldt's (1964) 
textbook. The neurotic group included patients 
with neurotic reactions and character neurotics 
who were distinguished by an inhibited per- 
sonality. The concept of psychopathy is, to a 
large extent, along the lines of Schneider's 
(1939) definitions. 46 per cent had had their 
complaint for more than a year, 43 per cent for 
1-12 months, and only 11 per cent had suffered 
for less than four weeks. The aetiology of the 
conditions was an interaction of predisposing 
psychopathology, current living conditions and 
attitudes towards imposed duties to society in 
the form of military service. In only 10 per cent 
of the cases however was the military situation in 
itself considered to have been the main contri- 
butory factor of the disorder. 

The control group consisted of 101 men born in 
1933. They had grown up in the same geo- 
graphical area as the patients and belonged to 
the same age group. They were accepted for 
compulsory military service by a draft board or 
the equivalent in 1952. The ‘original examina- 
tion’ for this group was at the time of the board 
or when they entered upon their service. Out of 
105 men chosen at random from this year-class, 
one had died, two had emigrated and one did 
not wish to co-operate. The remaining 101 
constitute the control group, and they were 
examined in their homes by the author person- 
ally in a follow-up in 1964-65. Supplementary 
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information was collected from the 
sources as for the patients. 

Statistical calculations have been carried out to 
compare the numbers in different diagnostic 
categories. Additionally, the neurotic patients 
(N) have been compared with the remaining 
part of the patient group (P minus N, written 
P-N) and with the control group (C). The 
tables also show a comparison between the 
total patient group (P) and the control group 
(C). Differences have been examined by x? 
to see if they are statistically significant at the 
5 per cent level (Р = 0:05). A regression 
analysis is also presented. 


FINDINGS 
Occupation, education and social class during the 
observation period and at the time of the follow-up 

examination (see Table I) 

Explanation of categories: the occupation 
group ‘craft/industry/business’ includes the hotel 
industry, transport and communications; ‘other 
occupations' consist of civil servants, indepen- 
dent contractors, apprentices, and school- 
children and other unemployed persons. Assess- 
ment of social class is largely based on the usual 
criteria, the main weight being placed upon 
occupation and education; residence and income 
figure less importantly: 

Social Class I: Directors, academics and 
similar professional people 
Major businessmen, higher 
official, large-scale farmers 
Social Class III: Technicians, middle-scale 

officials, fully-qualified arti- 
sans, small-scale farmers, 


Social Class П: 


minor businessmen and 
shopkeepers 

Social Class IV: Foremen, skilled workers, 
crofters 


Unskilled workers, farm 
labourers, foresters 
Comment: A relatively large number of 
psychotic patients belong to ‘other occupations’. 
Neurotic patients are strikingly often repre- 
sented in the group: ‘craft/industry/business’ 
and ‘same occupation’, and there is a tendency 
for them to be found in excess in the categories: 
‘completed education’ and ‘social classes.P-IV'. 


Social Class V: 


Same * 
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The neurotics differ less from the controls than Function and symptoms resulting from psychiatric 


they do from the other patients. 


Civil status, marriage and age at marriage at the 

lime of the follow-up examination 

(see Table II) 

Explanation of categories: marital state is 
shown as being disharmonic if conflicts have 
B between the marriage partners which 

ave threatened the security of the marriage 
or directly resulted in separation or divorce. 

Comment: The marital adjustment is bad in the 
case of psychopaths. Neurotic patients are 
especially well represented among those who 
enjoy a consistently harmonious marriage. They 
marry earlier than the controls. Psychotic 
patients are relatively often unmarried. 


Treatment, working situation and hospitalization 

(see Table IIT) 

Explanation of categories: the treatment that 
is registered has, in the majority of cases, been 
given by a specialist in psychiatry, and unfitness 
for work has been registered if it has lasted at 
least four weeks and is definitely attributable to 
a psychiatric disorder. The work situation at the 
time of the follow-up examination is assessed 
in comparison with the situation which obtained 
before the examination at the Department. 
The concentration here is upon whether the 
subject has been promoted or whether he has 
taken less demanding work. Hospitalization 
relates to admission to somatic or psychiatric 
institutions as a result of psychiatric disorder 
during the observation period. 

Comment: The neurotic patients have received 
treatment less often and have had less unfitness 
for work than the other patients. They had also 
done better in the work situation and had more 
successfully avoided admission to hospital. They 
assume a middle position between the controls 
and the rest of the patients. The psychotic 
patients have suffered unfitness for work often, 
both before the original examination and during 
the observation period itself. They were in 
hospital more often than the rest of the patients. 
Some psychopaths have improved their working 
situation, but many more have regressed. 


disorders in the observation period. Psychosomatic 

reactions and alcohol problems (see Table IV) 

Explanation of categories: assessment of 
functional ability is a global assessment of 
symptoms and functions with emphasis upon the 
following factors: need for treatment, hospitali- 
zation, working ability, initiative in secking 
employment, ability to conform with the law, 
and ability to avoid economic, social or familial 
problems. Decreased ability to function ade- 
quately due to mental causes corresponds with 
the health variable 3-6 of Langner and Michael's 
(1963) ‘Mental Health Rating Scale’. Psychoso- 
matic reactions have been classified as between 
X-ray-proven peptic ulcers (‘ulcer’), dyspeptic 
symptoms without positive radiological findings 
(‘dyspepsia’) and ‘other psychosomatic reac- 
tions’. An effort has been made to distinguish 
between neurotic symptoms and psychosomatic 
reactions. The term ‘alcohol problems’ includes 
addiction and habituation. 

Comment: Of the patients, the neurotics have 
the least functional failure and have been 
the most free from symptoms. They have, how- 
ever, relatively often had psychosomatic reac- 
tions but alcohol problems only seldom. The 
psychopaths suffered functional failure strikingly ` 
often, both before the original examination and 
during the observation period itself, and their 
symptomatology is naturally enough charac- 
terized by a more chronic course. They also 
have the greatest amount of alcohol problems. ` 


Soctal adjustment (see Table V) 

Explanation of categories: infringement of the 
law is used as a description of actions which 
have resulted in registration in the central 
criminal or local fines registers. In assessing the 
ability to establish social contact, most weight 
has been placed upon the following factors: 
ability to consort with contemporaries, ability 
to cement personal contacts, active participa- 
tion in organized union activities and participa- 
tion in other social or recreational activities. 
Those actions are registered as miliary repri- 
mands which constitute neglect of military 
compulsory service or offences against the 
military regime without these leading to 
appearance in the civil courts. The same action 
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` is not, therefore, registered as both a civil and a 
military offence. 

Comment: The findings show that 45 per cent 
of the psychopaths were sentenced or fined in 
their twenties. This increased to 78 per cent in 
the course of the ten-year observation period. 
Corresponding percentages for tbe neurotic 
patients are 11 per cent and 29 per cent. At the 
time of the follow-up examination 50 per cent of 
the psychopaths had committed criminal 
offences, as opposed to 14 per cent of the 
neurotic patients. The neurotic patients had 
committed offences significantly less often than 
the rest of the patients, and they do not differ 
significantly from the control group in this 
respect. Inability to make social contact was 
particularly great for the psychotic patients. 
The neurotic patients have these problems 
significantly more often than the controls. 
Patients with neuroses, psychoses, or problems 
of contact in civilian life relatively seldom had 
more than one military reprimand. The psycho- 
paths on the other hand, were strikingly more 
often represented among those with several 
military reprimands. The patients who had 
more than one reprimand were also strikingly 
represented in the group who had been fined and 
sentenced, both before the original examination 
and during the observation period itself. 
Moving (see Table VI) 

Moving in this connection is defined by the 
subject having moved his permanent home from 
one county to another at least once in the course 
of the observation period. 

The psychotic patients and those with ‘other 
diagnoses’ moved most frequently. Neurotic 
patients moved less than the rest of the patients, 
while the psychopaths constitute a middle group. 
It may also be mentioned (not shown in the 
table) that those of the patients who had 
moved were over-represented in the following 
groups: functional failure both before the 
original examination and in the observation 
period itself, poor housing and working situation 
at the time of the follow-up examination. 


Clinical diagnosis at the original examination їп 
relation lo the development of the iliness during the 
observation period 


133 


The diagnoses made at the original examina- 
tion in the Department were compared with 
those which could be made on the basis of all 
the information obtained concerning develop- 
ments during the observation period and status 
at the time of the follow-up examination. The 
principles of classification used are those which 
obtained at the Department at that time 
(Langfeldt, 1964). 'Psychoses of uncertain 
origin' is the description which has been used 
for the psychotic reactions which could not be 
defined with certainty. Where there was no 
evidence that a psychiatric condition existed we 
have used the label ‘no psychiatric illness’. 

The percentage agreements between the two 
diagnoses were: schizophrenia 85 per cent, 
reactive psychoses 88 per cent, neuroses 98 per 
cent, psychopathy 98 per cent, chronic alco- 
holism 100 per cent, oligophrenia 100 per cent, 
and ‘no psychiatric illness’ тоо per cent. Of 
the patients with an initial diagnosis of ‘psychosis 
of uncertain origin’, the follow-up diagnoses 
were: reactive psychoses 60 per cent, schizo- 
phrenia 30 per cent, manic-depressive psychoses 
10 per cent. 


Psychiatric condition and need for therapy at the time 
of the follow-up examination 

When the psychiatric condition was assessed 
at the time of the follow-up examination both 
the history and the current mental status were 
considered. An assessment was made concern- 
ing the need for active psychiatric treatment in 
a social psychiatric perspective. This was assessed 
on the basis of the symptomatic diagnosis, 
the severity of the symptoms and a global 
assessment of symptoms and functions. 7 per cent 
of the patients were still psychotic at the time 
of the follow-up examination, 45 per cent had 
neurotic personalities, 33 per cent psychopathy, 
chronic alcoholism or oligophrenia, while 15 
per cent were mentally normal. 50 per cent of 
those who originally had the diagnosis ‘reactive 
psychoses’ or ‘psychoses of uncertain origin’ 
were neurotic at follow-up examination. Only 
2 per cent of the neurotic patients had developed 
psychoses and nearly 25 per cent were mentally 
normal. The majority of those who did not 
manifest psychiatric symptoms or reactions at 
follow-up had initially been neurotic. 
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The original diagnosis is contrasted with the 
need for psychiatric treatment at follow-up in 
Table VII. 

Neurotic patients had least need for treatment 
at the time of the follow-up examination but 
their need is not significantly greater than that 
of the control group. Psychotic patients had 
received most treatment during the follow-up 
period, but the greatest uncovered need for 
treatment was found in the psychopaths. 

The regression analysis (see Table VIII) is 
designed to show whether the factors chosen 
distinguish between the neurotic patients and 
the others in the material. A high estimated 
coefficient value indicates a high probability of 
being a neurotic patient (for further information 
about the method see Sund (1970)). 


Discussion 

Neurotic patients have the most favourable 
Prognosis, being more similar to the control 
group than to the rest of the patients with 
respect of such variables as occupation, educa- 
tion, social class, marriage, moving, offences and 
military reprimands. However, frequency of 
hospitalization (13 per cent), employment dis- 
ability (30 per cent), psychiatric treatment 
(41 per cent) and functional failure (45 per cent) 
during the observation period were greater than 
for the controls. 

Difficulty in making contact and psychoso- 
matic reactions also occurred remarkably often. 
At the time of the follow-up examination, 29 per 
cent of the neurotic patients were free of 
symptoms, and the need for psychiatric therapy 
(21-5 per cent) was not significantly higher than 
in the control group. This kind of psycho- 
pathology is less active over a long observation 
period. This may be partly due to Spontaneous 
remissions; it is difficult to assess what signifi- 
cance therapy, environment, stress situations 
and other special life situations have. Even 
though there are several investigations which 
point to the tendency towards spontaneous 
remissions of untreated neurotic conditions 
(Eysenck, 1952; Weisker and De Boor, 1968), 
there are other reports which give reason to 
doubt this (Malan et al., 1968). 

Investigations which show that psychotherapy 
gives relatively good results in comparison with 
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other therapeutic methods (King and Rothac- 
Fuchs, 1968) are burdened by mistakes in 
method. There is a great likelihood that it js 
precisely those patients with a generally good 
prognosis who are selected for psychotherapy. 
Eitinger (1955) found that the result after 
psychiatric treatment of neurotic patients was 
good in 33:2 per cent and Satisfactory in 
21°3 per cent. These two groups appear to 
correspond closely to those who had adequate 
function in our material (55 per cent). If one 
also takes into account the fact that 30 per cent 
of the patients in our material were almost free 
of symptoms at the follow-up examination and 
that 20-30 per cent had received treatment, had 
been unfit for work or had had functional failure 
only during the observation period, one 
approaches the conclusions of Ernst (1959, 
1968) thus: 1/3 cured, 1/3 improved, 1/3 un- 
changed or worse. Slater (1953) arrived at a 
similar result. Noreik (1970) has collected his 
material from mental hospitals, with a strong 
element of long-lasting and chronic symp- 
tomatology. The prognosis in his material is 
therefore somewhat poorer. The use of the 
term 'cure' seems, however, to be doubtful. 
In 66 per cent of our material the symp- 
tomatology was particularly fluctuating and 
variable, new stress, conflicts or difficult life 
situations re-activating latent reaction patterns. 
Only 4:7 per cent had consistently chronic 
symptomatology. We also confirm earlier find- 
ings of Ernst (1959) and Bratfos (1970) which 
show that remarkably few patients with clear 
and straightforward neurotic conditions develop 
PSychoses. Marital adjustment was also good 
and the age at marriage relatively low. It is 
reasonable to assume an interaction of the 
personality's need for security and safety and 
the marital harmony in itself, Instability in the 
form of offences or ‘moving’ during the observa- 
tion period specifically leads in the direction of 
a non-neurotic pathology. Again, this may bean 
expression of the stable and flexible forces of the 
personality asserting themselves. The net effect 
on the direction of non-neurotic pathology is 
significantly less in the lower social classes. 
It points to forces responsible for social stratifica- 
tion being of less significance for psychiatric 
infirmity than has previously been assumed. 
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Taste VIII 


Regression analysis for 203 patients. Neuroses (0)/other diagnosis (1) as a function of the factors in column т. 
Multiple correlation coefficient o> 462 








Variable value 
Factor Alternative Variable for the Estimated/ 
alternative coefficient 
Supporter’s social class Class V XI I —0:022 
LIV .. о 
I ———————=—————= 
General adjustment Deviating .. ха І 0-219* 
Unremarkable o 


I 


























Age 22 years or older xg 1 
Under 22 years о 0:201* 
Schooling Primary school —/4- x4 І 
Моге ag i о 0:148* 
Skilled/Unskilled Unskilled х5 1 
Skilled E ii о —0:109 
Civil status Married х6 ї 
Unmarried .. : 2, о —0:120 
Legal offences at time of f.u. With .. x] 1 
Without о 0:238* 
Social class at time of fu. V — .. х8 I 
LIV... o 0'105 
Moving from one county to Moved m хо І 
another Not moved .. o 0:144* 
E ек rum recs celer LU Lei 
Mental capacity level 1.9. = 80 хто 1 
Others о 0:060 
Not reported conscr. med. Non-appearance XII I 
board Appearance .. о 0:090 
Constant factor (Level for reference group) 0:123 


*Indicates statistically significant (596 level) 


The most noticeable feature of the psychotic 
patients during the observation period was their 
lack of gainful occupation, their high frequency 
of unfitness for work, and the relatively great 
amount of varied illness, leading to many of 
them being under psychiatric care. This is 
confirmation of an old Danish hypothesis 
(Würtzen, 1898) that the psychotic reactions 
during peacetime military service are only to a 
slight degree conditioned by situation. In the 
course of the observation period 54:4 per cent 
of these patients were then admitted to hospital, 


55 per cent had a poorer work record, and 70 per 
cent had received psychiatric treatment. This 
contrasts with the experiences outside Scandi- 
navia yielding good prognoses for corresponding 
patient categories (Artiss, 1963; Hedlund et al., 
1965). 

These comparisons cannot, however, be 
pressed very far, as these U.S.A. studies are not 
based upon systematic follow-up examination 
with long periods of observation. The number 
of diagnosed cases of schizophrenia and reactive 
psychoses registered at the original examination 
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is too small to enable us to assess the reliability 
of the clinical diagnoses. The Department 
assessment at the original examination agreed in 
85 per cent of cases with the author’s own 
assessment at the follow-up examination, in 
both groups. The result is largely in accordance 
with earlier experiences gained from the same 
Department (Retterstól, 1966). Such a noso- 
logical classification, with strict criteria, can 
therefore afford significant advantages if one 
wishes to follow the prognosis further in relation 
to specific reaction types. The hypothesis that 
there is a low frequency of psychosomatic 
disorders in psychotic patients (Appel and 
Rosen, 1950) was not completely borne out by 
our material We did, however, confirm 
Odegard’s (1956) finding of an excess of single 
persons among the psychotics, but we are 
unable to estimate whether this is cause or effect. 

There is a high degree of correlation between 
psychopathy as a clinical diagnosis at the 
original examination at the age of 20, and the 
adaptation pattern in the observation period. 
The psychopathic personality's characterization 
asserts itself here as a tendency towards insta- 
bility of employment (59 per cent), poor 
marital adjustment (45 per cent), and frequent 
alcohol problems (65 per cent). The conflicts 
with the civil authorities (75 per cent) and the 
military authorities (55 per cent) are quite 
clearly evidenced. The deviation which these 
patients had shown at the age of 20 seems to 
have coloured their pattern of life to a great 
extent subsequently. This is in accord with other 
enquiries (Robins, 1966; Maddocks, 1970). 
Even though there has been, all told, a rela- 
tively poor prognosis for the psychopath group, 
with high instability in employment and poor 
social adjustment, there were as many as 22 per 
cent who at the time of the follow-up examina- 
tion had suffered no functional failure at all. 
In relation to concrete punishable actions 10 per 
cent have also shown improvement during the 
observation period. Others (O'Neal et al., 1962) 
indicate a somewhat higher proportion of 
improvements (1/3), and find that the change 
for the better occurs in particular after 35 years 
of age. Employment disability and admission to 
hospital did not occur more frequently in the 
case of psychopaths than with the other patients 
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in our material nor did they have a low marrying 
age. 


SUMMARY 


A follow-up study of 203 patients and roi 
controls showed that neurotics had a good 
prognosis, often strikingly similar to the con- 
trols; 55 per cent of the neurotics functioned 
adequately during the observation period, and 
35 per cent were nearly symptom-free; few 
developed psychotic reactions. The psychotics 
had a less good prognosis for work capability 
and for hospitalization, and they were frequently 
unmarried. The characteristics of the psycho- 
pathic personality group, including conflicts 
with both civil and military authorities at an 
age of only 20 years, seemed to influence on the 
whole life of these persons during the observa- 
tion period. 


ÁGKNOWLEDOEMENTS 


My grateful thanks are due to Professor L. Eitinger, 
Psychiatric Department, University of Oslo for his advice, 
and to Major-General T. Dale, Forsvarets Sanitet, Oslo for 
his help. My gratitude also goes to Associate Professor 
H. T. Amundsen for statistical advice, to Lecturer A. 
Amundsen for statistical work, and to Mrs. У. Frydenlund 
for secretarial assistance. 


REFERENCES ` 

APPEL, J., and Rosen, S. R. (1950). ‘Psychotic factors in 
psychosomatic illness.’ Psychosom. Med., x2, 236-43. 

Artiss, K. L. (1963). "Human behavior under stress. 
From combat to social psychiatry.’ Milit, Med., 128, 
1011—5. 

Bratros, О. (1970). ‘Transition of neuroses and other 
minor mental disorders into psychoses.’ Acta psychiat. 
Scand., 46, 35-49. 

Erringzr, L. (1950). ‘Psykiske lidelser i Forsvaret.’ 

T. Norske Laegeforen., 70, 165-7. 

(1950). ‘Studies in neuroses.’ Acta bsychiat. Scand., 
Suppl. 101, p. 47. Munksgaard, Copenhagen. 
Ермат, K. (1959). Die Prognose der Neurosen, Berlin: 

Springer. 

Eysencx, H. J. (1952). The Scientific Study of Personality. 
London. 

Січгвево, Е., Амревѕом, J. K., GINSBERG, С. W. 
Herena, J. L., Bray, B. W., Jordan, W., and RYAN, 
F. J. (1959). The Ineffective Soldier. Pattern of Perform- 
ance. New York: Columbia University Press. 

Grass, A. J., Ryan, J. G., Lusm, A., Ramana, C. V., and 
Tuoxer, A. С. (1956). ‘Psychiatric prediction and 
military effectiveness.’ U.S. Armed Forces тей, Jo 7, 
1427-2443 and 1575—88. d 





BY ARNE SUND 


Heptunp, J. L., Hottoway, H. C., Morean, D. W., and 
Влрогку, T. M. (1965). ‘An extra-hospital treatment 
program for schizophrenic servicemen.’ Milit. Med., 
130, 1191—7. 

Kuna, H., and Rorac-Fucus, M. (1968). ‘Die Bedeutung 
der psychotherapeutischen und medikamentosen 
stationdren Behandlung in langen Verlauf neuro- 
tischer Syndrome’, in Ergebnisse der Verlaujsforschung 
bei Neurosen, pp. 137-64 (Ernst, K., Kind, H., and 
Rotach-Fuchs, M.). Monografien aus dem Gesamt- 
gebiete der Neurologie und Psychiatrie—Heft 125, 
р. 164. Berlin: Springer. 

LanoretpT, С. (1964). Laerebok i 
Tredje utgave. Oslo: Aschehoug. 

Lanoner, Т. S., and Mics, S. T. (1963). Life Stress and 
Mental Health. The Midtown Manhatten Study, 
vol. II. London: The Free Press of Glencoe Collier- 
Macmillian Limited. 

МАарроскз, P. D. (1970). ‘A five-year follow-up of un- 
treated psychopaths.’ Brit. J. Psychiat., 116, 511-5. 

Manan, D. H., Bacar, H. A., Heata, E. S., and BALFOUR, 
E. H. G. (1968). ‘A study of psychodynamic changes 
in untreated neurotic patients. I. Improvements that 
are questionable on dynamic criteria’ Brit. J. 
Psychiat., 114, 525-51. 

O’Nezar, P., Ковгыз, L. N., Kma, L. J., and SCHAEFER, J. 
(1962). ‘Paternal deviance and the genesis of socio- 
pathic personality.’ Amer. J. Psychiat., 118, 1114-24. 

М№овкк, К. (1970). ‘A follow-up examination of neuroses.’ 
Acta psychiat. Scand., 46, 81-95. 


Klinisk Psykiatri 


D 139 


Prao, J. A., and Artuur, J. К. (1965). ‘Psychiatric re- 
examination of unsuitable naval recruits: a two-year 
follow-up.’ Amer. J. Psychial., 122, 534-41. 

RETTERSTÖL, N. (1966). Paranoid and Paranoiac Psychoses. 
Oslo: Universitetsforlaget. 

Rosins, L. N. (1966). Deviant Children Grown Up: А 
Sociological and Psychiatric Study of Sociopathic Personality. 
Baltimore: Williams and Wilkins. 

Scuneiper, K. (1939). Psychischer Befund und Psychiatrische 
Diagnose: later editions renamed Klinische Psycho- 
pathologie; English translation Clinical Psychopathology, 
1959, from sth edition. New York: Grune and 
Stratton. 

Sater, E. (1953). Psychotic and Neurotic Illness in Twins. 
London. 

Sunp, A. (1968). Psykiatriske lidelser hos unge norske menn 

under pliktig militasrtjeneste i fred. Doktordisputas. 

Stensil. Forsvarets sanitet. 

(1970). Psychiatric Disorders in Military Service. Patients 
and Gontrols in Compulsory Military Service During Peace- 
time in Norway. A Social-Psychiatric and Personal Follow-up 
Investigation. Oslo: Universitetsforlaget. 

Werker, A., and De Boon, C. (1968). ‘A follow-up study 
of the prognosis on spontancous outcome of neurotic 
diseases.’ Psyche, 22, 340-64. 

Worrzen, С. Н. (1898). ‘Bidrag til Kundskab om 
Sindsygdomme hos danske vaernepligtige.’ Nord. 
med. Ark., x2, 1-101. 

ФркоАвр, Ø. (1956). "The incidence of psychoses in 
various occupations.’ Int. 7. soc. Psychiat., 2, 85—104. 








A synopsis of this paper was published in the September 1972 Journal. 


Arne Sund, м.р., Psychiatric Department, University of Oslo, Boks 230 Vinderen, Oslo 3, Norway 


(Recetbed 15 March 1971) 





Brit. 7. Psychiat. (1973), 122, 141-50 


A Controlled Follow-up of Cases Involved in an Epidemic of 
‘Benign Myalgic Encephalomyelitis’ 


By COLIN P. McEVEDY and A. W. BEARD 


In 1955 an epidemic occurred among the 
staff of a London Teaching Hospital group. 
The nature of the epidemic remains uncertain. 
One view is that the illness was a viral encephalo- 
myelitis (Medical Staff Report, 1957); an alter- 
native is that it was a manifestation of anxiety 
spreading through a population consisting 
largely of young women (McEvedy and Beard, 
1970). This paper reports the results from the 
follow-up study carried out in 1968—69 on the 
nuclear group affected by the epidemic and оп а 
matched series of controls. 


METHOD 


A complete list was prepared of the nurses 
who could be regarded as definite cases of the 
1955 illness and who were born in 1926 or later, 
i.e. were in their teens or twenties at the time. 
Each was paired with a nurse who had been 
equally exposed but had not contracted the 
epidemic illness. In nearly every case it proved 
possible to find a control wha was also of the 
same age and country of origin as the proband. 
In this way 102 pairs were created. To bring the 
total number of pairs down to a round 100 two 
were discarded: in one the control had been off 
sick for so much of the epidemic period that her 
status as a control was dubious; the second pair 
to be discarded was made up of a Lebanese and 
an Iraqi and was picked for rejection purely 
because the social background was so obviously 
different from the European norm of the 
experimental population. 

Before beginning the follow-up, the complete 
list of 102 pairs was used to compare the affected 
and unaffected for various factors on which data 
were present in the administrative files. There 
was no difference between the two ranks in 
marks on the entrance examination, in height 
or weight, or weight corrected for height. 
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There was, however, a difference in the amount 
of sick leave that the two groups had taken 
before the epidemic. Taking either the number 
of illnesses or the number of days off sick, the 
affected in the paired population averaged 
considerably more illness per month in the 
pre-epidemic period than the controls: 40 per 
cent more periods of illness resulting in 70 per 
cent more time off sick. Closer inspection 
showed that this effect was entirely due to a 
minority of nurses who had taken an unusual 
amount of sick leave. This difference in pattern 
of sick leave before the epidemic just fails to 
reach the 5 per cent level of significance. 

The follow-up was conducted in two stages. 
First, a letter was sent to all pair members 
asking permission to send a follow-up question- 
naire; at the bottom of this letter was a slip 
which the proband or control was to fill in and 
return. A questionnaire was then sent to each 
pair member who agreed to take part in the 
follow-up. There were three parts to the 
questionnaire. 

Form A. A general questionnaire on social 
and medical history. This follows standard 
lines, and will be made available to corre- 
spondents on request. 


Form B. An Eysenck Personality Inventory. 


Form С. A list of probands whose current 
addresses were unknown (this was pro- 
gressively shortened as the follow-up pro- 
ceeded). 


Of the women who did not reply to the initial 
letter or failed to return the questionnaire, 
those who lived in the Greater London area 
were visited. They all filled in the questionnaire 
at this or (in one case) a second visit. In all, the 
follow-up took a little over a year, roughly from 
September 1968 to September 1969 inclusive. 
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a 
FoLLow-ur RESULTS 


Of the тоо affected probands 98 were located. 
Two of the 98 had died and 8 did not return 
their questionnaire despite reminders. 

Of the unaffected g1 were located. None had 
died. Of the от, 79 returned completed question- 
naires. One girl who was abroad did not return 
the questionnaire, but her parents filled in the 
objective parts of Form A on her behalf. 

The number of pairs where both girls returned 
questionnaires was 71. As the parents were able 
to fill in the answers to the objective questions in 
Form A on behalf of the two affected who had 
died and the control who was abroad, the 
number of completed pairs for these questions 
is 74. 

It might be questioned whether the 16 
affected who returned their questionnaires but 
did not have a located control differ in any way 
from the 74 who form the subject of this study, 
and similarly with the 8 surplus controls. They 
do, but we think these groups are too small for 
the figures to have any validity. However, the 
data are given here for what they are worth. 
Jt must be emphasized that the design of the 
experiment was one of matched pairs. 


Controls Affected 
(8) (16) 





E.P.I. N score (mean) 2 1150 9°25 
Number married .. a 5 12 
Children per marriage (mean) 2:4 2:25 
Admissions since the age of 1 

(mean)  .. M 5, 0:6 1:8 
Psychiatric admission v о І 


Mortality among the affected 

The two dead in the affected population had 
both committed suicide—one in 1967, one in 
1968. The following biographies were completed 
with the help of relatives and friends. The names 
have been altered. 


Mary 

Mary, born in 1937, was the third of six children, the 
others of whom have had reasonable health and success so 
far in life. The father, the proband and one sib suffered 
from both asthma and eczema, one other sib from eczema. 
There was no psychiatric history in the family though the 


father was described by one of his daughters as very 
restless and impulsive: ‘when I was 15 we had lived in 15 
different houses’. 

As a small child M lost the tips of two fingers in a 
mangle. She suffered from some interruption of her school- 
ing because of her asthma and because of her father’s 
frequent moves. She failed the 11-plus, but a grammar 
school was persuaded to accept her, apparently because 
the other two girls in the family were both at grammar 
schools and doing well. 

At grammar school M was academically and socially 
unsuccessful. ‘She did not mix with others and would not 
join in any games.’ A lot of time she was off ill, sometimes 
with asthma, sometimes with non-specific complaints that 
her sister felt were due to her dislike of school. ‘She could 
make herself ill quite easily.’ At 16 M left and for the next 
18 months did a series of balf a dozen jobs looking after 
children. She never stayed in any of these for more than a 
few days: she cither rang up her father to fetch her or 
just turned up at home. She applied for a great many 
more jobs but either failed to get to the interview or 
failed to get the post. 

During this period M’s morale and health both deteri- 
orated and she began to complain of increasingly severe 
back pain. She had had this since the age of 14 and even 
worn a brace for a year. Now, aged 17, she was admitted 
to hospital. X-rays were ‘considered to indicate osteo- 
chondritis’ and she was treated by three months rest in 
bed on a cast. 

In 1955, at the age of 18, М was accepted as a student 
nurse at the Teaching Hospital where one of her sisters 
was already studying. Within a fortnight of her arrival 
the epidemic had broken out, and within a further fort- 
night she had become the third of the students in the 
Preliminary Training School to go down with the illness. 
She complained of malaise, dizziness, palpitations, head- 
ache, nausea, stiff neck and sore throat. There wert no 
abnormal neurological signs, her condition gradually 
improved and she was discharged after an in-patient stay 
of three weeks. She was a mild case by the standards of 
the epidemic. 

M remained at the hospital for a further year, but was 
not very happy. Every time she had to change wards there 
was an cmotional crisis, and when her sister was trans- 
ferred to a different hospital in the group she was so 
disturbed that she made a suicidal gesture and had to be 
sedated, She tried another hospital group, but there too 
things went badly. At this time she attended a psycho- 
therapist for three months. 

At 20 M suddenly became very religious. She went to a 
church college to be trained as a moral welfare worker, and 
thanks to a good relationship with the principal completed 
the two-year course successfully. She was less successful in 
the jobs that followed, being apt to run away if she was 
left to face responsibility on her own. She made several 
suicidal attempts, as a result of which she was admitted to 
the local hospital. Apparently she told ‘extraordinary lies 
to the doctors’. After some months of this she relapsed into 
her teenage pattern of applying for jobs and not going to 
the interviews, or if she got to the interview not getting the 
job, or if she got the job not staying in it for moré than a 
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few days. She never really worked in the remaining seven 
years of her life. 

During this period M had constant psychiatric support, 
and, for the whole of the last year was a resident in a 
psychiatric convalescent home. It was there that she 
formed her first relationship with a man of her own age— 
previously all her successful friendships had been with older 
women. M’s sister considered it unlikely that the relation- 
ship had been consummated, as M had always been very 
inhibited about sex, ‘indeed disgusted by the whole idea’. 
Whatever the nature of the relationship, M was extremely 
upset by its ending. She took an overdose of sleeping pills in 
a situation where it is probable that she expected to be 
discovered fairly quickly; in fact she was not found for 
two days. 


Nina 

Nina was born in 1995, the elder of two daughters of a 
continental businessman. She had no memory of her 
mother, who deserted her father in the war and was 
divorced by him in 1943. The father remarried (he had a 
son by this wife); N apparently always made clear her 
resentment of her stepmother. 

By her own account N had rheumatic chorea at the agc 
of 5 (which led to her blinking a lot till the age of 10) and 
tuberculosis of the lungs at 6 (for which she was in a 
sanatorium for a year). Her father, on the contrary, wrote 
that up to the age of 16 she was never in hospital and 
never away from home for more than a month. 

In 1953, N then aged 18, arrived in England as an au 
pair girl. The family she worked for found her 'in some 
ways very satisfactory but not very stable—prone to 
depression’. She was keen to do nursing and a year later 
began her training. She fell victim to the epidemic at the 
end of August 1955, being among the first of the cases at 
her branch. She was badly affected, her summary being 
one bf the 16 marked ‘severe’. Her total time off work was 
9 months. Initially she complained of practically every 
one of the symptoms characterizing tbe illness: sore 
throat, malaise, headache, depression, pain in the back and 
limbs, stiff neck, dizziness, vertigo, lassitude, abdominal 
pain, paraesthesiae, nausea and vomiting. During her 
admission the list lengthened: blurred vision, frequency of 
micturition, incontinence, photophobia, subcostal pain, 
pain under the jaw, twitching of the limbs, paraplegia and 
anaesthesia. For two weeks in mid-November she ran a 
temperature of 101-102 °F.* During this period she 
developed nystagmus, pain below the tips of both scapulae, 
subcostal and suprapubic tenderness, a left-sided glove 
and stocking anaesthesia (which gradually resolved over 
the next three months), a flaccid paresis of the left arm 
and right leg and a rigid weakness of the left leg (the 
reflexes in this leg were noted to be diminished). At the 


* There is no comment on this in the clinical notes, but 
her nursing records contain a letter dating from the next 
year when she had reported ill with a pyrexia. In this the 
doctor says, ‘She did this (i.c. ran a temperature) when she 
had the “plague” and was found to be cooking it. The 
ward sister stood over her yesterday and it was normal so 
I think sht is doing the same thing again here’. 
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end of November she had an attack of diaphragmatic 
spasm and breath-holding, after which she was ‘un- 
communicative and incontinent’. More attacks followed: 
in between attacks she appeared perfectly well. By 
January 1956 the attacks were being diagnosed as 
hysterical.* 

Once recovered from the illness N returned successfully 
to her nursing, and in the next two years she had only 31 
daya sick leave. After qualifying she worked as a staff 
nurse in another hospital for a year and then went home 
for three months before emigrating to Canada. 

In Canada N worked in two hospitals for a total of 15 
months. In 1961 her hemiparesis reappeared, and she was 
in hospital for six months. She was initially diagnosed as 
suffering from a ‘post-meningo-encephalitic state and 
anxiety-depression’, but her physical disability was finally 
considered to be hysterical. During the next year she 
worked as a laboratory assistant. There were two more 
admissions during this period, this time to psychiatric 
units. In 1963 she met, married and left her husband, all 
within six weeks. The marriage was annulled later the 
same year. 

At the end of 1963 N was working as a matron in a boys’ 
school; She was discharged after a month because she 
was having epileptiform fits. Her next two jobs she held 
for only a few days. In early 1964 she was admitted to 
hospital in a state of collapse. The following abnormalities 
were noted on physical examination: a lurching gait, 
slurred speech, concentric constriction of the visual fields, 
intermittent weakness of the left arm and leg, and hypo- 
aesthesia of the left leg. The physician who examined her 
considered her cooperation poor, noted that her reflexes 
were sluggish but symmetrical and her plantars flexor. 
He considered her symptoms ‘almost entirely hysterical 
although an underlying neurological lesion or drug 
intoxication could not be excluded’. One of her fits at this 
time was described as ‘consisting of full flexion of the trunk 
with purposive movements of both limbs and incessant 
screaming’. 

From the general hospital N was transferred to a psychi- 
atric unit where she stayed for the next seven months. She 
was diagnosed as an hysterical personality disorder and 
considered ‘extremely manipulating and dependent’. She 
had several false starts at working before deciding to 
return to England and her Teaching Hospital. 

Back in England N settled down well. Through 1966 
she worked satisfactorily and appeared in reasonable 
health. In 1967 she was in sick bay for a week with aching 
limbs and general malaise. The diagnosis was Bornholm 
Disease, but an episode of facial spasm was considered 
hysterical by the three doctors who observed it. At the 
end of this year N was sent on a course of further training. 
She moved into a flat with two other sisters who were also 
taking the course. It was clear from the start that she was 
во anxious and confused that she could not cope cither 
with the course or with her share of the household chores. 
The amount of Tuinal she was taking each night went 
steadily up. At the end of the term she she had to sit an 


* N is Case 10 in the retrospective study of the clinical 
material published by McEvedy and Beard (1970). 
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examination: the paper she wrote was completely off the 
point and she failed. At this she developed abdominal 
pain and was referred by her general practitioner to a 
physician who admitted her for ten days. The diagnosis 
was anxiety state and erythrocyte auto-sensitization, the 
latter in explanation of the bruises that appeared mysteri- 
ously on her face and body. No cause was found for her 
various aches and pains. 

N was now very depressed and talking of suicide. She 
managed to start her second term in January 1968, but 
by the beginning of February she was obviously intoxicated 
with barbiturates nearly all the time. Her flat-mates had 
to dress her in the morning: she would put her clothes on 
back to front if she had to dress herself. She started having 
fits at night and a series of fits at the end of February led 
to her admission to a local hospital. One of the girls in the 
flat moved out because N had become too much for her; 
the other looked after her for a few days while her admission 
to a psychiatric unit was arranged. This flatmate visited N 
a fortnight after her admission. N was quite composed 
and made a point of paying all her bills. A few days later 
she killed herself by taking an overdose of a drug whose 
exact nature was never determined. 


Other seriously affected cases 

Two affected cases who had become chronic 
invalids in the post-epidemic period wrote at 
length on the back of their questionnaires, 
giving their views on their condition. The first 
did not consider her ill-health as entirely due to 
the 1955 illness. She wrote as follows: 


‘I was born six months premature and weighed af 1b. 
My mother’s health was very poor at this time. It was the 
district nurse’s visiting that led to my hospital admissions 
and treatment as I could not walk. I have always had 
difficulty with muscular coordination and the teachers at 
school used to try and draw my mother’s attention to this 
but it was accepted that I was weak and sickly and I 
knew I had to make the best of it. I am certain I am spastic 
and have been so from birth. І am also glad my mother 
was sensible enough to ignore it but [the 1955 illness] on 
top has made by life such a hard one. My mother has been 
very disturbed by my illness and is inclined to blame me for 
it. Perhaps we are a “sensitive” family. Mother—migraine, 
hay fever, nervous allergy reactions. [Younger] sister— 
sensitive, to dyes etc. I have had migraine from age nine 
(untreated) and am inclined to have allergic rashes, now 
hay fever (gross). My brother developed mild migraine 
in the last ten years. My [older] sister had migraine and 
was considered delicate when young but outgrew it. 
This was why my mother quite naturally ignored mine. 

‘If I ever dare to live a “normal life” I have a deep 
fatigue that rapidly develops into a full blown attack. It 
has prevented me from marrying as boy friends didn’t like 
it and I couldn't cause distress to people I care for deeply 
unless they chose to share it with me. Now I am disabled 
and permanently unemployed. I am better than I bave 


ever been the last few months because I can go to bed 
when I need to and have learnt to make the best of it but 
I would wish [sic] my life on my worst enemy if I had one. 
Two hours shopping is my limit. The pain isn’t bad 
because I rest before it has a chance to develop: still have 
headaches with vomiting etc. despite this,’ 

[Square brackets are ours] 


The second case wrote: 


‘I have many comments but am too tired to make them 
now. Since the illness I think that I have been in hospital 
more times than I have stated overleaf but cannot now 
remember when it was. Mainly it has been for investiga- 
tion of various symptoms, All symptoms are due to the 
original illness but it was thought best to make tests to 
eliminate other causes." 


Her symptoms she detailed as: 

‘Increased sensitivity to pain; 

Poor circulation and great difficulty trying to keep warm; 

Increased risk of infections. If I meet someone with a 
mild cold that in them might last only 2 or 3 days, 1 
am likedly to be very ill for up to 6 weeks or more 
with very bad sore throat; 

Difficulty of concentration; 

Difficulty with sleeping due to cold and pain’. 


She added: 


‘I have moved to the south coast for the winter in hopes 
that I might have less pain if I was warmer but it is not 
any better, at times it is even colder here’. 


Both these cases had been admitted to 
psychiatric units. The first had been admisted 
twice: ‘[the first time] for diagnosis: second time 
no treatment given, no mental illness present’. 
The second case bad had psychiatric in-patient 
care ‘on several occasions over about two years. 
[No diagnosis] was made as far as I am aware. 
Treatment was pointless because all symptoms 
were due to the [1955] disease and wrong 
treatment given with disastrous effects’. This 
patient had finally had ‘a brain operation for 
relief of symptoms from the [1955] disease’. 

Five other cases who felt that their health 
had been and remained impaired also wrote 
extensively in the ‘Any Comments’ section (the 
great majority of those taking part in the 
follow-up did not offer any comment at all). 


I 

‘Since having the [1955] illness I tire easily.’ 

‘In 1966 (September) I had a mental breakdown (due to 
personal problems). I have just returned to the nursing 
profession after a two-year break.’ 
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‘Since the [1955] disease whether coincidental or not, 
I have had a continuous health problem, resulting in the 
inability to carry on with active bedside nursing. I have 
therefore had to return to University. 

‘In 1966 it was diagnosed that I had Thrombocytopenic 
Purpura and I was referred to Dr. X. At the time of 
examination he was interested in any virus infection that 
I may have had—at this time the 1955 disease was 
mentioned. 

‘In 1962 following a spinal fusion with hip graft, as a 
result of an accident whilst on duty, the Compensation 
Board decided to close their file on my case, as there was 
evidence of muscle damage and weakness that had 
occurred prior to the accident. 

‘For my own interest I am anxious to know whether 
there could be a link in the two above problems and the 
1955 disease.” 


III 

‘Once my husband remarked that he had “‘married an 
invalid" and that I think is a fair judgement of my state of 
health. In order to *'hide" this I try to have my home 
organized in such a way that I can cope with social 
engagements and the entertaining that is part of my 
husband's way of life. It's the wretched tiredness which is 
difficult to cope with, especially as it comes on so suddenly. 
Also I have become rather too introspective. I don't know 
if that's just a question of age. I worry about the fact that 
I have "slowed down" so quickly, I never discuss this with 
my husband, or anybody else for that matter, but I am 
worried about it and I often fear that I shall really become 
an invalid.' ў 


and also 


‘Ifget tired very quickly, not in the usual way, which is 
gradual, but quite suddenly. If I become over-tired I seem 
to take longer than is normal to recover. I also become 
irritable.’ 


IV 

‘I can do anything but I tire and lose breath quickly 
when running, playing games or rushing with housework. 
I get fits of feeling generally off colour, tired, headachy 
and depressed. 

‘I don't recall headaches prior to the “bug” but now am 
very prone to them. I have a really bad head with vomiting 
one to two times a month and several ordinary headaches 
in between. They seem to be brought on (a) by pre- 
menstrual tension, and (b) I’m a chronic “worry guts" 
and this brings them on, also any unusual excitement, і.е. 
an evening out. 

*My legs ache and go weak (a) ifI'm very tired ; 

(b) if I’m very cold. 

‘As a teenager I remember always enjoying my life and 
work and having plenty of energy. 

‘Now I get occasional fits of going ‘‘mad” and working 
like a slave in the house for a few hours but most of the 
time everything is ‘оо much trouble" and I am inclined 
to sit абут and read or knit when I should be doing 
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housework. I worry a lot, am sensitive to neighbours’ 
remarks and often “уе” at my children for next to 
nothing. I realize all the above is probably a matter of 


“pulling myself together” and periodically try and do зо 
but my “goodwill” usually only lasts a week or so. I am 
usually better all round in the summer. 

‘My breakdown J think was a result of everything getting 
on top of me. I missed my family in the south and can't 
“settle” in the midlands. I worried about ‘making ends 
meet" and not being able *'to keep up with the Jones". I 
also had ideas the neighbours were gossiping about me. 
I don’t know if the "bug" had anything to do with it but 
mentioned I had had it to Dr. X at X Hospital when I 
was a patient there two years ago. I still get fits of de- 
pression, also periods of feeling “АШ right with the world". 


V 

‘In August 1967 I entered hospital for investigations for 
increased weakness of the right leg and pain in left hip and 
lower back. This was an unfortunate experience as I was 
told I was suffering from hysteria and I do not want the 


experience repeated. 
‘I am quite unable to take part in any sport now.’ 


ANALYSIS OF Form A 
1. Parents 
There is no difference in parental data 
between the two groups when they are examined 
for: 


Date of birth of father 

Date of birth of mother 

Difference between ages of father and mother 
Nationality of father 

Social class of father 

Health of surviving parents 

Whether mother worked after marriage or not. 


There is a difference (though not a statistically 
significant one) in the number of parents in the 
two groups who died prior to the 1955 epidemic. 
The affected group had lost 12 fathers and 5 
mothers by the beginning of 1955, the controls 
only 6 fathers and 2 mothers. This compares 
with 16 fathers lost since then in each group and 
with 7 mothers by the affected, 5 mothers by 
the controls. If the groups are examined as to 
adequacy of parental background in general 
there are small differences in the same direction. 
Two in each group were adopted, but one of the 
affected had been adopted not into a family but 
by a single woman. One of the affected was 
illegitimate and had no father in the home. 
The figures for pre-1955 parental insufficiency 
could be totalled as follows: 
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* 
Affected Controls 








Deaths up to 1955: 








Fathers e V Ле 12 6 
Mothers Ms T - 5 2 
No father 2 o 
‘Score’ ts i^ 2: 19 8 


The number of parents considered to be in 
less than good health is the same in the two 
groups. Both groups reported ill health in 
mothers at a higher rate than in fathers: 





To- 
Affected Controls gether 
Father in less than good 
health zu .. 2996 2796 28% 
Mother in less than good 
health 4076 35% 37% 


2. Other factors in each life 

The affected had fewer sibs than the controls, 
145 against 170. The difference is not statistic- 
ally significant. Only children are equally 
frequent in the two groups (12 in each). 

Separations from parents before the age of 
16 were also equally distributed between the 
two groups. 


Affected Controls 


Never separated from parents for 





as much as 1 month .. E 34 36 
Separated for a month or more 

but less than a year .. ee 25 24 
Separated for a year or more .. 13 13 


In the last category there were 6 affected (as 
against 2 controls) who had been separated 
from their parents for more than 5 years, a 
difference that could be thought of interest. 
Equal numbers of parental divorces were 
reported by both groups. 


3. Health up to the age of 16 
The answers to these questions are best 
tabled. 


Affected Controls 








Answering ‘no’ to the question: 

‘Were you healthy as a small 

child (up to 6) ? ss Ө 12 8 
Answering ‘yes’ to the question: 

‘Were you nervous as a small 

child (up to 6) ?? vu рУ 14 15 
Answering ‘yes’ to the question: 

‘Have you ever walked in your 

sleep?’ .. m 3% vi 14 13 
Answering ‘yes’ to the question: 

‘Did you ever go off your food 


for a day or two?”  .. “з 24 16 
Answering ‘yes’ to the question: 

“Were you ever taken to a Child 

Guidance Clinic? .. yis 2* о 
Average number of times in 

hospital to the age of 16 T 1'2 I'I 


* Two of the affected did not answer this question. 


Also asked in this section were a series of ques- 
tions about the frequency of headaches, fainting, 
stomach aches, nausea and vomiting around the 
age of 16. The answer to each of these questions 
was made by ringing one of the following 
Never — Occasionally — Sometimes — Often 

The idea was to see if there was a tendency 
for the affected to ring the ‘Often’ response 
more frequently than the controls. In fact the 
‘Often’ column was rarely used and was used 
equally by both affected and controls (a total of 
14 responses by each group). Scoring the re- 
sponses as I for ‘Never’, 2-for ‘Occasionally’, 
3 for ‘Sometimes’ and 4 for ‘Often’ there was 
equally no difference between affected and 
controls, the means for the two groups being 
8-7 and 8:5 respectively. 


4. Marriage and children 

More of the controls are married and they 
have produced a considerably greater number of 
children. The higher fertility is a matter not 
only of the group as a whole but also of the 
individual marriage. The difference in the total 
number of live births is significant at the 5 per 


cent level. we 
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Affected Controls 








Number ever married .. " 50 57 
Number now separated vs I 2 
Number now divorced .. m 5 3 
Legitimate children — .. : 82 129 
Illegitimate children... 4 о 
Children born alive but no o longer 

surviving "m , 3 2 
All live births .. 89 131 
Mean number of children per 

marriage 1:8 2:9 
Mean age of probands at marriage 25:8 24-8 
Mean number of children per 10 

years of marriage 1'9 2:9 


The affected have adopted 4 children as against 
3 adopted by the controls. They are not 
fostering any children, whereas the controls are 
fostering. 


5. Medical history since the age of 16 

Subtracting the admission for the 1955 
epidemic illness the affected had been in hospital 
more times since the age of 16 than the controls. 
They had stayed in longer on each occasion. 


Affected Controls 








Average number of Bonn ad- 


missions 2:14 1:92 
Average total period i in ' hospital 

if weeks КЕ 5:25 2°89 
Average stay in hospital per ad- 

mission in weeks 2°45 2:18 


The difference in hospital admissions is 
statistically significant at the 1 per cent level. 

The question ‘Would you describe yourself 
as nervous? was answered ‘yes’ by 16 in each 
group. However, 13 of the affected as against 7 
of the controls had at one time or another 
consulted a psychiatrist professionally. Six of 
them (all after the epidemic as against 2 
controls) had been in-patients in psychiatric 
units. 


Additional data on the 1955 epidemic 

One of the affected wrote on the back of 
Form A as follows: 

‘I feel I must be honest. Though the illness appa- 
rently lasted for over three months in my case, I had 
actually recovered quickly but prolonged my stay in 
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hospital by “cooking” a pyrexia with cigarettes and 
hot water bottles. I can only explain it as a love of 
the attention I was receiving and a slight apprehen- 
sion at going back into the outside world after such a 
long period of security. 

‘I have always been very sorry about doing this 
but have never told anyone before.’ 


ANALYSIS OF Form B— 
Tae EvsENCK PERSONALITY INVENTORY 

This personality inventory scores on three 
axes—neuroticism (N), introversion-extraver- 
sion (E, the more extravert the higher the E 
score) and ‘lies’ (L). Eysenck recommends that 
questionnaires with an L score of 5 or more be 
discarded (Eysenck and Eysenck, 1964). Accord- 
ingly the five pairs in which one proband had an 
L score of 5 were left out of the analysis. The 
remaining 66 pairs yielded the following figures: 


Affected Controls 








Mean N score 12-2 10°3 
Mean E score 19:4. 19:2 
Mean L score 1.74 1°77 


The difference between the N scores is signi- 
ficant at the 5 per cent level. (It is also signi- 
ficant if the high L scorers are left in the 
analysis.) 


CoMMENT ON THE RESULTS 


The proponents of an organic explanation of 
the 1955 epidemic can accommodate all the 
results of the follow-up without much difficulty 
by postulating an hysterical fringe to the 
epidemic. The following comments are made 
on the assumption that the hysterical hypothesis 
is the correct one: the organicist can read them 
as referring to a minority population of hysterics 
that attached itself to the true epidemic. Some 
of the results do not even require this concession 
by the organicist, they can be regarded as 

random or as consistent with an encephalitic 
illness. 


т. Sick leave before the epidemic. This result suggests 
that a minority of the affected had had an unusually 
high rate of sick leave before the epidemic. The 
majority of both affected and controls had hardly 
any sick leave at all. To some extent this is a reflection 
of the fact that a large number had been working at 
the hospital for less than six months and so had not 
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had time to acquire a significant record. The result 
can only be said to indicate that for a few of the 
affected there is evidence of either (a) actual ill 
health or (b) a low threshold for reporting sick before 
the epidemic. 

2. The two suicides. There is good evidence that 
Mary had a seriously disturbed personality before the 
epidemic and some evidence for this in the case of 
Nina too. The subsequent histories are consistent 
with a diagnosis of severe personality disorder. 

3. The two chronic invalids and the five with permanently 
impaired health. The accounts of themselves supplied 
by these probands are consistent with a diagnosis of 
hypochondriasis, i.c. with a personality disorder in 
which the leading feature is continuous ill health of a 
pattern that does not suggest any organic diagnosis. 

4- Parental death or absence before 1955. Most psychi- 
atrists believe that parental death or absence in early 
life has a damaging effect on personal development. 
This belief reflects current theories of psychological 
development and is inherently reasonable, though the 
evidence for it is far from overwhelming (Birtchnell, 
1970). There is inequality in the expected direction 
between affected and controls, but it is not statistically 
significant. 

5. The probands’ perception of ill health in their parents. 
The probands considered that 37 per cent of their 
mothers were in less than good health as against 28 
per cent of their fathers. Considering that the fathers 
were in fact dying much faster than the mothers—a 
total of 52 fathers were dead as against 19 mothers— 
it seems odd that so many more of the surviving 
mothers were in poor health. It could be that women 
suffer from more trivial illnesses and less serious ones 
than do men. Alternatively, it could be that the 
amount of ill health in the elderly male and female is 
much the same but that there is a much lower 
threshold for the perception of ill health in female to 
female communication than in male to female 
communication. This is of some interest in relation 
to the greater liability of exclusively female popula- 
tions to attacks of mass hysteria. 

6. Number of sibs. The fertility differential in favour 
of the controls’ parents, though not statistically 
significant, suggests the possibility of a genetic factor 
at work in the significantly different fertility of 
controls and affected. 

7. Separations from parents. Most psychiatrists believe 
that long separations, like parental deaths or perma- 
nent absences, are damaging to the developing 
personality. The failure to find any correlation in this 
study is disappointing to those who hold this view. 
The only crumb of comfort lies in the excess number 
(6 against 2) who had suffered separations of 5 years 
or more. 


8. Questions on health around the age of 16. Most of 
these items are taken from a questionnaire given to 
school girls involved in an epidemic of overbreathing 
(Moss and McEvedy, 1966; unpublished data). In 
that investigation it was discovered that there was a 
tendency for a disproportionate number of the 
affected to answer ‘yes’ to the question ‘Do you ever 
go off your food for a day or two?’ but no tendency 
for the affected to admit to sleepwalking more 
frequently than the unaffected. The results in the 
follow-up are consistent with those findings which 
suggest that sleepwalking is not as closely linked to 
other ‘hysterical’ traits as one might expect. 

Also as expected is the finding that the two girls 
who had attended a Child Guidance Clinic were in 
the affected group. 

In the questions on general health which had the 
‘Never—Occasionally—Sometimes—Often’ choice of 
answer the affected schoolgirls had shown a tendency 
to use the ‘Often’ column more frequently than the 
unaffected. This distinction is not found in the 
follow-up population. The failure to find it could be 
taken as a point against the hysterical hypothesis. 
The defence would be that whereas the school-girls 
were making a contemporary statement the follow-up 
cases were trying to recall their state of health after 
an interval of twenty years. The situations are not 
really comparable. In addition there may be a 
tendency, such as exists in compensation neurosis, to 
improve the assessment of health before an incident 
which is held to be responsible for current symptoms. 

9. Marriage and children. Biological maturity in the 
female is reasonably assessed by reproductive Beha- 
viour. The difference of a year in age of marriage is 
not statistically significant but is consistent with the 
hypothesis that hysterical traits correlate with 
immaturity. 

The significantly lower number of children could 
also be interpreted as evidence for this hypothesis. 

10. Medical and psychiatric history since the age of 16. 
General health as measured by hospital admissions 
is significantly worse in the affected population. The 
difference in amount of psychiatric attention is also 
in the expected direction. 

11. Pyrexias during the 1955 epidemic. Pyrexia over 
тоо °F. occurred in only 4:5 per cent of cases during 
the epidemic. The confession of ‘cooking’ by one of 
the affected in the follow-up and the similar evidence 
in respect of Nina would seem to transfer this item 
to the hysterical side of the ledger. 

12. The Eysenck Personality Inventory. The higher N 
score of the aífected population (significant at the 
5 per cent level) is in accordance with previous find- 
ings on both hysterical patients and the populations 
involved in hysterical epidemics. Some coritrol data 


BY COLIN P. MCEVEDY AND f W. BEARD 


from an undoubtedly organic illness is provided by 
Cumming and McEvedy’s study of an epidemic of 
vomiting in a university residential college for 
women (Cumming and McEvedy, 1969). When the 
illness was equated with vomiting there was no 
difference in mean N score between the affected and 
unaffected (mean N scores of 12:2 for 91 affected 
and 12-4 for 74 unaffected). Among the unaffected 
there was a group of 28 girls who said that though 
they had not vomited, they had felt sick. This group 
had a mean N score of 12:9. If the nauseated group is 
transferred to the affected category the affected 
(vomited or felt nauseated) and unaffected mean N 
scores are 12:4 and 12:0. So even if the whole of the 
possible neurotic fringe is incorporated in the affected 
group the difference between the two scores is less 
than half a point. This suggests that in an illness 
which is basically random in respect of personality 
factors one is unlikely to obtain a difference in N 
scores of over a point, even when the neurotics are 
given the opportunity of defining themselves as ill. 

Eysenckian theory predicts that as well as a higher 
N score an hysterical population should have a 
higher E score, but this has never been confirmed in 
practice. There is evidence suggesting that hysterical 
patients have a slightly below average E score, while 
populations involved in hysterical epidemics have 
a slightly higher than average E score. There is thus 
a possibility that the extraversion score is related to 
excitability: the higher scorers being more easily 
excited but decaying back to normality rapidly, the 
lower scorers being more difficult to excite but once 
excifed tending to become chronic. However, dis- 
cussion on this topic is not really profitable when the 
results do not attain statistical significance (Ingham 
and Robinson, 1964; Moss and McEvedy, 1966; 
McEvedy et-al., 1966). 


DISCUSSION FROM THE VIEWPOINT OF THE 
HYSTERICAL HYPOTHESIS 
There is no reason to believe that young 
nurses are anything but normal representatives 
of their age group. It is therefore important to 


distinguish between the meaning of the word. 


‘hysteria’ in the context of an epidemic of 
hysterical behaviour and the word as used in 
ordinary medical practice. 

It is reasonable to regard the threshold for 
hysterical behaviour as a characteristic that is 
distributed in a Gaussian way. The stress of 
everyday living cuts off the bottom few per 
cent of the female distribution: this small 
minority supplies the medical profession with 
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its classical (pathological) hysterics. The 8 or 
IO per cent just above this line may inter- 
mittently behave hysterically under stress. T'he 
remainder of the population will be able to 
inhibit emotional reactions so that their beha- 
viour remains within the accepted limits of the 
society they live in. By definition, the affected in 
an hysterical epidemic are not hysterics of the 
pathological type: the attack rates are too high. 
The affected group contains a majority of 
normal women, a number who have a ten- 
dency to behave hysterically under stress and a 
small minority of ‘pathological hysterics’. 

In respect of pathological hysterics one has 
fairly clear ideas what to expect: unexplained 
illnesses, visits to psychiatrists, failures in 
social and sexual life. In respect of the normal 
women involved in an hysterical epidemic it is 
difficult to hypothesize anything other than a 
tendency to have the same deficiencies as the 
pathological minority. 

The follow-up was carried out partly to see 
if pathological hysterics would occur in the 
affected group: this appears to be the case. It 
was also hoped that some features would be 
discovered to distinguish the normal women in 
the affected population from the controls. It 
would appear that there are such features: the 
affected population as a whole is more neurotic 
(as defined by the E.P.I.), has poorer health (as 
defined by hospital admissions) and lower 
fertility (as defined by the number of live births). 

As already remarked, the organicist can 
accommodate the results of the follow-up with- 
out much difficulty by postulating an hysterical 
fringe to the epidemic and by suggesting that the 
constitutionally less healthy were dispropor- 
tionately attacked. There are only three real 
gains for the hysterical hypothesis: 

I. The difference in N scores, which seems too large 
to explain as a fringe effect. 

2. The fact that the objective characteristics of the 
affected population which suggest a neurotic element 
are most marked in those most severely affected 
during the epidemic, i.e. the nuclear group clinically 
is probably the most neurotic. 

3. The data on two 'pyrexial patients indicating 
simulation. 

The data supporting the second point are set 
out in T'able I. The results are consistent 
except for the two self-assessment items. 
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TABLE I 
Actual 
Expec- Expec- data 
ted data ted data ır 
II I1 severely 


controls affected affected 





Parental deficiency before 





1955* ‚> es OOrI IOr2 5 
Health record before 1955: 
1. Hospital admission to age 
ofi6  .. dss D C 13 17 
2. Number of probands aver- 
aging more than 2 days 
sick leave a month oorr IOr2 5 
Health record as an adult: 
1. Hospital admissions Ls 15 23 34 
2. Psychiatric attention 2 1 2 4t 
Marriage and children: 
1. Ever married 8org 7or8 6 
2. Mean age at marriage .. 24:8 25:8 27:7 
3. Number of live births .. 19 13 10 
Actual 
Expec- Expec- data 
ted data ted data 10 
10 10 severely 


controls affected affected 





Self-assessment: 
1. Appetite instability around 
the age of 16 


M es 2 3 2 
2. Mean N score on the E.P.I. 


10:3 12:2 
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Classical, Avoidance and Backward Conditioning 
Treatments of Homosexuality 


By ЇЧ. McCONAGHY AND R. F. BARR 


Previous studies (McConaghy, 1969, 1970a; 
McConaghy ei al., 1972) evaluated the efficacy 
of three widely different forms of aversion 
therapy in treating homosexuality. The methods 
investigated were aversion-relief, apomorphine 
therapy, and avoidance conditioning. 

With aversion-relief the patient read aloud a 
series of phrases descriptive of homosexual 
activity and immediately received a painful 
electric shock. Each patient experienced over 
1,000 pairings of phrases and shocks during the 
course of treatment. With apomorphine therapy 
the patient was shown slides of males he found 
attractive on 28 occasions, each occasion being 
associated with nausca produced by apomor- 
phine injections. With avoidance conditioning 
the patient was presented 420 times with similar 
slides of males, with the possibility of rejecting 
the slide and so avoiding a painful electric shock 
on “two-thirds of the presentations; on the 
remaining occasions the patient could not avoid 
the shock. 

The patients response to treatment was 
assessed both by reported change in sexual 
feclings and behaviour and by changes in penile 
volume to moving pictures of nude men and 
women. It was concluded that following therapy 
the patients showed weakening of homosexual 
feelings. INo significant differences were found in 
response to the three treatments. 

The technique of avoidance conditioning used 
was quite elaborate and was designed by Feld- 
man and MacCulloch (1965) to exploit fully the 
findings of many thousands of experiments on 
animal and human conditioning, with the 
expectation that it would prove much more 
effective than simpler techniques such as 
aversion-relief and apomorphine therapy. It 
has been pointed out (McConaghy, 1969) that 
it cannot be assumed that aversion therapies 
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act simply as conditioning techniques. Yet if 
they have a specific action it would seem likely 
that widely different techniques would produce 
different degrees of response. 

To obtain further evidence as to whether the 
aversion therapies employed have specific effects, 
in the previous studies each patient's response to 
treatment was compared with his ability to set 
up a conditioned response in a separate pro- 
cedure. Before treatment the patient was shown 
a film which contained ten-second segments of 
moving pictures of nude women and men. The 
pictures of women were preceded by shots of a 
red circle; they alternated at intervals of one 
minute with pictures of men preceded by shots 
of a green triangle. The patient's penile volume 
response was measured throughout the proce- 
dure. Conditioned responses occurred to the 
circles and triangles similar to the unconditioned 
responses to the following nudes, viz. penile 
volume increase to the male, and penile volume 
decrease to the female nudes. There was no 
consistent relationship between the patients 
conditionability as measured in this way and 
their response to aversion therapy. 

In view of these findings the present study was 
carried out to examine further the problem of 
whether the aversion therapies act specifically. 
Avoidance conditioning was compared with a 
simple classical and a backward conditioning 
procedure. In backward conditioning the un- 
conditioned stimulus (in this case a painful 
electric shock) precedes the conditioned stimulus 
(the slide of an attractive male). It has been 
established that backward conditioning pro- 
duces little if any stable conditioning (Pavlov, 
1927). 

Since aversion therapy involves the use of a 
painful stimulus, it was decided also to compare 
each patient's response to this therapy with an 
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independent measure of his ability to set up a 
conditioned response with an aversive uncondi- 
tioned stimulus. In the studies reported above, 
only the patients’ ability to condition to appeti- 
tive sexual unconditioned stimuli was investi- 
gated. Evidence has been advanced that there 
is a relationship between a person’s ability to set 
up conditioned responses to appetitive and to 
aversive unconditioned stimuli, ie. that a 
general factor of conditionability exists (Barr 
and McConaghy, 1972). It is possible that there 
are in addition subsidiary factors; for example, 
as Lovibond (1964) has suggested, separate 
factors for aversive and appetitive condition- 
ability. If this is correct, and there is a relation- 
ship between response to aversion therapy and 
conditionability, this relationship should be 
more apparent if an aversive procedure is used 
to measure conditionability. 


METHOD 


Forty-six homosexual patients referred for aversion 
therapy were randomly allocated to receive one of 
three treatments—classical, avoidance, or backward 
conditioning. Each patient was admitted to hospital 
for five days for initial investigations and treatment. 


Investigations 

1. Appetitive conditionability : The patient first viewed 
the film referred to above, containing moving pictures 
of nude men and women. While he viewed the film, 
changes in his heart rate, penile volume and galvanic 
skin response were recorded on a Grass 5D polygraph. 
The method of recording and scoring these responses 
has been described elsewhere (McConaghy, 1967; 
Barr and McConaghy, 1972). 


2. Aversive conditionability : The patient next received 
a series of electric shocks of increasing intensity to 
determine a level at which they were definitely un- 
pleasant without being unbearable. The shocks were 
generated by a Grass S4 stimulator. They were of 
one second duration and consisted of onc millisecond 
pulses delivered at the rate of one hundred pulses per 
second to the tips of the index and ring fingers of the 
right hand through 1:5 cm. solder electrodes coated 
with electrode jelly. The level accepted by the subjects 
varied from go to 150 volts. Tones of 500 and 1,500 
с.р.з. were then presented alternately at minute 
intervals. The 500 c.p.s. tones were followed by 
painful electric shocks at the level of intensity deter- 
mined. The same physiological responses were re- 
corded throughout as during the film. This condi- 


tioning technique has been described in more detail 
elsewhere (Barr and McConaghy, 1971). 


Details of treatment 


Slide selection: All patients were shown 60 slides of 
nude or partially clothed male children, adolescents 
or adults, some with penile erections. Patients having 
avoidance or backward conditioning were also shown 
30 slides of nude or partially clothed young adult 
women. Each slide was shown for 10 seconds. While 
viewing it, the patient scored his sexual response as 
marked, moderate, slight or none. At the same time 
his heart rate, penile volume and galvanic skin 
response were recorded. For patients receiving 
classical conditioning, approximately 15 male slides 
were selected to which the patient reported the 
greatest subjective response and showed the greatest 
penile volume increase. For avoidance or backward 
conditioning approximately 15 slides each of men 
and women were selected, ranging from those to 
which the patient showed greatest subjective and 
penile volume response to those to which he showed 
only slight response. 

Classical conditioning : 'The patient was told that he 
would receive three electric shocks during cach session 
of treatment, and was encouraged to tolerate as 
strong a shock as possible short of a level which caused 
him to become emotionally distressed. In each treat- 
ment session he was shown three of the male alides 
selected by the procedure described above. The slides 
were shown for ten seconds at intervals of approxi- 
mately four minutes. During the final secord of 
exposure of cach slide, and for one second following 
its removal, the patient received a painful electric 
shock to the fingers. The shocks were delivered. as 
described above and varied from 60-150 volts in 
intensity. 

Avoidance conditioning: This was based on the pro- 
cedure described by Feldman and MacCulloch (1965). 
The patient was first shown the male slide to which 
he had only slight response in the slide selection pro- 
cedure. He was instructed to leave it on as long as he 
found it attractive. After eight seconds he received 
an electric shock if he had not removed the slide by 
means of a hand switch with which he was provided. 
The shock continued until he removed the slide. The 
intensity of shock used initially was that determined 
in the aversive conditionability procedure. If the 
patient did not quickly remove the slide after re- 
ceiving tbe shock, its intensity was increased until he 
did so. The voltage used varied from 30—150 volts. 
When the patient avoided the shock three times in 
succession by switching the slide off before eight 
seconds had elapsed, he was placed on a schedule of 
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reinforcement. In one-third of the trials he could still 
switch the slide off whenever he wished; in another 
third he could switch off the slide after a variable 
delay; and in the final third he could not switch the 
slide off until after he had received a shock. On some 
occasions following the removal of the male slide and 
cessation of the shock he was shown the slide of a 
woman to which he had the greatest response in the 
slide selection procedure. When he no longer had a 
sexual response to the male slide it was changed for 
the next one to which he had little sexual response. 
At the same time the female slide was changed for 
the next to which he had most response. The patient 
was shown a male slide thirty times in each session. 

Backward conditioning : This was designed to approxi- 
mate avoidance conditioning in terms of frequency 
and duration of presentation of slides of males and 
females and of electric shocks. The patient received a 
shock of one second duration. After a half-second the 
slide of a male was shown for four seconds. Following 
a two-second interval either the slide of a female was 
shown for sixteen seconds or the screen was left blank 
for this period of time. After a further half-second the 
patient received the next shock. This cycle was re- 
peated thirty times in each treatment session. The 
level of shock used initially was that determined in the 
aversive conditioning procedure. The patient was told 
it should be definitely unpleasant but not unbearable, 
and was requested to inform the therapist if it felt 
less intense than this at any time, so that it could be 
increased. The voltage used varied from 30—150 volts. 
As with avoidance conditioning the male slide used 
initially was the one the patient found least exciting, 
and the female slide was the one he found most 
exciting. Both slides were changed for the next in 
these hierarchies when the patient reported he no 
longer felt any sexual response to the male slide. 

All patients received 14 sessions of treatment during 
the five days in hospital. They were asked to return 
three weeks later for further investigations and treat- 
ment. On this occasion they were again shown the 
film, and the same physiological responses were 
recorded. Slides were then selected and the first 
booster treatment given. This was similar to that 
each patient received in hospital. They then returned 
at intervals of a month for five further booster treat- 
ments. Prior to the last, they were shown the film 
again and their responses were recorded. After each 
booster treatment, and six months after the last one, 
they were questioned about their current sexual 
feclings and behaviour. 

All patients completed the sessions of treatment in 
hospital. One failed to attend for assessment and 
booster treatment after one month. Twenty-two 
completéd the six booster sessions of treatment, and all 
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Qu thé 12 months 
follow-up interview. et afterided for five booster 
treatments, 6 of them aftending-fór the 12-month 
follow-up. Fifteen attended for from one to four 
booster sessions, Only 6 of them attended the one-year 
follow-up. One patient refused any booster treatments, 
as he had lost all sexual feeling, both heterosexual and 
homosexual subsequent to the initial treatment in 
hospital. At one-year follow-up his sexual feelings 
had returned to their state before treatment. Apart 
from this patient’s response there were no complica- 
tions which could be attributed to the treatment. 
In the year following treatment two patients experi- 
enced fairly severe depression, and four others had 
episodes of milder depression. All six had had many 
similar episodes in the past. Their reactions could not 
be regarded as ‘symptom substitutions’, as all showed 
minimal response to treatment. 





The patient group 


As in previous studies (McConaghy, 19702; 
McConaghy et al., 1972), all persons conscious of 
homosexual feeling who wished to have this reduced 
or eliminated and who were not overtly psychotic 
were accepted for treatment. The majority of 
patients were referred by other psychiatrists. Their 
ages ranged from 15 to 59 years, with a median of 25 
years. Seven were married. Twenty-one had been 
charged in the past with sexual offences, all but one of 
a homosexual nature; thirteen of these had been 
charged more than once. Legal action was instru- 
mental in six patients being referred for treatment, but 
they all claimed they wanted treatment in any case. 

Four of the married men were having regular sexual 
intercourse with their wives. All four had been charged 
with homosexual offences on one, two, three and seven 
occasions respectively. This tendency for married men 
who are having regular sexual relations with their 
wives and who seek treatment for homosexuality to 
have been charged for such behaviour has been noted 
previously (McConaghy et al., 1972). Of the other 
three married men, one was separated from his wife, 
and the other two were having intercourse very 
infrequently. Of the unmarried patients, sixteen had 
experienced heterosexual intercourse and one had 
attempted it. In all but four, such experience had not 
occurred in the year preceding treatment. 

Twenty-six patients were having regular homo- 
sexual relations until commencing treatment. A 
further eight had had such relations within the pre- 
vious six months. Six patients had never had homo- 
sexual relations, and a further five none for several 
years. These patients were all distressed by the 
intensity of their emotional attraction to males. 
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RESULTS 
Penile volume responses following therapy 


In assessing sexual orientation, ten photo- 
graphs of women and ten of men were shown to 
the subjects. It had been found previously 
(McConaghy, 1970a; McConaghy et al., 1972) 
that the most reliable measure of the resultant 
penile volume changes was that obtained by 
testing the difference between the ten volume 
responses to the pictures of the men and the ten 
to the women, using the Mann-Whitney U test. 
This provided a U score for the assessment of 
each patient’s responses which approached тоо 
the more his responses to the female slides were 
greater than those to the male slides, and 
approached o the more the responses to the 
male slides were greater. When the U score is 23 
or less and 77 or more, the difference between 
the two groups of scores is significant at the 
5 per cent level. 

Details of the U scores of the patients before 
and at three weeks and six months after treat- 
ment are given in Table I. Both at three weeks 


TABLE I 
Patients’ U scores in relation lo treatment 





Three Six 
Prior to weeks months 
U score treatment ' after after 
treatment treatment 

0—23 is 23 18 14 
23°5-50 13 12 9 
50°5-76°5 6 9 8 
77 -100 4 6 6 
Unknown I 9 





and six months after treatment the U scores of 
the patients who attended for assessment 
changed in the heterosexual direction to a 
statistically significant degree (р < :05 and 
< -or respectively, Wilcoxon test of paired 
replicates). There was a marked trend for the 
scores at six months to have changed further in 
the heterosexual direction than those at one 
month, but this trend did not reach significance. 

The summed penile volume responses of each 
subject to the male nudes in the film assessment 
were significantly reduced both at one month 
and six months after treatment (p < :05, 


Wilcoxon). The summed penile volume re- 
sponses to the female nudes were increased after 
treatment; this change was statistically signifi- 
cant for those patients who showed a mean 
negative penile volume response to these nudes 
before treatment (p < -02, Wilcoxon). For 
those patients who showed a mean positive 
response to the female nudes there was a non- 
significant trend for their responses to be 
reduced following treatment. 


Reported subjective responses to therapy 


Table II summarizes the feelings and beha- 
viour reported by patients at three weeks, six 
months and one year after treatment. The 
estimate of change in heterosexual and homo- 
sexual desire was based on the patient's aware- 
ness of the amount of sexual interest in men and 
women and the amount and nature of sexual 
fantasy, including masturbatory fantasy. 


Relationship between response to aversion therapy and 
conditionability 

Each patient's ability to set up conditioned 
responses was determined in the appetitive 
procedure by measuring the mean amplitude of 
the conditioned penile volume and galvanic 
skin responses to the green triangles which pre- 
ceded the moving pictures of the men and the 
red circles which preceded the pictures of the 
women. To exclude the influence of the ampli- 
tude of the unconditioned responses, condition- 
ability was also determined by the use of the 
modified work ratio obtained by dividing the 
conditioned response amplitude by the un- 
conditioned response amplitude (Barr and 
McConaghy, 1971). The patients were divided 
into two groups as near to the median as possible 
in terms of the degree of reduction of homo- 
sexual feeling they reported at one month, six 
months and one year after treatment; and were 
similarly divided into two groups in terms of 
their reported increase in heterosexual feeling. 
There was no consistent relationship between 
conditionability in the appetitive procedure and 
these measures of response to treatment. 

Conditionability in the aversive procedure 
was similarly measured by both amplitude and 
modified work ratio, for penile volume and 
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galvanic skin responses to the tones preceding 
the electric shocks. A number of statistically 
significant relationships were present between 
these measures of conditionability and response 
to treatment. These relationships are reported 
in Table ITI. 

The relationship of each patient's condition- 
ability and his change in U scores with treat- 
ment was also examined, both at one month 
and six months after treatment. There were no 
consistent relationships with measures of condi- 
tioning in the appetitive procedure. However, 
there were positive correlations between the 
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change in U scores at six months and all four 
measures of aversive conditioning— penile 
volume amplitude and work ratio and galvanic 
skin response amplitude and work ratio. The 
correlation between mean conditioned galvanic 
skin response amplitude and change in U score 
was statistically significant (p < 0-05). 


Discussion 
Measures of treatment response 
In two previous studies (McConaghy, 1970a; 
McConaghy et al., 1972) a statistically significant 
relationship was found between decrease in 














ТАВІЕ II 
Reported subjective responses at three weeks, six monihs and one year after aversion therapy 
Avoidance Classical Backward 
conditioning conditioning conditioning Total 
3 6 I 3 6 I 3 6 I 3 6 I 
wks mths yr wks mths yr wks mths yr wks mths yr 
HETEROSEXUAL 
Desire 
Increased . 6 8 5 3 2 3 4 4 4 13 14 12 
Possibly increased .. 4 о 4 4 I 2 3 3 o II 4 6 
Unchanged . . 4 3 3 7 6 4 6 5 7 17 14 14 
Possibly reduced o o o I I о о о о I I o 
Reduced I 2 o I 2 I 1 о о 3 4 I 
Unknown o 2 3 о 4 6 1 3 4 I 9 13 
* Reldtions since treatment 
Increased .. 0 2 2 2 9 5 I 3 а 3 8 9 
Unchanged .. xg c I 1 2 2 I I I 2 4 4 4 
Reduced  .. eet. 10 o о о I I о о о o I I 
None - .. I4 10 9 12 6 3 12 8 7 38 24 19 
Unknown .. .. 0 2 3 o 4 6 I 3 4 1 9 18 
HOMOSEXUAL 
Desire 
Increased .. sas UE о o о І o o о о І І о 
Possibly increased .. 1 І o о о o I o о 2 I о 
Unchanged .. 2 І І 5 4 4 3 3 4 10 8 9 
Possibly reduced 3 I 4 I 2 o 2 3 I 6 6 5 
Reduced 5 9 6 8 3 4 6 5 5 19 17 15 
None ; 3 ї ї 2 2 2 2 I I 7 4 4 
Unknown .. o 2 3 o 4 6 I 3 4 I 9 13 
* Relations since treaiment 
Increased .. o 2 1 o o o o o o о 2 1 
Unchanged .. se ol I I 3 2 2 I 3 2 5 6 5 
Reduced  .. Lu yu 5 3 I I 3 I 3 I 2 9 7 
None, reduced .. IO 2 3 9 7 3 10 4 6 29 13 12 
None, unchanged .. 4 3 4 3 2 2 2 2 2 9 7 8 
Unknown 00 2 3 о 4 6 І 3 4 I 9 13 








ж Heterosexual relations refers to sexual intercourse; homosexual relations to any contact ofa sexual nature. 
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homosexual feelings reported by patients 6 and 
12 months after completion of aversion therapy 
and increase in U score of their sexual orienta- 
tion assessment at this time. U score increase 
reflected the tendency to show less penile volume 
increase to pictures of nude men as compared 
with the response to pictures of nude women. 
A similar relationship was present in both 
studies between reduction in homosexual feeling 
and change in U score two weeks after treat- 
ment, but it was not statistically significant. 
Only penile volume responses occurring with- 
in то seconds of stimulus onset were measured. 
They were unlikely to be secondary to con- 
ciously induced fantasies and so under voluntary 
control. It was concluded that both subjective 
reports and U score changes some months after 
treatment were valid measures of response. 
However, during and within the month follow- 
ing treatment most patients reported they were 
trying to avoid stimulation of homosexual 
feeling by, say, avoiding looking at men in the 
street. They seemed uncertain about their 
ability to assess the strength of their sexual 
impulses. The lack of a significant correlation 


between U score change and subjective reports 
shortly after treatment was therefore considered 
to be due to the patients not having had sufficient 
time to evaluate the changes in their sexual 
feeling and behaviour. In the present study the 
final film assessment was made before the last 
booster treatment. The change in U score of the 
patients at this time correlated with their re- 
ported reduction in homosexual feeling, but not 
to a statistically significant extent. 

In the previous two studies it was shown that 
the U scores of homosexual patients did not 
change significantly over a three-week period 
when treatment was withheld. Following aver- 
sion treatment, the U scores changed signifi- 
cantly in a heterosexual direction. In the present 
study, it was not considered necessary to re- 
plicate the finding that U scores did not change 
without treatment. As in the previous studies, at 
the initial follow-up after aversion therapy the 
U scores of the patients had changed significantly 
in the heterosexual direction. 

The changes in mean penile volume response 
amplitude to the film shots of men and women 
were also similar to those found in the previous 








Tass III 
Significant relationships between measures of conditionability and reported response to treatment 
Level of 

Measure of conditionability Measure of response to treatment significance 
(one-tailed) 

Penile work ratio (tone and shock) Homosexual feeling definitely reduced at three weeks 0-05 

Galvanic skin response work ratio (tone Heterosexual feeling possibly or definitely increased at 
and shock). . bs T three weeks 0'05 


Penile work ratio (tone and shock) 


Mean. amplitude conditioned pene 
volume response to tone .. 


Homosexual feeling definitely reduced at six months 0-025 


Homosexual feeling definitely reduced at six months. 0:025 
Heterosexual feeling possibly or definitely increased 


at six months 0°05 
Penile work ratio (tone and shock) Homosexual feeling definitely reduced at one year 0'025 
Mean amplitude conditioned рЫ 
volume response to tone .. Homosexual feeling definitely reduced at one year 0:025 


Penile work ratio (tone and shock) 


Heterosexual feeling possibly or definitely increased 


at one year O*OI 


Galvanic skin response work ratio (tone 
and shock). . ; 


Heterosexual feeling possibly or definitely increased 
at one year 0-025 
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studies: a significant reduction in response to 
pictures of men, but a significant increase in 
response to pictures of women only in those 
patients who showed a negative penile response 
to these pictures before treatment. These data 
are consistent with the conclusion (McConaghy 
ві al., 1972) that following aversion treatment 
there is a decrease in homosexual and in 
negative heterosexual feelings but no actual 
increase in positive heterosexual feelings. 

Although following treatment the U scores for 
sexual assessment of the patients as a whole 
changed significantly in a heterosexual direction, 
those of fifteen patients changed in a homosexual 
direction. In all three studies this has occurred 
much more frequently when the patients! pre- 
treatment U scores were over 40, this trend being 
statistically significant in the first study. U scores 
of over 40 should indicate a more heterosexual 
orientation than scores of 40 or less. This has 
been observed in the previous two studies. In 
the present study, patients with U scores over 
40 more frequently reported heterosexual desire, 
intercourse and masturbatory fantasies. The 
difference in respect of masturbatory fantasies 
was Statistically significant (x^ with Yates’ 
correction). It can be concluded that U scores 
of over 40 are valid indicators of a more 
heterosexual orientation. 

Ù scores approach 100 the more the subject’s 
penile volume responses to pictures of women 
are greater than those to pictures of men. 
Hence as U scores approach 100 they are deter- 
mined more by the responses to pictures of 
women rather than by those to pictures of men. 
The results of our studies indicate that aversion 
therapy for homosexual feelings reduces penile 
volume responses to men, but has negligible 
effect on positive responses to women. It would 
therefore have negligible effect on the U scores, 
which are largely determined by the latter 
responses—i.e. U scores over 40. Such scores 
should randomly shift either in the homosexual 
or heterosexual direction following treatment, 
ie. approximately half should shift one way, 
half the other. In the initial study, of the U 
scores over 40, five shifted in a heterosexual, 
nine in a homosexual direction. In the second 
study the comparable figures were seven and six, 
and in ‘the third, ten and nine. 


2 . 
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Negative penile volume responses 


In the present and the two previous studies, of 
the 126 subjects presenting for aversion therapy 
of homosexuality 16 showed at initial assessment 
mean negative penile volume responses to 
moving pictures of both nude men and women. 
It was originally decided that such responses 
would be interpreted on the principle that the 
sex of the nudes which produced the greater 
mean volume decrease was that to which the 
patient was attracted. Hence in calculating the 
U score in these patients the negative responses 
were treated as positive and vice versa. Dividing 
these patients into two groups according to 
whether their resultant U scores were above or 
below the median (44:5), those with higher 
scores reported more heterosexual desire, inter- 
course and masturbatory fantasy. The relation- 
ship between these U scores and the patients? 
sexual feelings and behaviour was comparable 
to that between these two variables in patients 
with the usual type of response, i.e. mean penile 
volume increase to one sex and decrease to the 
other. It would therefore seem that these 
aberrant responses are most appropriately scored 
in this way. 

Such mean negative penile volume responses 
to pictures of both men and women were also 
found in the film assessment of two of twenty- 
nine patients with sexual deviations other than 
homosexuality. One patient had a fetish con- 
cerning babies’ napkins. The other only became 
sexually aroused by fantasies of bound women. 
No such responses were found in eleven hetero- 
sexual students (McConaghy, 1967); nor in 
sixty students asked to volunteer for a condi- 
tioning experiment (Barr and McConaghy, 
1971). This suggests that such responses may be 
associated with sexual pathology. А 


Comparison of treatments 


The patients were randomly allocated to 
classical, avoidance or backward conditioning. 
It is becoming a common practice in the 
psychiatric literature that when patients are 
randomly allocated to different groups the 
distribution of various characteristics in the 
resultant groups are reported and differences 
tested for significance. This is statistically in- 
appropriate. It appears to be based on the 
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misconception (Frank, 1959) that ‘successful’ 
randomizaton results in equivalent groups, the 
characteristics of which are distributed equally. 
In fact it results in groups in which the charac- 
teristics are distributed randomly, i.e. by 
chance. Rather than being equal this distribu- 
tion must frequently be unequal, and for every 
twenty characteristics unequal to a statistically 
significant extent (at the 5 per cent level). 
This chance distribution of characteristics of the 
groups is essential for the appropriate use of 
statistical tests applicable to random samples. 
The fact that an unequal distribution of such 
characteristics will at times result in a significant 
difference in outcome is basic to the statistical 
use of randomization: A difference is accepted 
as not due to chance when the probability that 
it is due to (a) chance (distribution of variables) 
is 5 per cent (or whatever level of significance is 
arbitrarily chosen). This is of course responsible 
for inevitable false positive Type I errors. 

If randomly selected groups do differ mar- 
kedly in the distribution of certain characteristics 
which are important in determining the outcome 
of the study, this unequal contribution must 
contribute to the result. However, testing 
differences in distribution of the characteristics 
does not allow one to do more than suggest that 
a Type I or Type II error has occurred, at a 
possibly higher level of probability than one 
would have expected. It implies that the author 
was not content with randomization as a method 
of selection, and indeed many statisticians would 
agree that it is inappropriate to use this method 
to control variables known to markedly affect 
outcome. 

The distribution of characteristics reported 
to affect the outcome of aversion therapy for 
homosexuality (MacCulloch and Feldman, 
1967) is given in Table IV for the groups 
allocated to different treatments in the present 
study. The group which received backward 
conditioning was significantly older. Mac- 
Culloch and Feldman found that patients under 
30 years of age responded better than those over 
до. In our studies no consistent relationship has 
been found between age and any one measure 
of response. 

There seemed to be little difference in the 
efficacy of classical, avoidance or backward 

















TABLE IV 
Characteristics of Patients allocated to different aversion 
therapies 
Avoidance Classical Backward 
condi- condi- condi- 
tioning tioning tioning 
Age ..Mean 27:1 yrs 26:5 угз 32:1 yrs 
St. dev. .. 9:6 6-9 12:9 
Kinsey 6 3 2 3 
rating .. 5 > 3 5 
4 9 5 5 
3 2 3 = 
2 I 2 2 
I I 
Heterosexual intercourse 
prior to treatment .. 6 9 8 
Homosexual relations 
prior to treatment .. 12 14 14 








conditionong. Though there was a trend for 
more patients to report increased heterosexual 
and decreased homosexual feeling following 
avoidance therapy, more patients initiated or 
increased the frequency of heterosexual inter- 
course following classical conditioning; and 
more ceased homosexual relations following 
backward conditioning. There was no significant 
difference in changes in penile volume response 
to pictures of nude men and women following 
each of the treatments. 


Effect of booster treatment 


All patients were asked to attend for booster 
treatments.’ Lacking a satisfactory comparison 
group, this study cannot provide definite evi- 
dence as to whether such treatments increase 
the effectiveness of aversion therapy. Compared 
with the results of aversion therapy when booster 
treatment was not used (McConaghy, 1970a; 
McConaghy et al., 1972), those of the present 
study were superior in most respects. At follow- 
up, more subjects reported increased hetero- 
sexual and decreased homosexual feeling, four 
reporting no homosexual feeling. In the previous 
studies all patients were aware of some homo- 
sexual feeling at follow-up. There was no trend 
for more patients in the present study to initiate 
heterosexual intercourse, but more* ceased 
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homosexual intercourse. Following booster treat- 
ment the U scores of the patients’ penile volume 
responses changed in the heterosexual direction 
to a marked degree; this had not occurred in 
the previous studies at follow-up. Though these 
changes could be due to differences between the 
groups of patients in the three studies, they 
indicate the need for a controlled investigation. 

Only 20 of the 46 patients attended to receive 
all six booster treatments. At follow-up, these 
twenty reported a much better response to 
treatment than did those patients who had 
attended for five or less boosters. The difference 
approached statistical significance as regards 
increase in heterosexual intercourse and was 
statistically significant for cessation of homo- 
sexual relations (р = +05, Exact test). It has 
been advanced (Bagley and Greer, 1971) that 
improved response in a group receiving more 
compared with one receiving less prolonged 
treatment indicates a causal relationship be- 
tween the treatment and good outcome. Un- 
fortunately this need not be so; the relationship 
could be due to the patients who are doing well 
for independent reasons attributing this to the 
treatment and so continuing, while those doing 
badly drop out, with or without the consent of 
their therapist. 


Relationship of response to conditionability 

As shown in Table III, there was a consistent 
relationship between the patients’ ability to 
set up aversive conditioned responses and their 
reported response to treatment, as measured by 
reduction in homosexual and increase in 
heterosexual feeling. This was true both for 
measures of absolute amplitude of conditioned 
responses and for those with the effect of the 
amplitude of the unconditioned responses 
excluded by using the modified work ratio. 

It has been argued above that aversion treat- 
ment does not appear to increase heterosexual 
feeling. The relationship between condition- 
ability and this measure of response may seem 
to contradict this. However, it has been pointed 
out (McConaghy et al., 1972) that in previous 
studies patients who reported reduction in 
homosexual feeling tended to report increase in 
heterosexual feeling. This tendency was again 
present in this study and was statistically 
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significant (p < ‘05, Exact test) for the 
patients’ responses at six months. This relation- 
ship means that variables which correlate with 
reported decrease in homosexual feeling would 
also correlate with reported increase in hetero- 
sexual feeling, whether this increase was 
apparent or real. It is suggested that the 
increase was apparent, and due to the patients’ 
greater awareness of their previously existing 
heterosexual feeling when their homosexual 
feeling was reduced. 


Relationship of response to other factors 


As might be expected, in the present as in the 
previous two studies there was a strong ten- 
dency for patients who had experienced sexual 
arousal in heterosexual relationships before 
treatment to initiate or increase the frequency 
of heterosexual intercourse following aversion 
therapy, as compared with patients without such 
experience. This relationship has been reported 
by other workers (MacCulloch and Feldman, 
1967). 

Increasing age was prognostically related in 
this study only to change in heterosexual 
behaviour. Patients under thirty years were 
more likely to commence heterosexual inter- 
course following treatment. This may have 
been determined by motivation. Many patients 
over thirty said they were not strongly interested 
in developing heterosexual relationships; all 
they wanted from treatment was reduction in 
strength of their homosexual feelings so that 
they could control these and avoid feelings of 
guilt, or social and legal embarrassment. 

There was no relationship between the in- 
tensity of voltage accepted by the patient in 
treatment and the patient’s response. 


Comparison with other studies 


The results of the two previous studies 
(McConaghy, 19702; McConaghy et al., 1972) 
were compared with those of Freund (1960), 
who treated 67 male patients with apomorphine 
therapy, and MacCulloch and Feldman (1967), 
who treated 43 patients with avoidance learning. 
It was concluded that at least in terms of loss of 
homosexual feelings and interest the results of 
MacCulloch and Feldman were markedly 
superior to those obtained in the two previous 


160 CLASSICAL, AVOIDANCE AND BACKWARD CONDITIONING TREATMENTS OF HOMOSEXUALITY 


studies and those of Freund. As Feldman and 
MacCulloch (1965) reported they used booster 
sessions of treatment, these were included in the 
design of the present study. Subsequently it was 
learned (Feldman, 1969) that only three or 
four of their patients received booster treatment. 
The results of the present study were still mar- 
kedly inferior to those obtained by Feldman 
and MacCulloch in respect of loss of homosexual 
feeling and interest. 

Bancroft (1969) treated ten homosexual 
patients by giving them painful electric shocks 
when they developed a certain level of erection 
while producing erotic homosexual fantasies 
looking at photographs of males. The reported 
response of his patients was poorer than that 
of the subjects of the present and the two 
previous studies, but not markedly so. Subse- 
quently Bancroft (1970) compared the response 
of 15 patients to a similar treatment with that 
of an equal number of patients treated with 
systematic desensitization for heterosexual 
anxiety. Details of sexual behaviour following 
treatment were not given; hence it was not 
possible to compare his results with those of 
other studies. 

Bancroft (1970) also reported changes in 
penile responses to pictures of men and women. 
Following both desensitization and aversion 
treatment his patients showed smaller penile 
volume increases to homosexual stimuli and 
greater increases to heterosexual stimuli. It is 
not possible to compare these findings with 
those of the present study. Bancroft used a 
strain gauge which measured changes in penile 
diameter rather than volume changes. His 
patients were asked to fantasy erotically in 
relation to the pictures of men and women. It 
was not reported how long after they began to 
view the picture penile amplitude was measured. 
In the present as in previous studies the patients 
were given no instructions to fantasy, the 
pictures of men and women were shown for ten 
seconds only, and the penile volume response 
was recorded at the end of this time. Penile 
volume responses as measured in this way would 
be more likely to reflect strength of sexual 
drives. They showed characteristics of un- 
conditioned responses to sexual stimuli. They 
could be conditioned and correlated strongly in 


amplitude with the resultant conditioned re- 
sponses (McConaghy, 1970b; Barr and Mc- 
Conaghy, 1971). It is likely that the responses 
recorded by Bancroft would be more a measure 
of the motivation of the subjects to co-operate 
with the request to fantasy, and with their 
ability to learn to do so over a number of 
trials. Bancroft’s patients had a series of tests 
during treatment in addition to the one at an 
unstated time following treatment. He does not 
appear to have controlled for the effect of a 
series of such tests without treatment. 


Mode of action of aversion therapy 

It has been accepted that aversion therapy 
acts by setting up a conditioned reflex (Feldman 
and MacCulloch, 1965). It was pointed out, 
however (McConaghy, 1969), that this is 
unlikely. There is no evidence following treat- 
ment of the expected conditioned reflex. For 
example, the overt unconditioned response to 
painful electric shocks to the hand is arm with- 
drawal. The conditioned reflex to photographs 
of males reinforced by such shocks would be arm 
withdrawal accompanied by anxiety. Patients 
treated with aversion therapy in this way do 
not show arm withdrawal or report anxiety if 
they view such pictures after they have com- 
pleted treatment; they do report less sexual 
interest and demonstrate less penile volume 
increase to these pictures. 

In the present study, backward conditioning 
proved as effective a therapy as avoidance and 
classical conditioning. Yet the backward pro- 
cedure produces little if any stable conditioning 
(Pavlov, 1927). This makes it highly improbable 
that the aversion therapies investigated in this 
study were acting by setting up conditioned 
reflexes. 

Another finding of the present study was a 
number of significant relationships between 
response to aversion therapy and various 
measures of conditioning in an independent 
aversive procedure. Of course, these findings 
require replication. If valid, they may appear 
to be at variance with the above conclusion 
concerning the mode of action of aversion 
therapy. It was suggested (McConaghy, 1969) 
that a more satisfactory rationale for this therapy 
could be found in a report from Pavlov’s 
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laboratory concerning animal behaviour follow- 
ing an experimental neurosis ( Ivanov-Smolenski, 
1954). The animal not only ceased to show 
conditioned responses, but showed no un- 
conditioned responses either; for example, it 
would fail to salivate to food and often would 
refuse to eat. It was considered that this was 
due to an irradiation of the inhibitory process 
to the sub-cortical regions associated with the 
unconditioned responses. Aversion therapy 
might act similarly by inhibiting neural 
mechanisms associated with homosexual feelings. 

In the present and the two previous studies 
there has been no evidence of a significant 
disturbance of general behaviour in patients 
treated with aversion therapy. Hence it would 
have to be argued that the change following 
treatment was limited to sexual functioning 
only. However, evidence of this possibility exists 
in Pavlov’s description (1927) of ‘abnormal foci’, 
where the disturbance consequent on production 
of an experimental neurosis remained strictly 
localized. 

The initial method discovered for setting up 
an experimental neurosis in animals was in 
Pavlov’s terms (1927) to bring about a conflict 
between excitatory and inhibitory processes. 
Aversion therapy based on a backward condi- 
tioning schedule does involve the alternation 
of ekcitatory (slides arousing homosexual feeling) 
and inhibitory (painful electric shocks) stimuli. 
The theory that the aversion therapies act by 
irradiation of inhibition from ‘abnormal foci’ 
would therefore account for their effectiveness 
whether administered according to a forward 
or backward conditioning procedure. It would 
also explain the absence of conditioned responses 
following this therapy. Pavlov (1927) found that 
the ability of dogs to succumb to experimental 
neurosis was related to their conditioning per- 
formance. This theory as to the mode of action 
of the aversion therapies is therefore compatible 
with the finding that response to such treatment 
is related to the ability to set up aversive condi- 
tioned responses. 


SUMMARY 


Forty-six patients were randomly allocated to 
receive aversion therapy for homosexual im- 
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pulses according to a classical, avoidance, or 
backward conditioning paradigm. 

Before and three weeks after five days of 
treatment they were shown a film containing 
pictures of nude women preceded by pictures of 
a red circle and of nude men preceded by a 
green triangle. Prior to treatment they were also 
conditioned to tones followed by painful electric 
shocks. During all procedures their galvanic skin 
and penile volume responses were measured. 

Three weeks after treatment the patients 
showed significantly less penile volume increase 
to the pictures of men and less penile volume 
decrease to the pictures of women; but no 
penile volume increase to the pictures of 
women. Subsequently each patient was to 
receive six booster treatments at monthly 
intervals. Twenty attended for all six. These 
patients responded better than those who 
received fewer booster treatments. 

At one year following treatment approxi- 
mately half the patients reported a decrease in 
homosexual feeling and half an increase in 
heterosexual feeling. Approximately a quarter 
reported an increase in heterosexual intercourse 
and a quarter a cessation of homosexual rela- 
tions. There was no significant difference in 
efficacy between the three forms of treatment. 
The fact that backward conditioning was not 
less effective than the other two forms was 
considered to support the contention that these 
aversion therapies do not act by setting up 
conditioned reflexes. An alternative mode of 
action is suggested, compatible with the finding 
that measures of conditioning in the aversion 
procedure administered prior to treatment 
correlate with treatment response. 
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Heterosexual Aversion in Homosexual Males 


By KURT FREUND, RON LANGEVIN, STEPHEN CIBIRI and YAROSLAW ZAJAC 


INTRODUCTION 


Psychotherapists tend to view homosexuality 
as а neurosis or as a neurotic symptom (Sadger, 
1909, 1921; Klein, 1932; Rado, 1940; Ellis, 
1952, 1955; Bieber et al., 1962; Ovesey et al., 
1963). In support of this viewpoint, several 
authors have observed that the frequency of 
typical neurotic phenomena in homosexual 
males is much higher than that in a hetero- 
sexual male population, and have concluded 
that homosexuality is one of the neurotic 
symptoms of their patients (Stekel, 1929; Henry, 
1937; Ellis, 1959; Musaph, 1960; Doidge and 
Holtzman, 1960). However, an alternative 
interpretation is that such maladaptive patterns 
develop from the difficult situation of a homo- 
sexual male in a heterosexual society and from 
the general disapproval he encounters. More- 
over, the finding of increased prevalence of 
neurotic symptoms in homosexual males has 
itsdlf been challenged by Kronfeld (1923) and 
Hooker (1957), who pointed out that the investi- 
gated homosexual males represented a selection 
of people who sought psychiatric help. Hooker 
studied non-patient samples from homosexuals’ 
clubs and did not find an abnormally high 
frequency of neurotic symptoms. 

None of the authors who view homosexuality 
as being a neurosis specifies the empirical out- 
come of this neurotic process, that is, whether 
an aversion to the female physique ensues or 
whether the usual erotic value of the female 
physique is only neutralized. Nonetheless, the 
hypothesis that homosexuality in males is a 
neurosis would be supported if it could be 
shown either that (1) homosexual males react 
to females aversively and that heterosexual 
males do not show any aversive reaction to the 
male physique, or that (2) both homosexual 
males and heterosexual males show an aversive 
reaction to the physique of the non-preferred 


sex, but that the aversive reaction of the homo- 
sexual males is substantially stronger. 

The present study was undertaken in order 
to assess (a) to what degree the female physique 
is sexually arousing to homosexual males, (b) 
if the female physique is aversive to homosexual 
males and (c) whether there are any differences 
between the patterns of erotic reactions of 
homosexual and heterosexual males to the 
physique of the non-preferred sex. 


Part One 


In Part One of the study the relative erotic 
value of males and females for homosexual 
males was examined, and patterns of erotic 
reactions of heterosexual and homosexual males 
were compared. 


METHOD 


Subjects: The group of homosexual males was 
composed of 36 paid volunteers who indicated they 
preferred sex partners between 20 and 30 years of 
age. The age range of the homosexual subjects was 
21 to 43 years, with a mean age of 26-9 years. They 
were recruited from three homosexuals’ clubs in 
Toronto. Four additional volunteers did not complete 
the test, and five additional club members were 
excluded because two barely reacted at all to the 
pictures and three reacted indiscriminately to all of 
them (the description of the relevant criteria for 
exclusion of subjects was given in Freund et al., 1972). 

The control group was composed of 18 university 
students and 18 recent immigrants, all of them 
serving as paid volunteers. Their age range was from 
21 to 39 years, with a mean age of 24-7 years. They 
were recruited from a students’ placement service and 
an English school for recent immigrants. Two addi- 
tional subjects were excluded because they did not 
complete the test, and another because his test result 
indicated homosexuality. The control group was 
basically that used in Freund et al. (1972). Four further 
persons, two students and two recent immigrants, were 
excluded in order to equalize the number of homo- 
sexual and heterosexual subjects for analysis. 
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Apparatus: The phallometer, used in previous 
investigations, was employed to measure penile 
volume. For a detailed description see Freund (19652) 
and Freund et al. (1965). Colour pictures of nude 
persons were used as stimuli. There were four age 
categories of each sex, and each category was repre- 
sented by six pictures. The age ranges and means of 
the photographic subjects are given in Table I. 

Procedure: The phallometric test of erotic preference 
(Freund, 1957; 1971) was used. Sexual reactions in 
the form of penile volume changes (‘responses’) to 
potentially erotic stimuli were measured during two 
sessions. In one, slides were shown of photographic 
subjects (approaching the camera and smiling); in 
the other, short movie films were shown. At each 
session the test series was preceded by four practice 
slides or movies. The order of presentation of slides 
and movies was counter-balanced. The slides were 
exposed for ten seconds each and phallometric readings 
were taken at the start of each presentation and 
twenty seconds later. For the movies the corres- 
ponding intervals were 14 and 28 seconds. The 
difference between these two measurements was 
assessed for each presentation of a picture, 

A slide or movie was projected only after the 
volume had returned approximately to its initial 
value. If this did not happen within approximately 
one minute, one or more colour slides of landscapes 
were shown, and if that did not work a neutral text 
was projected on the screen and the subject requested 
to read it aloud. After that, ane or more further land- 
scape slides were shown before exposing the next 
picture. This next picture was shown at the moment 
the volume slowly approached the ‘zero’ value from 
the negative part of the scale. However when a real 
erection occurred, the volume did not always revert 
fully to its initial value and a somewhat higher ‘zero 
point’ had to be chosen. 


HETEROSEXUAL AVERSION IN HOMOSEXUAL MALES 


RESULTS 


Comparison of homosexual and heterosexual males 

The results of analysis of variance and the 
Newman-Keuls test (Winer, 1962, p. 80) on 
raw scores showed no significant difference 
(Р > -05) between the androphilic males and 
the heterosexual controls in overall response.* 

Examination of the significant Group x Sex 
X Age interaction showed the homosexual and 
heterosexual groups did not differ in their 
responses to each of the age categories of the 
non-preferred sex. With the exception of the 
responses to 8- to 11-year-old children (P < 
‘or), the two groups also showed comparable 
responses (no significant differences) to the 
various age categories of the preferred sex 
(Fig. 1). The homosexual males responded less 
to the 9- to 11-year-old boys than the hetero- 
sexual males responded to the 8- to 11-year-old 
girls. 

The same analyses were carried out in terms 
of standard scores, which were derived for each 
subject separately. The results were the same, 
with the exception that the response of the 
homosexual males to adult males was relatively 
smaller than that of heterosexual males to adult 
females (Р < -or). 


Comparison of responses to the various sex-age 
categories within each of the homosexual and 
heterosexual groups 
Since there are always large individual 
differences in physiological measures ipsative 
* The Tables of results for analysis of variance in Part 
One may be obtained upon request, from the authors. 
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TABLE I 
Stimulus materials: age ranges and mean ages of photographic subjects 














Female Male 
Age range Mean age Age range Mean age 
Age groups ————————————————— — 

Yrs/months — Yrs/months Yrs/months Yrs/months Yrs/months —— Yrs/months 

I 5/7 8/3 6/6 4 7[7 6/7 

2 8/4 11/5 9/6 /8 11/0 9/7 

3 12/0 14/0 12/8 12/0 14/8 13/6 

4 22/9 26/3 23/2 19/0 25/8 22/5 





Each sex-age group was represented by six photographic subjects. Each photographic subject was shown once 
on a slide and once on a movie strip. 
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€—— — —-9 HOMOSEXUAL SUBJECTS 
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Го. 1.—Penile responses of homosexual and heterosexual 
males to pictures of females and males of various ages. 
Key: D—adult females, C—pubescent girls, B—8- to 11- 
year-old girls, A—6- to 8-year-old girls, E—6- to 8-year- 
old boys, F—9- to 11-year-old boys, G—pubescent boys, 

, H—adult males. 


measures are more satisfactory, and therefore 
only z-scores (derived for each subject sepa- 
rately) will be presented for within-groups com- 
parisons. For the homosexual group, responses 
to adult males were significantly (P < -or) 
larger than those to pubescent males, which in 
turn were significantly (P < -or) larger than 
those to g- to 11-year-old boys. However, 
there was no significant difference between 
responses to 9- to 11-year-old boys and those 
to 5- to 8-year-old boys. The response to 9- to 
11-year-old boys were significantly larger than 
those to each age category of females (P < -01 
for 6- to 8-year-old and pubescent females, and 
P < -o5 for 8- to 11-year-old and adult females). 
The responses to 6- to 8-year-old boys were 
significantly (P < ог) larger than those to 
6- to 8-year-old and pubescent girls, but they 
were not different from those to 8- to r1-year-old 
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and adult females. T'he responses to the various 
age groups of females were not distinct from 
each other.* 

For the heterosexual group, the age cate- 
gories of females were all distinct (Р < -or), 
and even the 6- to 8-year-old girls elicited 
significantly higher responses than any slides of 
males (Р < .от except for pubescent boys: 
P < +05). There were no significant differences 
between responses to the various age categories 
of males. 


Part Two 


The results of Part One indicated that 
responses to different age categories of the non- 
preferred sex were not discriminable for either 
group. This can mean three things: (1) the 
subjects were reacting erotically to the non- 
preferred sex even if the age groups were not 
discriminable, or (2) the reactions to the non- 
preferred sex are not sexual reactions at all, or 
(3) these reactions represent some degree of 
aversion. The main question posed in part Two 
of the study was whether the response to the 
non-preferred sex was distinct from that to 
sexually neutral stimulus configurations. 


METHOD 


Subjects: The group of homosexual subjects con- 
sisted of 32 males who indicated a preferred partner 
age between 20 and 30 years. The age range of the 
homosexual subjects was 21 to 66 years, with a mean 
age of 27:9 years. They were paid volunteers recruited 
from the same clubs as the subjects in Part One. 
Eight additional volunteers were excluded because 
four reacted barely at all, two reacted indiscrimi- 
nately to each of the pictures, and two further 
volunteers did not complete the test. 

The heterosexual group consisted of 16 university 
students and 16 recent immigrants, within an age 
range of 21 to 31 years and a mean age of 24 years. 
They were recruited from the same agencies as the 
heterosexual subjects in Part One. One additional 
subject was excluded because of a clearly homosexual 
preference in terms of the test outcome, a further 
subject was excluded because of a negative mean of 


* In a previously tested sample of androphilic males, 
who however were patients, the reactions to the female 
child were significantly smaller than those to adult females 


(Freund, 1967). 
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reactions (in terms of standard scores) to the adult 
female, and five additional subjects were excluded 
because they barely reacted at all to the pictures, 
The heterosexual group was identical with that used 
in a previous study mentioned above (Freund et al., 
1972). 

Procedure: The procedure was the same as in Part 
One, with the following exceptions: each subject had 
only one session and only slides were shown. The slides 
were those used in Part One of the study, but the 
youngest age category for both sexes was replaced by 
twelve colour slides of landscapes. 


RESULTS 


The analysis of variance for raw data showed 
that there was no difference between the two 
groups in overall response (F = 1:49; df = 
1,62). However, there was a significant stimulus 
category effect (F = 23:58; df = 6,2996; 
Р < -oor) and a significant group by stimulus 
category interaction (F = 77-99; df = 6,2996; 
Р < -oor). The latter two effects appeared also 
in the analysis carried out in terms of z-scores. 
The result of the Newman-Keuls test for group 
by stimulus category interaction showed that, 
for both groups, there were no significant (P > 
`О5) differences between responses to neutral 
slides and those to the non-preferred sex. This 
was true for raw scores as well as for z-scores. 

As in Part One, for within-groups compari- 
sons only z-scores will be presented. With the 
group of homosexual males, responses to the 
adult males were significantly larger than those 
to the pubescent boys (P < -o1), which in turn 
were significantly larger than the responses to 
g- to 11-year-old boys and to neutral slides. The 
responses to g- to 11-year-old boys were not 
significantly different from responses to neutral 
slides and from those to pubescent and adult 
females, but they were larger than the responses 
to 8- to r1-year-old females. This latter result 
was only marginally significant at the +05 level 
and should be accepted with caution. 

Responses of heterosexual males to the various 
age categories of females were all significantly 
different from each other (P < -o1), from 
responses to neutral slides and from those to the 
non-preferred sex. The heterosexual males 
responded most to adult females, less to younger 
females and least to neutral slides and males. 


HETEROSEXUAL AVERSION IN HOMOSEXUAL MALES 


Part Three 


Part Two showed that reactions to neutral 
stimuli and to slides of the non-preferred sex 
were not distinguishable for either subject group. 
However, it is possible that a ‘floor effect 
accounts for these results. Since the responses 
to these stimuli were assessed at a baseline of 
minimal sexual arousal, an aversive reaction, 
i.e. penile detumescence, may not be discernible. 
Therefore in Part Three of this study, responses 
to potentially aversive stimuli were assessed after 
the subjects had been prearoused to a criterion 
level of penile tumescence. 


METHOD 


Subjects: The group of homosexual subjects was 
composed of 20 paid volunteers who indicated a 
preferred partner age between 20 and 30 years. 
Their age range was within 20 and 53 years, with a 
mean age of 30-8 years. They were recruited from 
two of the three homosexuals’ clubs mentioned above. 
Four additional homosexual subjects had to be 
excluded because they were not prearoused to the 
criterion level (see below), and one further subject 
was excluded because he reacted too much to the 
prearousal slides (see below). 

The heterosexual group was composed of 20 
students within an age range of 20 and 31 years, anda 
mean age of 22-7 years. They were paid volunteers 
recruited from the student placement service men- 
tioned above. Seven additional subjects had t$ be 
excluded because it was not possible to induce a 
sufficiently high prearousal level. 

Procedure: Each subject had only one test session. 
There were five categories of stimuli, each repre- 
sented by six slides: (1) mature persons of the non- 
preferred sex, (2) pubescent persons of the non- 
preferred sex (these two groups of slides were identical 
with those in Part One and Part Two), (3) colour 
photographs of landscapes, (4) white line drawings on 
a black background of ‘female sex symbols', a cup and 
saucer, a house, a pitcher, a pail, a bowl, a rowboat, 
and (5) colour pictures from a dermatological text 
book of skin conditions which appeared mildly 
disgusting. Each of these ‘stimulus’ slides was pre- 
ceded by black-white photographs of persons of the 
preferred sex (the ‘prearousal’ slides). The test series 
was preceded by five practice runs. 

Each 'prearousal' slide of a person of the preferred 
sex was shown at first for approximately onc second. 
The exposure was either prolonged or further slides 
of the same category shown, depending оп the 
subject's reaction. This procedure was aimed at 
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attaining a slow volume increase to a level of 2 ml. 
At this level the potentially ‘arousal extinguishing’ 
slide was shown. Two seconds later the first reading 
was taken. However, if at this time the volume either 
exceeded the 3 ml. level or had ceased to further 
increase, the trial was discarded and was repeated 
after the whole test series was completed. This 
happened with approximately 20 per cent of the 
subjects, but in most of these cases only one trial had 
to be repeated. The ‘arousal extinguishing’ slide was 
shown for fourteen seconds and the second reading was 
taken six seconds thereafter. Penile volume differences 
between first reading and second reading were 
assessed for each trial. After the second reading was 
taken the subject was asked to rate the impact of the 
‘arousal extinguishing’ slide on a four point scale: 
1—not at all disgusted, 2—mildly disgusted, 3—quite 
disgusted and 4—very disgusted. 


mí. 


© 


SE = 





— 1500 


Fro. 2,—Detumescence responses of homosexual males and 
heterosexual controls. 
Key: ml—1millilitres, D—dermatological pictures, A—pic- 
tures of adult persons of the non-preferred sex, P—pictures 
of pubescent persons of the non-preferred sex, L—pictures 
of landscapes, S—white drawings on black background, 
Xis—homosexual males, Het—heterosexual controls. 


RxsULTS 
With regard to the physiological measure 
there Were no significant (P > -05) differences 
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between homosexual and heterosexual subjects 
and there was no significant interaction of these 
groups with stimulus categories. This indicates 
that both groups responded in the same way to 
the slides. There was a significant stimulus 
category effect (Е = 34°64 for raw data, and 
F = 49:57 for z-scores, df = 4,1152, P < 
-oor). The Newman-Keuls test showed that this 
effect was mainly attributable to the disgust 
slides. The slides of the non-preferred sex, the 
neutrals (black and white drawings and coloured 
landscapes) were all significantly different from 
the disgust slides (P < +01) but they were not 
significantly different from each other. 

The analysis of variance on verbal ratings of 
the various stimulus categories showed that 
there was no group effect, but there was a 
significant stimulus category effect (F — 521-86, 
df = 4,1152, Р < -oor) and group by cate- 
gory interaction (F — 5:08, df = 4,1152, 
P < -or). 

An examination of the means in the group 
by stimulus category interaction showed that 
the heterosexual males found the dermatological 
pictures (mean rating 2:93) close to 'quite 
disgusting’ and significantly (Р < -o1) more 
disgusting than the pictures of males (mean 
rating 1:28), which in turn were found more 
disgusting (Р < ог) than neutrals (mean 
rating 1:03). 

The homosexual males rated the determato- 
logical pictures as more disgusting (mean 
rating 2:57) than any other category of slides 
(P < -or), but the ratings of females (mean 
rating 1:09) were not significantly different 
(P > +05) from those of the neutrals (mean 
rating 1'01). 


DISCUSSION 


For both homosexual and heterosexual males, 
penile volume responses to pictures cf the non- 
preferred sex were not different from responses 
to emotionally bland and sexually neutral 
material, and there was no aversive response to 
the non-preferred sex. In verbal ratings, the 
heterosexual subjects expressed some disgust for 
pictures of the non-preferred sex, whereas the 
homosexual males did not, and there was no 
significant difference between the latter's ratings 
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of the neutral pictures and those of the non- 
preferred sex. 

The currently prevalent belief that homo- 
sexuality in general is a neurosis may have led 
many a clinician to expect that the visual impact 
of a nude female (arousing for heterosexual 
males) will be aversive for homosexual males. 
The results of the present study do not support 
this expectation. 

It may be argued that heterosexual aversion 
would bave been detected had slides been shown 
of the fully exposed vulva. This argument is to be 
expected because of the wide acceptance of 
M. Klein’s (1932) view that the homosexual 
male’s evasion of the female as a sexual partner 
is based on his subconsciously conceiving of the 
vagina as a dangerous oral organ, a ‘vagina 
dentata". It is, however, to be expected that 
such an aversion, which is potent enough to 
inhibit sexual approach, should have been 
manifest for the female physique generally. 

The homosexual subjects in this study were 
androphilic, i.e. they erotically preferred mature 
partners. It is even less likely that the hypothesis 
of homosexual neurosis would be supported had 
ephebophilic males, i.e. homosexual males who 
prefer pubescent partners, been used in place of 
androphilic males. Previous studies (Freund, 
1960; 1965b, pp. 85-88) had shown that there 
is much less reason to expect ephebophilic males 
to be aversive against females. In a questionnaire 
administered to 222 homosexual males, the 
ephebophilic males indicated significantly (Р < 
-or) more often than the androphilic males 
that at some time they had tried to observe 
females in the nude, that at some time they had 
felt erotically aroused by the sight of females, 
that at some time they had attempted hetero- 
sexual intercourse, and that at least once in 
their lives they had been in love with a female. 

From clinical experience we gained the 
impression that disgust reactions may some- 
times ensue from erotic interaction with the 
non-preferred sex, and this pertains to homo- 
sexual as well as heterosexual persons. However, 
very often no real aversion has been reported by 
homosexual males who have had, or habitually 
have, heterosexual intercourse. They usually 
state only that they do not feel sexually satisfied 
with females. 


HETEROSEXUAL AVERSION IN HOMOSEXUAL MALES 


SuMMARY 


Penile volume reactions of homosexual and 
heterosexual males were compared, using slides 
of nudes of both sexes at various ages and slides 
of bland sexually neutral pictures. With the 
exception of the larger responses of the hetero- 
sexual controls to children of their preferred sex, 
the responses of the two groups to the various 
sex-age categories were comparable (no signi- 
ficant differences). With both groups, the 
responses to the various age categories of the 
non-preferred sex were indiscriminable from 
those to the neutral pictures. 

In a further experiment, six stimulus cate- 
gories of slides were exposed: (1) pictures of skin 
afflictions from a dermatological textbook, (2 
and 3) two categories of neutral slides, (4) nude 
pubescents, and (5) nude adults of the non- 
preferred sex. Before exposure of these slides, 
subjects were prearoused with slides of adult 
nudes of their preferred sex. 

With both groups the pictures of skin afflic- 
tions produced significantly more penile detu- 
mescence than the remaining stimulus cate- 
gories. Pictures of persons of the non-preferred 
sex and the neutral slides were not significantly 
different. 

The heterosexual controls rated the pictures of 
skin conditions as more disgusting than those of 
males, and the latter in turn as more disgusting 
than neutral pictures. The homosexual males 
rated the skin afflictions as more disgusting than 
all the other pictures, but there was no signi- 
ficant difference in their verbal rating of female 
pictures and neutral slides. 

The studies did not support the hypothesis 
that homosexuality is a neurotic symptom. 
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Augmented Respiratory Relief 


ABSTRACT 


A New Use for CO, Therapy in the Treatment of Phobic Conditions: 


A Preliminary Report on Two Cases 


By A. ORWIN 


Respiratory relief (R.R.) appeared to be a 
simple and rapid treatment for specific phobias 
and for the‘phobic components of more complex 
neurotic conditions (Orwin, 1971). The basic 
hypothesis was that the R.R., satisfying an intense 
need to breathe, if simultaneous with the present- 
ation of a phobic stimulus, would inhibit the 
degree of anxiety previously provoked and that 
this inhibition would persist. The need to breathe 
was induced by voluntary restriction up to maxi- 
mum voluntary respiratory arrest (M.V.R.A.). 
Asin conventional desensitization (Wolpe, 1958), 
a hierarchy was drawn up and the patients were 
desensitized using R.R. instead of relaxation. 
Carbon dioxide-oxygen mixtures were intro- 
duced because CO, is known to stimulate 
respiration, and it was expected that by intensi- 
fying the need to breathe the speed and effective- 
ness of treatment would be increased by the 
augmented respiratory relief (A.R.R.). 

Inhalations of CO; as a non-specific treat- 
ment for neurotic anxiety were introduced by 
Meduna (1947) who used 30 per cent CO.. 
Others, including Wolpe (1958) advocated 7o 
per cent СО, with 30 per cent Oa. In the present 
study it was found, after some experimentation, 
that this range of 30 to 70 per cent CO; with О, 
to 100 per cent produced a marked respiratory 
response after M. V.R.A., precise percentages 
depending on individual tolerance. The gases 
came from separately monitored cylinders, the 
total flow being 10 litres per minute. 


METHOD 
The rationale of the technique was explained 
to the patients, and they were assessed for 
physical fitness before treatment. After famili- 
arizing the patients with the effects of CO; 
inhalation, a simple procedure was learned: 
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mask in preferred hand; deep inspiration and 
full expiration of air (reducing dilutent effect of 
alveolar air); mask to face and maximum 
inhalation of previously determined CO;/O; 
mixture; mask removed and nose pinched by 
other hand with mouth closed; and signalling 
with free hand the imminence of forced inspira- 
tion, that is A.R.R., allowing time for stimulus 
presentation. A maximum of eight trials were 
used in a session and the interval between trials 
was two minutes. 


RESULTS 

Ten phobias were rapidly removed in an un- 
controlled series in which A.R.R. was used either 
as an adjunct or as sole treatment. Two illustra- 
tive cases are described: 

A volunteer, a clinical psychologist aged 24 
years with spider phobia was shown a large 
house spider (maximum leg spam 4 cm.) in a 
gold-fish bowl. Initially very anxious, after 
inhalation of 50 per cent CO./O. mixture and 
on R.R. he not only touched the spider but 
allowed it to run freely over his hand. Two 
minutes later he repeated this without R.R.; 
six months afterwards he remained phobia-free. 

A woman aged 26 had for ten years suffered 
from a severe obsessional compulsive neurosis, 
with marked fear of faecal substances. Near 
approach to these caused compulsive washing of 
hands and clothes, while imagined contact led 
to minute examination of clothes and shoes 
probably followed by washing. To avoid such 
contacts she gazed constantly downwards, 
examining the ground, and was unable to 
look another person in the face; this again 
was linked to feelings of guilt and inferiority 
connected with adolescent masturbation. Treat- 
ment by desensitization, aversion therapies, 
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prolonged exposure and modelling as well as 
hypnotic suggestion and abreaction over 14 
months produced considerable benefit. She had 
married, and managed limited household and 
clerical work, but was never free of her fears 
and still eyed the ground if out of doors. Marital 
problems had caused depression with deteriora- 
tion, and for one year she had had implosion 
and desensitization on an out-patient and 
domiciliary basis with limited progress, when 
A.R.R. was commenced. 

Typical progress through a hierarchial items 
is illustrated in the table. 

After fifteen sessions of A.R.R. (plus four 
sessions of simple R.R.) she has held dog faeces, 
inspected an underground sewer, slept between 
unclean sheets and so on, all with minimal 
washing. She was also able to look another 
person in the face for the first time since the 
beginning of her illness and she became calm 
and self-possessed. She still avoided aspects of 
her home environment and had feelings of 
inferiority about being overweight and having 
facial and mammary hair; these were reality- 
based. There was need for further support be- 
cause of marital difficulties and the personality 
deformity caused by her condition, but persistent 
and incapacitating symptoms had been more 
rapidly controlled than before with much less 
expenditure of time and effort. 


AUGMENTED RESPIRATORY RELIEF 


DISCUSSION 

Carbon dioxide is known to stimulate the 
ventilatory response and to have a complex 
effect on the higher brain centres. Continuous 
inhalation of то per cent СО, increases the 
responsiveness of the hypothalamic-cortical 
system (Gellhorn, 1953), the excitation origi- 
nating in the reticular formation (Wyke, 1963), 
and this activity is believed to play an important 
role in conditioning (Smythies, 1970). There is 
experimental evidence that CO, in concentra- 
tions of less than 5 per cent can act as a specific 
chemical brain stimulus which produces ‘facilita- 
tion of the learning of adaptive somatic motor 
response’ in birds and mammals (Weinstein, 
1967). In A.R.R. there is a marked ventilatory 
response, and for a time during peak CO, 
stimulation, that is around A.R.R., it is possible 
that subcortical excitation occurs which facili- 
tates the association of visceral relief with phobic 
stimulus. (So far electroencephalographic studies 
have produced equivocal evidence of excitation.) 
This association causes the disappearance of the 
stimulus-produced anxiety reaction, which may 
be inhibited or rendered undetectable by the 
ongoing autonomic excitation. Moreover, since 
cognitive factors may play a large role in the 
emotional labeling of sympathetic activity 
(Schachter, 1971), it follows that ifthe excitation 
was detectable it could be interpreted as a 


TABLE I 
Desensitization using A.R.R.: Session 6: Contamination by cow manure using: 


(a) Specimen of cow manure 





Concentration 
Trial no. 
cO,/O, 
I 70 30 
2 Jo 30 
3 70 30 
4 70 30 
5 70 30 
6 70 30 
7 7° go 





(b) Therapist’s hand after touching specimen 


Response at A.R.R. Comments 
(a) Viewed No anxiety 
(a) Touched No anxiety 
(a) Held Minimal anxiety expressed 


fear that clothes might 
become contaminated 
(b) Several cm. from No anxiety 
patient’s jumper 
(b) 1-0 cm. from 
patient's jumper 
(b) 0*5 cm. from 
patient's jumper 
(b) Touched and held Мо anxiety 
patient's jumper ; 


No anxiety 


No anxiety 
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manifestation of the progressing relief response. 
Wolpe (1969) suggested that if the inspiration 
of СО, [Оз mixtures caused a powerful anxiety- 
inhibiting excitation it could be employed as a 
specific for deconditioning, and he referred to a 
claim by Philpott (1967) that this had been 
achieved while the patient was hyperventilating 
from continuous inhalations, but there were no 
details provided. It would appear that the 
intensification of response and the precision 
allowed by exact timing of presentation and 
relief in A.R.R. would be more effective. 
A.R.R. is simple to apply, and therapy time 
has been less and the effects more rapid than 
with R.R., but there are disadvantages; for 
example the treatment must be medically 
supervised. This restricts nurses in the clinic, 
and prevents domiciliary work by nurses, social 
workers and relatives. However, if A.R.R. 
proves to be reliable—and this will depend as 
with simple К.К. on further clinical investigation 
and controlled trials—it could be a valuable 
adjunct to the standard treatment of phobias. 
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"The Running Treatment": A Preliminary Communication on 
a New Use for an Old Therapy (Physical Activity) 
in the Agoraphobic Syndrome 


By A. ORWIN 


Agoraphobia was the name given by Westphal 
(1871) to the fear of walking through streets and 
public places. The agoraphobic syndrome, which 
covers much else and includes fear of confined 
spaces, crowds, travelling and shopping, was 
carefully defined by Marks (1969). His full 
description and review revealed, perhaps sur- 
prisingly, that although the desire to escape 
rapidly from a feared situation has been clearly 
recognized in the literature, no detailed observa- 
tion seems to have been made of the rate of 
locomotion in this condition. 

The present author, who had been involved 
in the treatment of over a hundred mainly 
chronic cases by graded performance, de- 
sensitization and hypnotic techniques, had been 
casually aware that patients tended to walk 
either rtlatively slowly or rapidly, but attached 
no particular significance to this. Its possible 
importance became manifest when an attempt 
was made to treat these patients by voluntary 
control of respiration. 

Respiratory relief (R.R.) (Orwin, 1971) was 
found to be of limited value in agoraphobia, and 
augmented respiratory relief (Orwin, 1972) was 
tried in the hope that the accentuation of the 
respiratory response induced by a СО, О, 
mixture would prove more effective. Briefly, in 
this technique CO,/O, cylinders were taken 
along with the patients till a point was reached 
beyond which further walking would provoke 
anxiety. They were then given an inhalation of 
a previously determined CO,/O, mixture and 
following maximum voluntary respiratory arrest 
were told to proceed as far as possible while 
respiration was laboured and anxiety minimal. 
Although more successful, the procedure was 
cumbersome, and presented technical difficulties 
in the transport of cylinders. Moreover, inhala- 


tion of high concentrations of CO, in an upright 
position often caused dizziness which was anti- 
therapeutic. At this point the need to obtain a 
simpler means of inducing breathlessness led to 
the introduction of running and drew attention 
to the patients’ usual rate of locomotion. 

It is a matter of common experience that 
animals and men, when panic-stricken, tend 
to remove themselves as rapidly as possible from 
the provoking situation, and satisfaction of the 
need to escape lowers their anxiety level. In 
agoraphobia rapid locomotion has been de- 
scribed as an anticipated necessity before, or as 
a result of, the anxiety reaction (Marks, 1969; 
pp. 132-4), and patients when questioned 
usually confirmed this. It appeared that in the 
main they walked rapidly once out of doors in 
order to cut down the journey time. If their 
anxiety level rose when immobilized for social 
reasons, for example waiting in a queue, they 
usually left as quickly as possible. However, some 
did move slowly, deliberately restraining the 
urge to hurry. These patients had become aware 
that speed might precipitate sensations which 
they had come to regard as components of the 
feared panic response, e.g. palpitations. They 
could not see the relationship of their internal 
sensations to the state of physical activity, but 
assumed that the external environment, the 
known and expected provoker of anxiety, was 
causal. 

Thus, apart from the use of R.R., treatment 
by running in agoraphobia would seem to be 
logical. Firstly, in that an instinctive response, 
i.e. rapid movement would be utilized to over- 
come the induced panic reaction. Secondly, the 
unusually vigorous and self-induced physical 
activity would give at a cognitive level a clearly 
perceptible cause for physiological responses. 
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Finally it was presumed that, as well as breath- 
lessness, the general increase in autonomic 
activity would compete with and inhibit the 
phobic anxiety provoked by the external 
environment, as simple R.R. appeared to do 
following presentation of a feared object. 


METHOD 


In simple phobias treated by R.R. anxiety is 
inhibited at the moment of its development, 
and a similar approach was attempted in 
agoraphobia. After determining a situation in 
which an anxiety response would occur, the 
patients were made to reach it breathless from 
running, and then had to exhibit the anxiety- 
provoking behaviour. For example, if the 
problem was walking in a certain street, arriving 
breathless they would walk until anxiety super- 
vened. They then withdrew and again ran so 
as to reach this last point breathless, and so on. 
This assumed that patients extended their 
distance from the home base in a linear fashion, 
but generally and for practical reasons this was 
not the case. Usually patients advanced by 
running in a linear fashion away from the base 
until they entered an ‘anxiety zone’, and were 
then made to travel as near as possible circum- 
ferentially, bearing in mind topographical 
features, so that they remained a fixed distance 
(and time) from base. The relationship of time 
to distance away from the home base may be 
important, but has not been fully explored. A 
variant was to make patients run up to and 
through a previously provoking environment 
without walking—and then to repeat this, 
gradually reducing the pace. 


APPLICATION 

Following routine physical examination, the 
patients who were considered to be not very fit 
physically because of their restricted activities 
were given sessions of physical training by 
physiotherapists and took part in fairly vigorous 
activities. They were then made to run measured 
distances, usually fifty yards and multiples, 
within or just outside the Unit as appropriate. 
This was in order to bring on marked breathless- 
ness, which would last minutes rather than 
seconds. 


"THE RUNNING TREATMENT’ 


Assessment was made of distances or situa- 
tions which produced anxiety, as for treatment 
with desensitization and re-education, and a 
tentative schedule of hierarchical stages was 
drawn up, which might be varied as treatment 
progressed. The patients were then made to run 
(later in therapy walking rapidly might suffice) 
according to the previously determined distances 
to a scheduled anxiety-provoking situation. 
There they had to walk (while still panting for 
breath) to a known objective, and if anxiety 
supervened they could return, either walking or 
running as they felt necessary. Gains were 
consolidated by normal walking within the 
newly acquired anxiety-free areas. 


RESULTS 


The Table gives an indication of the intensity 
of symptoms and the amount of treatment 
required for eight cases in the clinic setting. 
The patients’ condition was described as ‘severe’ 
where even if accompanied they would be 
unable to leave home (Case 1, 3 and 4) or 
similarly, unable to wait in street, shop, etc. 
(Case 2) unless heavily sedated. They were 
classed as ‘moderate’ if, although unable to 
approach a feared situation alone, they would 
usually suffer only minor anxiety when &ecom- 
panied, but this did not preclude occasiónal 
panic attacks. ‘Mild’ signified occasional panic 
feelings, but mainly apprehension, always pre- 
sent if alone, and absent when accompanied. 

Eight patients were successfully treated in a 
hospital setting, with a minimum of therapeutic 
time involvement by the psychiatrist; with one 
exception all actual treatment was by nurses. 
Three of these patients were also treated from 
home, by nursing staff and a welfare officer, to 
overcome specific environmental situations, e.g. 
one particular road (maximum number of 
sessions was four). Two other patients with 
symptoms of mild intensity were not included 
in the series as they did not require clinic treat- 
ment. But instead of the usual relaxation- 
desensitization therapy practised at home 
through tape recordings, they treated them- 
selves with the assistance of their spouses by 
running, and with minimal psychotherapeutic 
support—and they reported success. Follow-up 
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TABLE OF RESULTS 


Ta 











Intensity Duration Attend- Sessions 
Sex Age of of symp- ance Total Remarks Result 
symptoms toms (yrs) days Running Walking 
x F 45 Severe 13 D Уло 15 75 go  Sectext No symptoms 
2. F 26 Severe 3 D.P. 5: 60 10 Jo бее text. On No symptoms— 
Phenelzine for finally—after 
three years treatment of 
frigidity 
з. F go Severe 1+ LP. 25 IO 50 бо Controlled anxiety No symptoms and 
byhalfbottle of | overcame con- 
sherry per day current trigidity 
4. M 29 Severe 3 D.P. 28 14 20 34 ШгапкҺеауйу— Nosymptoms— 
treated for tended to become 
alcoholism before dependent on staff 
therapy started and complained of 
general lack of 
confidence 
5. Е 28 Moderate 20 ОР. 7 21 o 21 No symptoms 
6 F 38 Moderate 2 D.P. 20 8 20 28 No symptoms— 
reluctant to leave 
—enjoyed her visit 
7. M 23 Moderate 3 D.P. i5 II 5 16 See text No symptoms 
8. F 43 Mild 32 D.P. 7 4 8 12 Fluctuating No symptoms—all 
symptoms—two apprehension gone 
Pd major breakdowns. without drugs 
е Drug treatment 
many years 


ne SSS 


LP. = In-patient И à 
DP. = De tica, } Showing days оп Unit. 
ОР. = Out-patient. Figure showing attendances. 


periods have so far been only a few months, but 
the procedure could easily be repeated by the 
patient in case of relapse, and a near relative 
could, after instruction, supervise ‘treatment’. 


Case EXAMPLES 

Case 1 

A housebound woman aged 45 with a 13-year history 
had had previous treatment elsewhere by behavioural 
methods, including hypnosis, graded performance and a 
course of methohexitone desensitization (Friedman, 1966) 
with only moderate effect and with rapid relapse. Therapy 
was commenced with CO,/Oz, and she was soon able to 
walk in the hospital grounds but she disliked the inhala- 
tions. Treatment was then switched to the usual graded 
performance programmes bolstered by running or rapid 
walking (she initially weighed 14 st. 5 Ib.), at first from the 


Unit and later, as she improved, from home through the 
agency of a social worker being trained in behavioural 
methods. 

She had seven weeks in-patient therapy, and then 
attended two days per week for seven weeks. She was also 
seen at home four times, at which time she was free of all 
symptoms except one which was reality based, i.e. she had 
minimal anxiety on pedestrian crossings in heavy traffic 
(fear of crossing a busy main road near her home was her 
original symptom). She was made to run about боо yards 
to such a crossing (weight was now 19 st. 61 1b.) and crossed. 
repeatedly with no anxiety. Not only was she completely 
free from all symptoms but she was very confident because 
she felt that by her own effort she would have the ability 
to overcome any tendency to relapse. 


Case 7 
A man aged 2g had had for three years a dread of 
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walking more than 14 miles from his own rural area. He 
was terrified of walking through strange building estates, 
up hills or in cities, He attended once a week for 15 weeks 
as a day patient, starting with two assessment sessions to 
survey the ground. On the third visit he managed to run 
(jog-trot) to a council housing estate 300 yards from the 
Unit, where he was met by nursing staff. He was asked to 
continue running by himself and to go as far as possible 
into the estate but to return as soon as he felt anxious. 
Unintentionally, he ran right through the area, reached a 
main road about half a mile away and found that he 
could walk back with minimal anxiety. It was the first 
time he had done anything like this in three years. Later 
he ran, and then walked, through other urban areas and 
up hills, and, with his wife’s assistance, he was made to 
complete the most difficult task of all, i.c. to walk around a 
city centre block, which he achieved after a series of short 
runs. 


The usual note of warning with respect to all 
behavioural treatment of agoraphobia must be 
sounded. Removal of these symptoms does not 
necessarily mean that they will not recur; and 
where the condition was being used as a means 
of social manipulation, for example, of the 
marital situation, this did happen. One patient 
(Case 2), who had had a three years dependency 
on phenelzine removed during treatment, ‘re- 
covered’ three times. After her initial improve- 
ment she relapsed within one week because of 
what she described as ‘flu’; she quickly made up 
the lost ground only to deteriorate more rapidly 
following a serious marital disagreement. She 
then confessed to previously concealed difficulties 
in her marriage, in particular frigidity. Follow- 
ing minimal therapy for her agoraphobia, which 
was soon resolved, her frigidity and other 
problems were treated and she and her husband 
declared that she had not been so well for years. 
She remained symptom free three months 
afterwards. 


Discussion 


In the agoraphobic syndrome the patients 
suffer from anxiety which arises, as with all 
phobias,.in an incongruous setting, in this case in 
an environment not normally conceived of as 
hostile. The intense autonomic excitation may 
not be matched by an appropriate behavioural 
response, i.e. rapid, forceful action, because the 
environment is not recognized as demanding 
this. If it is recognized, action may be repressed 
because of cognitive factors (e.g. it appears 
illogical) or social circumstances. On the other 
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hand, if the impulse is acted upon the resultant 
internal changes may be relatively violent and 
are usually exaggerated because of the patient’s 
lack of physical fitness. They are then mis- 
interpreted and identified with the original 
sensation of anxiety, for, as Schachter (1964) 
has shown, if the source of physiological arousal 
cannot be clearly defined it may be labelled at a 
cognitive level as the emotional state most in 
keeping with external influences. 

No matter how provoked, cognitive examina- 
tion of the extremely unpleasant somatic sensa- 
tions are acknowledged as irrational, and result 
in feelings varying from generalized loss of 
confidence to fear of impending insanity which 
leads to an increase in anxiety level. It would 
appear that appropriate physiological action to 
dissipate the autonomic excitation and break 
down this circle of events should be of value. 

It has long been realized that physical activity 
can be beneficial in neurosis, and this has often 
been used to diminish neurotic anxiety, being 
dispensed non-specifically in the form of sport 
and exercise. Some experimental evidence of 
autonomic inhibition by motor responses was 
mentioned by Wolpe (1958), but there is little 
in the literature to suggest that vigorous physical 
exertion has been directly applied in agora- 
phobia, although intense rage has beem«noted 
to overcome agoraphobic fear (Shapiro e? al., 
1963). 

In the running treatment the anxiety response 
may be inhibited at a physiological level by 
competition from an already activated auto- 
nomic system coping with the urgent metabolic 
needs of vigorous physical activity. Moreover, 
the internal excitation is matched by appro- 
priate external behaviour, established before 
the anxiety can be produced. The patient only 
enters an ‘anxiety zone’ when in urgent need 
of breath and with rational external cause for 
the obvious inner activity, so that cognitive 
labelling is now appropriate. If an anxiety 
response is produced it may not be recognized, 
being overshadowed by other needs, e.g. to 
breathe. Presumably the inhibition or lack of 
awareness of anxiety in relation to the external 
environment leads to realization that this 
situation is no longer anxiety-provoking, and 
this gives rise to expectations ofa similar response 
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in the future. This is in keeping with Valins and 
Ray’s work (1967) which indicated that avoid- 
ance behaviour can be altered by information 
concerning internal reactions. 

The technique has the merit of being simple 
in application, and was easily understood by 
patients, so that motivation was, superficially 
at least, high. Moreover, it could be used by 
nursing and social welfare staff, and relatives 
could also assist in practice. The need to run 
or walk very fast in public did not present any 
serious difficulty—patients being coached in 
the grounds or other areas of the hospital as 
necessary and then graduating to quiet resi- 
dential streets before trying crowded areas. The 
results will have to be confirmed by a much 
longer series with adequate follow-up and with 
controls; however, its very simplicity makes it 
worthy of consideration in agoraphobia. 


SUMMARY 

Eight patients suffering from agoraphobia 
were successfully treated by a new method 
involving running. The method was derived 
from Respiratory Relief treatments of simple 
phobia, where the relief on breathing after 
prolonged breath-holding is temporally asso- 
ciated with the phobic anxiety, causing inhibi- 
tion ofthe latter. 

P&tients were treated almost exclusively by 
nursing staff. Having developed marked breath- 
lessness through running they entered an area or 
approached a situation (‘anxiety zone’) in which 
anxiety was normally aroused and were then 
required to walk until anxiety was manifest, 
when they withdrew and repeated the procedure 
up to that point. A variant was to make them 
run right through an ‘anxiety zone’, and then to 
repeat this at gradually reducing pace. 

Their anxiety was successfully inhibited, and 
it was assumed that this occurred because: 

(т) An instinctive response to anxiety, that is 
rapid, forceful action, was used to control it. 

(2) The ongoing autonomic excitation caused 
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by vigorous physical exertion competed with 
and inhibited the anxiety reaction, allowing 
appreciation of the environment without aware- 
ness of fear. 

(3) If any autonomic component of the 
anxiety reaction could be detected it would be 
cognitively labelled as part of the body’s 
response to physical exercise. 

The technique was simple to use and allowed 
deployment of nursing staff, a welfare officer, 
and spouses. It did not prevent relapse from 
ongoing emotional problems, for example, 
marital difficulties. 

Further experience and controlled trials are 
necessary to establish its full value. 
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ABSTRACT 


A Double Blind Trial for the Clinical Management of 
Psychogenic Headache 


By AHMED OKASHA, Н. A. GHALEB and A. SADEK 


INTRODUCTION 

The term psychogenic headache is not re- 
garded as defining a meaningful diagnostic 
entity and can be used to refer to any type 
of headache in which psychological factors 
appear to play a significant aetiological role. 

The present work is concerned with a double- 
blind controlled study designed to compare the 
efficiency of doxepin hydrochloride, amitripty- 
line, diazepam and placebo. The choice of 
amitriptyline and diazepam followed previous 
studies of their valuable effect on psychogenic 
headache (Lance and Curran, 1964). 


MATERIAL AND METHODS 

Eighty patients suffering from psychogenic 
headache of either sex aged between 16-60 years 
were selected. The headache was of the vascular, 
muscle contraction and combined types, follow- 
ing apetety and/or depressive illnesses, lasting for 
more than one year and recurring regularly at 
least 12 times each month. 

All patients had received during their ailment 
various courses of sedatives, tranquillizers, anti- 
depressants and analgesics without relief for 
more than a few weeks. Drugs used by the 
patients prior to the trial were amylobarbitone, 
hydergine, bellergal, methysergide, chlordiaze- 
poxide, oxazepam, amitriptyline, imipramine 
and tranylcypromine. 

All previous medication was stopped one 
week before the beginning of the study. The 
trial was of eight weeks duration for each 
patient. The four drugs concerned were alloca- 
ted and distributed in accordance with a 
randomization chart. The dosage forms were 
identical capsules as follows: placebo, doxepin 
HCI ro mg., diazepam 2 mg., and amitriptyline 
10 mg. The study dose was one capsule t.d.s. 
to be increased if necessary after two weeks by 
one capsule at weekly intervals. 
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The progress of each patient was followed 
closely every week throughout the eight weeks 
study by clinical assessment of the target 
symptoms: ‘Headache’ as marked, moderate, 
mild improvement and unimproved. Also a 
weekly assessment based on the anxiety/de- 
pression Hamilton Rating Scales (1959) was 
designed. 


RESULTS AND DISCUSSION 


The study was done on 80 patients, 58 males 
and 22 females. Forty patients were single, 39 
married and one divorced. The majority of 
patients were between 20 and 40 years old, and 
the duration of headaches was in the majority of 
sufferers between 2 and 4 years. 

Personality trait assessment after C Scale of 
the Guilford inventory of personality factors 
(1940), adapted by Souief (1963) for the 
Egyptian population, showed homogeniety of 
the personality of the four groups when statistic- 
ally correlated. 

The statistical analysis of the results of both 
the headache relief and the anxiety-depression 
have shown that the best response was to 
doxepin, and next to amitriptyline, while 
diazepam showed a weaker effect but still 
superior to placebo. Talking each drug at the 
initiation of therapy, after four weeks and at 
the end of the trial, ie. after eight weeks, 
marked variation in the progress of symptoms 
could be noticed, as shown in the graph. 

Statistical analyses of the results obtained 
weekly from each patient regarding relief of 
headache or improvement of anxiety/depression 
based on Hamilton Scales were assessed. The 
results showed that on the initiation of therapy 
the mean scores of intensity of headache and 
anxiety or depression were positively correlated. 
In the fourth week of therapy the majority of 
patients were helped by doxepin, amitriptyline 
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and diazepam; the former two were superior 
to the last, but on continuation of therapy to 
eight weeks and increasing the dose of the drug, 
doxepin was the only drug which had a highly 
significant effect on headaches, anxiety and 
depression (p < 0-001), while diazepam and 
amitriptyline showed no such further improve- 
ment, amitriptyline showing p < 0-05 for 
anxiety/depression and р > 0:3 for the relief 
of headache, and diazepam p > 0:05 for both 
anxiety/depression and headache improvement. 
This means that headaches secondary to 
anxiety/depression which do not improve on 
amitriptyline and diazepam after four weeks will 
show no significant change on continuation of 
therapy, whereas with doxepin there is the 
possibility that further improvement will occur 
after the fourth week to a maximum by the 
eighth week. 

It is known that diazepam has anxiolytic 
action and central muscle relaxant properties, 
and through these qualities can help in the 
relief of headache. Amitriptyline has anti- 
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depressant properties and has been claimed to 


have some anti-anxiety effect. 

Doxepin belongs to a new class of chemical 
compounds, the dibenzoxepines. Nevertheless, 
chemically there is a structural relationship 
with both the iminodibenzyl series of which 
imipramine is the prototype and the dibenzo- 
cycloheptene series of which amitriptyline is the 
prototype. 

The superiority of doxepin may be attributed 
to its triple action as an anti-anxiety, anti- 
depressant and central muscle relaxant (Allam, 
1971). 
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Severe Shock Caused by Chlorpromazine Hypersensitivity 


By PANG L. MAN and CALVIN H. CHEN 


The value of chlorpromazine in combating 
psychosis and its various symptoms has been 
firmly established in the last twenty years. 
The occurrence of sudden death and severe 
hypotensive reaction after being given the drug 
has been documented in the world literature 
(Kelly et al, 1963; Graupner et al, 1964; 
Rosati, 1964; Hollister et al., 1965; Grollman, 
1965; Leestma et al., 1968). 

Although the mechanism of sudden death 
without anatomicaly evidence is not yet clear, 
it has been generally considered to be related 
to high doses which cause severe sudden hypo- 
tension and cardiac arrhythmia and arrest. The 
main theories of hypotension are (1) the ability 
of phenothiazines to exert a-adrenergic blocking 
action, and (2) depression of the autonomic 
discharge centres in the mid-brain and possibly 
sympathetic ganglionic blockage. 

This communication is intended to deal with 
the fgowing question: ‘If a patient who pre- 
viously was given chlorpromazine either parent- 
ally or orally did not have a hypotensive reac- 
tion, would he be likely to develop hypotension 
when the drug is administered at a later date?’ 
The question does not appear to have been 
raised before now, and to answer it we present 
the following three cases. 


Case т 


T.B., a 29-year-old Negro male with a diagnosis of 
schizophrenia, chronic undifferentiated type, had 
spent most of his time during the last 11 years in 
various state mental hospitals, While in these hospitals, 
phenothiazines, particularly chlorpromazine, had 
been administered to him both parenterally and 
orally in high doses without any unusual side effects. 
To be more specific, he received chlorpromazine, 
300 mg. ti.d. orally and/or 100 mg. t.i.d. intra- 
muscularly from time to time between May 1961 
and March 1968. Upon his current admission on 
1/2/72 physical examination gave essentially negative 
findings: He weighed 67 kg., his blood pressure was 
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124/80 and pulse rate 80/min. Не had пої taken any 
medication before his admission. He was highly 
agitated, disturbed, combative and confused. He 
spoke profusely but irrelevantly and incoherently. 
He appeared to believe that he was Jesus Christ and 
that therefore he did not need to take any medication. 
In order to control the patient’s agitation and hyper- 
activity, chlorpromazine, 50 mg. was administered 
i.m. at 4.20 p.m. on the same day. Forty minutes later, 
the patient was still noisy and disturbed. His b.p. was 
120/80 p.r. 8o/min. Another dose of chlorpromazine, 
50 mg. im. was given. Fifteen minutes later he 
complained of dizziness and. weakness. At 5.20 p.m. 
the patient said, ‘I couldn't make it. I couldn't make 
it’. Soon afterwards he collapsed in the room. One of 
the authors (P.L.M.), being constantly with the 
patient during the whole treatment period, noticed 
that he was cyanotic and pulseless. His blood pressure 
was not obtainable and his breathing ceased. Emer- 
gency treatment consisted of artificial respiration, 
intravenous drip of 1,000 c.c. of 5 per cent dextrose 
in saline solution, oxygen inhalation and Aramine, 
2 c.c. intramuscularly. Gradually the patient re- 
covered from the shock in 45 minutes. His blood 
pressure returned to normal at 6.10 p.m. 


Case 2 _ 

С.Н., a 50-year-old Negro male weighing 85 kg. 
was re-admitted with a diagnosis of manic-depressive 
illness, manic type. He was treated successfully a year 
ago with both parenteral and oral chlorpromazine 
with no untoward reactions or signs of hypersensitivity. 
On admission, he was found to be hypertensive but 
was not given any anti-hypertensive medication. He 
was friendly but hyperactive, agitated, argumentative, 
and talkative with pressure of speech. He expressed 
delusions of persecution and grandiosity and refused to 
take oral medication. At 1.05 p.m. his b.p. was 180/ 
100, p.r. 80/min. Chlorpromazine, 50 mg. was given 
intramuscularly. At 1.35 p.m. the patient was 
somewhat quieter, but complained of nasal congestion 
as well as nausea. At this time his b.p. was 110/80, 
p.r. 88/min. so he was observed even more closely. At 
1.40 p.m. the b.p. dropped to бо/о, and p.r. rose to 
100/min. Emergency treatment similar to that given 
in the above case was immediately instituted, Despite 
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the treatment his b.p. continued to drop to zero at 
2.00 p.m. and the pulse was weaker and hardly 
palpable. At 2.30 p.m. the b.p. went up to бо/о and 
at 2.35 p.m. to 8o/o. Finally at 3.00 p.m. his b.p. was 
restored to its previous level of 185/100. 


Case 3 

D.I., a 25-year-old Negro male, was re-admitted 
to hospital at 9.00 p.m. with a diagnosis of schizo- 
phrenia, paranoid type. Physical examination gave 
essentially negative results. He had not taken any 
medication before his admission. He had been 
treated with chlorpromazine both parenterally and 
orally uneventfully during the first admission. 
Because of his disturbed behaviour he was secluded 
all night. The next day at 7.30 a.m. his blood pressure 
was 108/80. Since he continued to be uncontrollable, 
chlorpromazine, 50 mg. was given intramuscularly. 
By 7.50 a.m. the patient was in shock. His blood 
pressure dropped down to 70/50 but after emergency 
treatments it rose again to go/60 at 11.00 a.m. and 
returned to 100/60 the next day. 


CoMMENT 


Hypotensive reaction is a well-known side 
effect of chlorpromazine, and sudden death 
from administration of chlorpromazine has also 
been reported occasionally, though the mecha- 
nism remains uncertain. However, instances of 
hypersensitivity resulting in severe hypotensive 
reaction at a subsequent administration of this 
drug after a long lapse of time have hitherto 
been unknown and the question has never been 
raised. Yet recently we have had two patients 
who almost died after receiving only relatively 
small doses of chlorpromazine i.m.—relatively 
small, that is, if one compares them with the 
amounts that are generally used in the state 
mental hospitals. 

Our hypothesis is that both these patients 
had been previously sensitized by chlorpro- 
mazine. Although this theory has not been 
postulated before, it certainly deserves further 
consideration and investigation. Cancro and 
Wilder’s (1970) suggestion of the combination of 
vasodilatation and hypotensive side effects of 
chlorpromazine cannot explain our cases, in 
which there was no cause for vasodilatation. 
The fact that their patient was able to continue 
to receive chlorpromazine without recurrence 
of a near fatal episode could have been due to 
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desensitization, but unfortunately their paper 
does not mention the subsequent dosage used. 

We were able to detect these two cases before 
tragedy actually occurred because the blood 
pressure of each patient was taken every half 
hour following the parenteral chlorpromazine. 
We believe that the reason for the hypotensive 
reaction not having been reported more fre- 
quently up till now is probably threefold: (1) 
After the injection a disturbed patient in the 
seclusion room may be in shock lying on the 
floor but is interpreted as being under control. 
(2) No systematic observation of the patient’s 
blood pressure after he has received parenteral 
chlorpromazine. (3) Lack of reporting. 

It is our belief that the incidence of hypo- 
tensive reaction due to chlorpromazine is far 
greater than is generally realized. We would, 
therefore, recommend that for intramuscular 
administration a smaller dose such as 10 mg. 
should be used first to test the patient’s hyper- 
sensitivity. The blood pressure should be moni- 
tored at least every 15 minutes for an hour anda 
half. Emergency treatment should always be 
available. If no hypotension is observed, then the 
regular dose may be given. 

The three cases reported in this paper were 
all Negro adult male patients. Whether or not 
Negroes have a greater tendency to evelop 
hypotensive reaction remains to be seen. Our 
sample is too small to draw a conclusion in this 
area. For the time being, it would seem to be 
advisable to exercise even greater caution in 
dealing with patients of this race. 


SUMMARY 


In this paper the authors present three cases 
of severe hypotensive shock due to chlorpro- 
mazine. All three cases had previously been 
treated uneventfully with this medication. We 
therefore believe that hypersensitivity might be 
the cause. All patients who have a history of 
having taken chlorpromazine previously should 
be giveu a sensitivity test before the drug is 
administered again. 
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The Use of Parenteral and Oral Chlorimipramine 
(Anafranil) in the Treatment of Depressive States 


By G. H. COLLINS 


This paper is an extension of an earlier introductory 
one (1) and evaluates the results of treatment with 
parenteral and oral chlorimipramine of 200 patients 
suffering from depressive states of varying severity. 
The current research project was started in January 
1968, and is still in progress. Further references to the 
literature may be obtained from the original paper or 
by application to the author. Fifty-seven of the cases 
treated were so severely depressed that ECT would 
normally have been given. All were in-patients and 
were treated with intravenous infusions of chlorimi- 
pramine. The other 143 patients were less severely 
depressed and were seen as out-patients. They were 
treated with increasing doses of oral chlorimipramine, 
but a few cases in both groups also had ECT to 
expedite recovery. Ápproximately 50 patients exhi- 
bited obsessional features in addition to depression, 
and their response to treatment was so promising as 
to merit special mention. 


. CLINICAL MATERIAL AND METHOD 


Two hundred patients of both sexes have been 
treated; their ages ranged from 17 to 75 years. 


Diagnostic categories 








Type of Parenteral Oral 
depression group group 
Endogenous .. 16 19 
Neurotic m ES go 9o 
Reactive i E a" 3 22 
Others (atypical, mixed, 
schizophrenic etc.) Е 8 12 
57 143 
Depression with obsessional 
features y a 18 35 


Parentgral group: Each case was assessed by the 
consultant, using the Hamilton Rating Scale, and by 
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the nursing staff with the Eysenck Rating Scale. 
Certain routine laboratory tests were carried out, the 
temperature and blood pressure recorded and side 
effects observed. Daily intravenous infusions of 
chlorimipramine in isotonic dextrose solution were 
given over a period of 15-45 minutes, starting with 
25 mg. and increasing by 25 mg. steps to a maximum 
of 250 mg./day. This was supplemented by oral 
therapy and occasionally by intramuscular injections, 
when the veins proved difficult. Uncomplicated 
depressions usually received up to 21 infusions, but 
as many as 70 have been given in a few cases in 
which there were severe obsessional features. 

Oral group: These were seen as out-patients at six 
different locations, and each was assessed by the 
consultant with the Hamilton Rating Scale. The same 
routine clinical observations were made, especially 
for side effects, and oral chlorimipramine was given in 
divided doses, with a larger amount at night, starting 
with 25 mg. and building up to 450 mg. daily. 

Obsessional group: A history was obtained of all 
obsessional features in addition to depression and 
improvement assessed on the reduction of these 
symptoms, together with the usual depressive ratings. 


RESULTS ОЕ TREATMENT 











Parenteral group 
Response 
Type of 
depression Very Mode- 

No. good Good rate Poor 
Endogenous .. 16 9 6 I — 
Neurotic 30 3 15 II I 
Reactive р 3 2 1 — — 
Other $e 8 — 5 2 I 

57 I4 27 I4 2 
Obsessionals .. 18 4 ІІ 3 — 
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Oral group 
Response 
Type of 
depression Very Mode- 

No. good Good rate Poor 
Endogenous 19 5 12 2 
Neurotic go 3 бо 22 5 
Reactive 22 6 15 I — 
Other 12 2 8 2 — 

143 16 95 27 5 
Obsessionals .. 35 2 26 7 — 
Side effects 


These were more frequent in the parenteral than in 
the oral group. Those most commonly encountered 
were sweating, dry mouth, constipation, frequency of 
micturition, drowsiness, tremor and pastural hypo- 
tension. In only four cases was treatment discontinued 
because of side effects; these were patients who 
developed fits. 


Comments 


The stay in hospital varied from 2 to 10 weeks and 
the average number of intravenous infusions given 
was 9:7 (endogenous), 14 (neurotic), 6:5 (reactive), 
20:8 (others) and 17 (obsessionals). 


The improvement rate is summarized below: 





Parenteral group 

















Very good Some 
Diagnosis No. or good improvement 
as % as % 
Endogenous .. 16 94 All 
Neurotic 30 60 96 
- Reactive 3 100 All 
Others s 8 63 87:5 
57 72 96:5 
Obsessionals .. 18 83 All 

















Oral group 
Very good Some 
Diagnosis No. or good improvement 

as % as 76 
Endogenous .. 1g 89 A All 
Neurotic 90 70 94 
Reactive 22 96 All 
Others I2 85 All 
143 78 96 

Obsessionals .. 35 77 All 





FINAL ASSESSMENT 


Parenteral group: 72 per cent showed a very good or 
good response and 96 per cent made some improve- 
ment. This compares very favourably with the 
response of similar groups of severely depressed 
patients to ECT, and it is postulated that intravenous 
chlorimipramine can be offered as an alternative 
form of treatment. 

Oral group: 78 per cent showed a very good or 
good response and 96 per cent improved to some 
extent. This also compared favourably with the 
results obtained with other antidepressant drugs in 
similar groups of patients. 

Obsessional group: The response in these patients 
merits special mention. All showed a favourable 
response and 81:1 per cent a very good or good one. 

These results with obsessional patients appears to 
be better than any obtained so far with other Porms of 
treatment, and it is suggested that further research in 
this field would be rewarding. In conclusion, it should 
be noted that a few patients in this group displayed 
phobic anxiety symptoms, which also responded well 
to chlorimipramine therapy. 
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In cerebral ischaemia and 
chronic brain failure — 
new hope for the elderly 





The cerebral activator 
Praxilene 





Delusions, hallucinations, withdrawal, 

the bizarre symptoms that haunt the schizo- 
phrenic are now commonly associated with 
an excess of cerebral dopamine. Selective 
blockade of this neurotransmitter by Orap* 
(pimozide) offers the psychiatrist a new 
dimension in the treatment of schizophrenia. 
Now the inactive and apathetic schizophrenic 
can be treated with only a remote risk of 
noradrenaline blockade and hence undesired 
sedation and stupor can be avoided. 

With little or no Parkinsonian side effect 
liability Orap is well accepted by patients. 
They become amenable and co-operative 
during rehabilitation and are able to under- 
take tasks requiring mental alertness. 


Once-a-day 


“especially indicated for schizophrenics 
who are inactive and apathetic and for 
these patients it appears to be superior to 
previously available neuroleptics”. 


Chairman's Comments, “Ап International Symposium on 
Pimozide (Огар)'', Clin. Trials J. 8 (Suppl. H,) 1971 


Further information is available on request 
Janssen Pharmaceutical Limited 
2.25 Saunderten, High Wycombe, Buckinghamshire, НРІ 44H] 
c3) Tel: Naphill (0240 24) 3541 and 2264 *Trade Mark 
. . 


(pimozide) 


SANDOZ 66, 21 
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for the 
disordered 


mind 
Melleril Suspension offers a real prospect of 
prompt symptom relief. Melleril is a 
major tranquilliser with an impressive clinical 
record in acute schizophrenia. Within 
24 hours of starting Melleril a tranquillising effect 
is seen’; in 3 - 4 days the patient becomes 
calm, co-operative and sociable?, and by the end of 
the first week the target symptoms have 
begun to respond.? 


Melleril 
uspension 








/ 
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The Effect of Parachlorophenylalanine on the Sleep 
of a Methadone Addict 


By D. A. GHERNIK, T. A. RAMSEY and J. MENDELS 


Sleep may be shortened in a variety of psycho- 
pathological conditions associated with elevated 
levels of anxiety or arousal. Most sleep studies 
indicate a depression of stage 4 sleep in both 
schizophrenic (Caldwell and Domino, 1967; 
Feinberg et al, 1969) and depressed patients 
(Gresham et al., 1965; Lowy et al., 1971; Mendels 
and Hawkins, 19672, b, 1972; Snyder, 1968; Zung 
et al., 1964). However, there is some indication 
that the reduction in stages 3 and 4 (delta sleep) 
found in depressives returns toward normal 
levels prior to or shortly after the first clinical 
indication of improvement (Lowy et al., 1971). 
Stage 4 suppression has also been found in 
certain metabolic disorders, such as hypo- 
thyroidism (Heuser et al., 1966; Kales et al., 
1968; Karacan et al., 1968). 

Of what significance is the depression in 
delta sleep? There is some evidence that 
delta sleep represents a deeper, more restful 
sleep and is related to levels of biological 
energy. Exercise, for example, is followed by 
increased delta sleep in man (Baekeland and 
Lasky, 1966) and in the cat (Hobson, 1968). 
Indeed, there appears to be a need for stage 4 
sleep as the deprivation of this stage results in 
a selective rebound on subsequent nights. It is 
quite possible that psychiatric patients of 
various symptomatology are incurring a sleep 
debt which may, in turn, prevent them from 
meeting the normal exigencies of daily life. 

Ifsleep is essential for health, then it behooves 
us to understand better the mechanisms in- 
volved in sleep, especially since most psycho- 
tropic drugs affect sleep in some way, ie., 
the antidepressants have been reported to 
decrease REM sleep, diazepam decreases or 
eliminates stage 4 sleep, etc. 

There is considerable evidence pointing to an 
important role for serotonin in the induction 
and maintenance of sleep, (Jouvet, 1967; 
Koella, 1969; Williams, 1971) but there is 
conflicting opinion whether serotonin ‘triggers’ 

за о " 
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Stage 1 Rapid Eye Movement (REM) sleep 
and/or whether it is essential for non REM 
(NREM) sleep, especially delta wave sleep. 
Since serotonin does not readily cross the blood 
brain barrier, most investigators have admini- 
stered one of the serotonin precursors (trypto- 
phan or 5 hydroxytryptophan) in an effort to 
resolve this question. However, there are 
differences in results according to which com- 
pound is administered, for how long, in what 
dosage, and which species is studied (see 
Griffiths et al, 1971; Mandell et al, 1964; 
Wyatt, Engelman et al., 1970; Wyatt, Zarcone 
et al., 1971). 

An alternative experimental approach is to 
determine the effects of parachlorophenyl- 
alanine (PCPA) on sleep. PCPA is a tryptophan 
hydroxylase inhibitor which causes a major 
reduction in brain serotonin synthesis and 
levels, and with apparently slight effect on 
brain norepinephrine metabolism (Koe 1971). 
It acts in vivo by irreversible inhibition 
of tryptophan hydroxylase so that a single 
injection will produce a decrease in enzyme 
activity and serotonin concentration for up 
to 8 days (Jequier st al., 1967). 

There are reports that a single dose of PCPA 
(50—боо mg./kg.) decreased the amount of 
sleep (up to total insomnia for 2-3 days) in a 
variety of species (Delorme et al., 1966; Ferguson 
et al., 1969; Florio et al., 1968; Karadzic, 1968; 
Koella e£ al., 1968; Mouret et al., 1968). Recht- 
schaffen, Lovell et al. (1969) on the other hand 
did not obtain as dramatic an effect on sleep with 
PCPA. They reported a decrease in sleep time 
in the rat ranging from o per cent to a minimum 
of 46 per cent alone with a 80-90 per cent 
decrease in whole brain serotonin and 5- 
hydroxyindoleacetic acid (5-HIAA), the break- 
down product of serotonin. 

Wyatt et al. studied the sleep of 11 patients 
who had been given 2-4 g. PCPA/24 hour. 
PCPA produced a decrease in REM sleep 
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ranging from 20 to 70 per cent in each indivi- 
dual, with little effect on NREM sleep. It 
should be noted, however, that these subjects 
were quite ill initially (seven of the patients 
- had carcinoid tumors) and the results ob- 
tained with PCPA may not be indicative of the 
effects on a normal population. Indeed, the 
only baseline value given in the initial report 
indicates a relatively low amount (average of 
60-70 minutes) of REM sleep. Two other 
patients, given PCPA for 2-3 weeks (see Wyatt, 
Gillin et aL, 1971) had a то and 30 per cent 
reduction in REM sleep respectively. The major 
abnormality observed in this latter study was 
the intrusion of extraocular spike activity* into 
NREM sleep. Wyatt, Gillin et al. (1971) reported 
a four-fold increase in the NREM/REM ratio 
of extra-ocular muscle discharge after 2-3 weeks 
of PCPA (2 g./24 hour). 

A similar increase in NREM spiking was 
found with the continued administration of 
PCPA to cats. The pretreatment pattern of 
PGO spikes returned only with the administra- 
tion of НТР (a precursor to serotonin) or with 
the withdrawal of PCPA (Cohen, Ferguson et al., 
1970) suggesting a relationship between the 
PGO spikes and serotonin. 


METHODS 


We studied the effects of PCPA administra- 
tion on the sleep of a 24-year-old male heroin 
addict who had been stabilized on methadone. 
The study was undertaken because of reports 
that PCPA reduced the tolerance of and 
physical dependence on morphine in rats 
(Tenen, 1968; Way et al., 1968). The subject was 
hospitalized on a psychiatric clinical research 
unit. The present report is concerned with the 
effects of PCPA on his sleep. 

Prior to admission in our unit, the subject had 
been taking 80 mg. of methadone. per day. 
Upon admission the methadone was reduced to 
65 mg. per day. Sleep studies were begun on the 
fifth day after admission. PCPA (250 mg. daily) 
was started on the 16th day. The dose was 
increased every few days and sleep recordings 


* The extra-ocular muscle discharge is a possible 
human analogue to the ponto-geniculate-occipital (PGO) 
spikes found in the cat (see Rechtschaffen, Molinari 
et al., 1971; Rechtschaffen, Michel et al., 1971). 


continued until day 43 when he was taking 
2,500 mg. of PCPA daily. After this, the patient 
refused to co-operate further. 

On the 22nd day methadone was reduced by 
50 per cent. The protocol allowed for a further 
reduction of 50 per cent on the following day and 
to stop all methadone two days later, presuming 
that there had been no signs of withdrawal. 
With withdrawal symptoms, the dose of metha- 
done was increased to baseline level and PCPA 
continued at increasing doses. 

The subject was studied in the sleep laboratory 
for 34 nights. The first 11 nights (nights 5-16) 
were ‘baseline’ (ie. methadone only). The 
subject received varying doses of PCPA for 
the last 23 days (250—2,500 mg./24 hours). 

Continuous electroencephalograph (EEG), 
electro-oculograph (EOG), and submental 
muscle activity (EMG) recordings were ob- 
tained and scored following the standardized 
procedures of Rechtschaffen and Kales (1968). 
In addition, electrodes were placed at the 
outer canthus of each eye for a bipolar recording 
of the extra-ocular spike potential or PIPs. 
Conventional disc electrodes were used to 
record these spikes which have a rather uniform 
amplitude of 100 to 200 u V and a predominantly 
monophasic shape. The initial skin-electrode 
resistence of both the spike and EEG electrodes 
was less than g K ohms. A special coupler 
(9852ASMT) with a built-in amplifier was used 
to record the spike potential. This coupler 
both amplifies and integrates the signal. PIPs 
were recorded when one or more clearly 
discernible spikes of at least three times the 
background tonic EMG amplitude occurred 
during a 2 1/2 second period. PIPs were not 
scored in the presence of EEG or chin EMG 
arousal, 

Twenty-four hour urine samples were col- 
lected and urinary 5 hydroxyindoleacetic acid 
(5HIAA) excretion was measured. In addition, 
cerebrospinal fluid (CSF) 5 HIAA values were 
obtained at the beginning and end of the study 
using the method of Korf and Valkenburgh- 
Sikkema (1969). 


RESULTS 


The data was analysed to determine the 
relationships between sleep and PCPA, sleep 
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and methadone, and sleep and urinary 5HIAA 
values. 

1. Effects of methadone on sleep. Time in actual 
sleep was very similar to that of the age-matched 
controls studied in our laboratory (435 min. in 
our subjects vs 422 min. of the control subjects) ; 
however, our subject differed from the controls 
in all other sleep parameters measured. He had 
a relatively high percentage of Stage 1 (11:5 per 
cent vs 3:0 per cent in the controls), and of 
REM sleep (33:6 per cent vs 23:0 рег cent in 
the controls) whereas delta sleep was negligible. 

2. Effects of PGPA on actual sleep. Actual sleep 
time remained relatively constant throughout 
the study in spite of a 70 per cent reduction in 
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urinary 5HIAA with 2,500 mg. PCPA per day. 
Table I shows the changes in sleep during 
periods of high, medium and low urinary 
5HIAA values. Nights 16 to 20 and Night 36 
were excluded because PCPA treatment had 
begun but we had no information on 5HIAA 
values. Actual time asleep remained nearly 
identical during the three periods: 410 minutes, 
419 minutes, and 415 minutes, although the 
earlier period showed a much larger variance 
(68-0 S.D. vs 27:1 and 30:1 S.D. in the latter 
two periods). The subject did experience 
periods of increasing wakefulness as the study 
progressed (17 minutes of wakefulness during 
the pre-treatment baseline vs 54 minutes with 


TABLE I 
Relationship between sleep variables and urinary 5-HIAA values 


High values 
(11 nights) 
Mn S.D. 


Urinary 5-HIAA (mg./24h.) 4-76 
Minutes 


Total sleep period.. 435:1 63:0 
Actual sleep .. 4101 68-0 
Wakefulness 17:8 9-0 
Stage т 472 29:0 
Stage2  .. 214:6 22:8 
Delta (3 and 4) 9:2 13:8 
REM Ае ..  I96:4 25:9 
REM latency £s 65:5 24:9 
Sleep cycle ..  I16:9 13°5 
% of actual sleep 
Stager.. T 11:5 71 
Stage2  .. vá 2:9 5:6 
Delta (3 and 4) 2-1 3:0 
КЕМ 5; 33:6 6:5 
REM density 24:6 5'0 
% phasic REM* 73'4 9:0 
PIPSt 
% NREM PIPs 3-1 -30 
% REM РІРз .. 30°7 417 
NREM/REM PIPs *I09 ото 








Urinary 5-HIAA values 
Medium values Low values 
(13 nights) 5 nights) 

Mn S.D. Mn S.D. 

2:4 — I'4I — 
437:8 22:9 4750 89:7 
412°9 27'1I 414°6 30:1 
20:6 16:9 54°3 73°4 
27:3 18:3 65-0 26-6 
214:6 28:7 190-8 32:3 
26-8 13:6 8-2 7°7 
142°0 32! 150:5 43°9 
64:4 43:6 22:5 26:6 
III'5 19'9 79:5 I2*5 

6-6 44 1517 6-4 
52:0 70 46-0 7:8 

6:5 3°5 2°3 2:5 
34:3 8:1 36:1 10.1 
23°5 5:8 22:2 8-9 
68-8 78 59-8 8:7 

2:9 *90 9:0 *61 
24:2 6:01 22:6 3:08 

*098 *028 192 +040 


* Percentage of eye movement epochs with one or more eye movements to total number of REM epochs. 
T PIPs (phasic integrated activity). Percentages refer to percentage of 2 1/2 second periods of NREM or 
REM sleep with one or more spikes. NREM/REM PIPs indicate the relationship between % NREM and 
% REM PIPs. Since PIPs were not recorded on every night, the values given reflect information from nights 
recorded only. There were 3, 7 and 5 nights of spike recordings during low, medium and high urinary 5-HIAA 


periods respectively. 
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high doses of PCPA toward the end of the 
study). He felt more tired as the study pro- 
gressed and went to bed earlier. While he spent 
more time in bed, actual sleep was the same in 
both periods. 

3. Effects of PCPA on delta sleep. There was a 
significant increase in delta wave sleep (t = 
3°13; p < 0:01) associated with a 50 per cent 
reduction in urinary 5HIAA levels, and a 
significant decrease in the delta wave sleep (t = 
2°31; p < 0-05) when 5HIAA levels were 
further decreased to a level of 1-3 mg./24 h. (а 
70 per cent reduction from pretreatment levels) 
(see Table I and Fig. 1). 

While there was a significant difference in 
delta wave sleep between high and medium 
urinary 5HIAA levels and medium and low 


% A.S. 


46 


urinary 5HIAA levels there was no significant 
difference in the amount of delta sleep between 
high and low 5HIAA periods. Stage 1 sleep 
decreased to the extent that delta wave sleep 
increased during the period of medium 5HIAA 
values. However, even at this time stage 1 sleep 
(6:6 per cent of actual sleep) was still signifi- 
cantly higher than control values (3:0 per 
cent). 

4. Effects of PCPA on REM sleep. There was a 
trend toward increasing REM sleep during the 
study which coincided with the administration 
of increasing amounts of PCPA. This disagrees 
with previous reports by Wyatt et al. (Wyatt, 
Chase et al., 1970; Wyatt, Gillin et al., 1971) of 
a 10 to 70 per cent decrease in REM sleep with 
the chronic administration of PCPA. On the 


---~ Missing Data 
*—— REM Sleep 
o——e Deita Sleep 





<——-HIGH 5HIAA——» 


E URINARY 5HIAA mg/24 hr 4:8 2-6 


«——MEDIUM 5HIAA———— 





5 6 7 8 9 IO II I2 (3 14 15 6 17 18 19 20 21 22 23 24 25 06 27 28 29 30 М 32 33 


2.2 1+8 1:4 





56 37 38 44 48 46 4T 


NIGHT 


Fic. 1.—REM and Delta wave sleep as a percentage of actual sleep. Drug administration and urinary 5HIAA 
levels indicated. 
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other hand, there was a decrease in all REM- 
associated events in our subject: 

(a) There was an immediate decrease in 
REM spike activity with the introduction of 
PCPA which was maintained throughout the 
study. The NREM to REM ratio of spikes 
increased from 0:103 to 0:132, a 28 per cent 
increase from pre-treatment to the final high 
dose PCPA period. This increase was totally 
accounted for by the decrease in REM spikes. 
There was no increase in NREM spiking. 

(b) There was a reduction in REM latency 
from 65-5 minutes to 22:5 minutes per night from 
pre-treatment baseline to the final period with 
high doses of PCPA. There were several nights 
of sleep with REM onset during this final period 
which did not occur during the previous two 
periods. 

(c) There was a sharp decrease in the average 
length of the sleep cycle from 116:9 minutes 
during the pre-treatment period to 79-5 minutes 
in the final period. 

(d) Phasic REM activity (percentage of 
REM epochs with one or more eye movements) 
decreased from 73-4 per cent to 59-8 per cent 
from baseline to the period of maximum PCPA 
administration. 


DiscussioN 


The results of this case study do not appear 
to support a simple serotonin theory of sleep, 
if this theory is interpreted to mean that 
increasing levels of serotonin lead to increasing 
amounts of certain stages of sleep and that 
decreasing levels of serotonin result in the 
reduction of one or both sleep stages (i.e. REM 
or delta sleep). In this subject the administration 
of PGPA did not produce insomnia as has been 
reported in several of the acute animal studies, 
nor did it decrease the amount of REM or 
delta sleep. Instead of a reduction in delta sleep, 
we found a significant increase in delta sleep 
associated with a 50 per cent reduction in 
urinary 5HIAA levels. At the same time, there 
was no change in actual sleep time nor was there 
any obvious change in EEG wave patterns such 
as in the configuration of spindles, alpha waves 
or delta activity. However, it is possible that the 
reduction in brain serotonin achieved by this 
dose of PCPA, while probably substantial, was 
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insufficient to affect significantly the role of 
serotonin in the specific brain areas involved in 
sleep. We do not know enough to compare 
these doses with those given in the animal 
studies. However, the species differences are 
clear and probably important. Furthermore, the 
fact that he was receiving methadone is a 
possible critical factor which cannot be easily 
evaluated at this time. 

On the other hand, it is unlikely that the 
increase in delta sleep, noted in this subject, is 
due to a decrease in the amount of methadone 
administered since the initial increase in delta 
sleep began the night before the first reduction in 
methadone. Furthermore, several reports on 
the effects of methadone (Henderson et al., 
1970; Kay and Martin, 1971) indicate an 
initial depression of delta sleep which approaches 
pre-drug levels with continued use. Therefore, 
one would not expect a rebound with a reduc- 
tion in methadone. A more reasonable explana- 
tion for the significant association between 
specific levels of urinary 5HIAA levels and delta 
sleep is that a critical level of serotonin is re- 
quired either in absolute amounts or in relation- 
ship to other brain amines for optimal sleep (see 
Torda, 1969), and that levels above or below this 
result in alteration in the sleep pattern. 

The fluctuations in REM sleep may be 
related to methadone withdrawal as Kay and 
Martin (1971) have reported a delayed REM 
rebound during methadone withdrawal. There 
is insufficient information to resolve this ques- 
tion. There was no correlation between the 
reduction in methadone and amount of REM 
sleep that same night. It is impossible to ascertain 
from the present data whether or not there was 
a delayed rebound. There was no significant 
decrease in amount of REM sleep obtained with 
increasing doses of PCPA (as reported by Wyatt, 
Chase et al., 1970) even though the depletion in 
urinary 5HIAA were relatively equivalent in 
both studies. We obtained a 70 per cent decrease 
in urinary 5HIAA levels; they report a 78 per 
cent reduction with 4,000 mg. of PCPA. (Engle- 
man, 1970). However, there was a definite trend 
toward a reduction in time to REM onset with 
shorter latencies occurring with increasing doses 
of PCPA. There were two REM onsets during 
the final period of the study with high doses of 
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PCPA and lowlevels of 5HIAA (nights 44and 45). 
There was a 28 per cent increase in the 
NREM to REM spike ratio. However, this 
increase falls far short of the 400 per cent 
increase reported by Wyatt, Gillin, et al. (1971), 
with the administration of 2 grams of PCPA to 
two subjects for 2-4 weeks. The relative lack of 
an increase in NREM spiking may be due to the 
more gradual administration of PCPA in this 
study. If so, one might wonder whether a 
reduction in serotonin has any enduring effect 
on REM sleep parameters. It may be that the 
more gradual rate of reduction allows adapta- 
tional mechanisms to develop and, thus, to 
reduce the effects of PCPA administration. 


SUMMARY 

The effects of parachlorophenylalanine, a 
serotonin synthesis inhibitor, on the sleep of a 
subject receiving methadone was studied. 

Gradually increasing doses of PCPA from 
250 mg./24 hour to 2,500 mg./24 hour had no 
discernible effect on actual sleep time or on the 
amount of REM sleep contrary to previous 
reports. On the other hand, all REM-associated 
events were affected. There was a decreased time 
to REM onset, a decrease in the sleep cycle, a 
decrease in phasic REM (per cent REM epochs 
with eye movements), and a decrease in extra- 
ocular spike activity during REM sleep (but not 
during NREM sleep). There was also a signifi- 
cant increase in delta wave sleep which coincides 
with urinary 5HIAA values. This leads us to 
speculate that there may be a critical level of 
serotonin (perhaps relative to other brain 
amines) for optimal sleep and that levels of 
serotonin above or below this result in a decrease 
in delta sleep. 
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Ergotamine and Methysergide Abuse in Patients with Migraine 


By R. N. LUCAS and W. FALKOWSKI 


ÍNTRODUCTION 


Ergotamine preparations are extensively used 
in the treatment of migraine. Although not 
widely appreciated, there have been reports 
in the literature of ergotamine abuse, related to 
the development of tolerance and withdrawal 
headaches, which result in a steadily increasing 
consumption of the drug (Wolfson and Graham, 
1949; Peters and Horton, 1951; Friedman et al., 
1955). It is important clinically to recognize this 
conditon, as ergotamine can have dangerous 
vascular side-effects (Byrne-Quinn, 1964; Cran- 
ley et al., 1963; Young and Humphries, 1961). 

The danger of ergotamine abuse may be 
particularly relevant to psychiatric patients who 
suffer from migraine and who are under con- 
siderable and prolonged stress. The present paper 
reports the abuse of antimigraine drugs in five 
such patients. The first of these concerns a 
patient treated by the authors in the Day Ward 
of the Bethlem Royal Hospital. The remaining 
four cases were obtained from retrospective 
examination of 180 case notes of patients who 
were treated over the last 20 years at the 
Maudsley Hospital and who presented with a 


primary diagnosis of migraine. 


Case HISTORIES 
Gase 1 


A 26-year-old girl admitted in 1971 to the Bethlem 
Day Ward with a chronic anxiety state, being unable 
to cope with stresses at home or at work. She had 
given up work, and the home atmosphere was very 
strained because of frequent rows with her mother. 
There was no family history of mental illness, but her 
father suffered from migraine. 

Her migraine started at the age of 17; it was a 
unilateral throbbing headache accompanied by 
nausea and sometimes vomiting. She often woke 
with the headache. Worry and tension frequently 
precipitated these attacks. She discovered that her 
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father’s Migril tablets (ergotamine tartrate 2 mg., 
cyclizine hydrochloride 50 mg., and caffeine hydrate 
100 mg.), if taken within an hour of onset, could abort 
an attack. 

Three years before her admission to the Day 
Ward she began a course of weekly dental treatment 
for hyperplastic gingivitis; she found this most stressful 
and it made her headache worse. She began to take 
the Migril more often until she was taking three 
tablets every evening. If she failed to take these she 
would develop, 3-4 hours later, an intense unilateral 
headache with nausea and vomiting. Her own general 
practitioner attempted, to substitute several different 
analgesics and tranquillizers, but without success. 

On admission, she had cold and cyanosed fingers, 
and her peripheral pulses were weak. She complained 
of pruritus, and there was dermatitis artefacta of both 
hands. Results of routine blood tests, X-rays and 
thyroid function tests were normal. 

Management and outcome. In both individual and 
daily group sessions, it was pointed out to her how 
she avoided dealing with stressful situations; this 
brought about a rise of tension, which made her 
headaches worse. Joint interviews were held with her 
mother, and there was an improvement in their 
relationship. It was explained to the patient that 
withdrawal headaches can occur with Migril, and it 
was this that led to her taking daily tablets to ward 
off these symptoms; also the potentially dangerous 
results of continuous ingestion of ergotamine were 
stressed. 

The Migril was then abruptly stopped. The follow- 
ing day the patient experienced a severe unilateral 
headache with nausea and vomiting, and this lasted 
for four days. Subsequently she was completely free 
from headaches, apart from a relatively mild attack 
three weeks later coinciding with the stress of applying 
for a job. During this time urine tests for caffeine and 
cyclizine were negative, confirming that she was no 
longer taking Migril Her peripheral circulation 
improved and the pruritus and cyanosis disappeared. 
At the time of discharge, four weeks after stopping the 
Migril, she was working, much more confident in her 
outlook and remained free from medication and 
headaches. 
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Case 2 

A 34-year-old clerical worker admitted to the 
Maudsley Hospital in 1957 for treatment of 
ergotamine abuse. 

He was the youngest of seven sibs; his father drank 
heavily while his mother spoiled him. He was by 
nature anxious and conscientious. He married at the 
age of 24 but he and his wife were unable to have 
children, and investigations for infertility revealed 
the cause to be his low sperm count; he felt this as a 
severe blow to his pride. The marital relationship 
subsequently deteriorated, with the wife becoming 
frigid and the patient having an extra-marital 
affair, 

His migraine also started when he was 24, but it is 
not known whether this was before or after his 
marriage. The headaches were unilateral, localized 
behind the right eye and right temple, usually starting 
at night and lasting 2-3 days every month. They were 
often precipitated by domestic tension, and tbere was 
an accompanying burning sensation, with watering of 
the eye, puffed nose and an urge to defecate. T'he 
pain was relieved by ergotamine. Extensive neuro- 
logical investigations, including EEG and angio- 
graphy gave normal results. Three years before his 
referral to the Maudsley Hospital the patient's intake 
of ergotamine gradually increased, until he was 
taking 4 mg. of ergotamine nightly. He had tried 
substituting other tablets, but they were ineffective. 

Management and outcome. As an out-patient, an 
attempt had been made to relate the patient's 
tension to his unsatisfactory marital relationship, but 
this only increased his level of anxiety and the severity 
of his migraine, necessitating his admission. However, 
as an in-patient he remained resistant to further 
exploration of his marital problems, insisted on 
taking Migril nightly, and finally discharged himself 
from hospital. 


Case 3 

A 44-year-old woman admitted to the Maudsley 
Hospital in 1957 for treatment of migraine and with a 
two-year history of daily, self-administered, injections 
of ergotamine. 

There was no family history of mental illness, 
though her younger sister guffered from headaches. 
Her parents were very strict. The patient was always 
reserved and sensitive, anxious about other people's 
opinion of her and always seeking approval. At the 
age of 22 she married, having just become pregnant. 
She felt ashamed of this premarital pregnancy and 

` she found her husband inconsiderate and lacking in 
affection and understanding. There was thus much 
marital tension and sexual relationships ceased two 
years before her admission to the Maudsley Hospital. 


ERGOTAMINE AND METHYSERGIDE ABUSE IN PATIENTS WITH MIGRAINE 


Her migraine started at the age of 10, often 
occurring premenstrually. At first she would have 
3 or 4 attacks a year, but the attacks increased in 
frequency from the age of 34 onwards, until they 
occurred every day during the last two years before 
her admission to hospital They were unilateral, 
usually starting in the evening, and accompanied by 
nausea and vomiting. Three years before her ad- 
mission she started self-administering injections of 
Femergin (ergotamine tartrate 0:5 mg.) which 
promptly relieved the headaches. The frequency of 
injections steadily increased, so that for the last two 
years, she had been giving herself them daily. 
Omission of an injection invariably resulted in a very 
severe headache which would confine her to bed for 
two days. On admission, physical examination, X-rays 
and EEG all gave normal results. 

Management and outcome. The patient's feelings 
towards her husband were discussed with her, and 
subsequently the relationship with her husband 
improved. The ergotamine injections were then 
discontinued, and the only medication was then 
amylobarbitone sodium 200 mg. at night. When she 
was seen two months later in out-patients, the 
improvement in the marital relationship had been 
maintained and the patient remained free of 
ergotamine preparations. 


Case 4 

A 42-year-old man admitted in 1962 to the 
Maudsley Hospital with a history of migraine, for 
which over the last 15 months he had been self- 
administering daily injections of ergotamine tartrate 
(0*5 mg.). 

There was no family history of'migraine, but his 
two elder brothers had asthma and a sister had 
nervous tics. He married at the age of 24, after a 
stormy courtship. The marriage was never happy, 
both partners having extramarital affairs. There were 
numerous separations, but they reunited for the sake 
of their three children. Domestic tension remained 
high, especially with his wife now rejecting his 

advances towards her. 

His migraine started at the age of 19. It was a 
unilateral, throbbing headache, accompanied by 
nausea and partially relieved by self-induced vomit- 
ing. Onsets of attacks were heralded by visual 
disturbances. With the increase in domestic friction, 
the headaches became more frequent; and for six 
years before admission he was confined to bed with 
them at weekends. For 15 months before admission, 
he had woken every morning with a headache, for 
which he had injected himself with ergotamine; often 
he did this twice daily. Methysergide had been 
unsuccessfully tried as an alternative. Physical 
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examination, radiological acreening and EEG all 
gave normal results. 

Management and outcome. The injections of ergo- 
tamine were stopped, and this was followed by a 
severe headache lasting a few days. Subsequently 
there was a marked decrease in frequency and 
severity of attacks, Individual and joint interviews 
with his wife were held with the object of helping him 
to see the relationship of his headaches to the domestic 
problems and in an attempt to reduce the general 
tension. He was discharged taking small doses of 
*Cafergot О” (ergotamine tartrate 1 mg., caffeine 
100 mg.). Unfortunately the rows continued, and he 
steadily increased his consumption of Cafergot Q, 
until when last seen three years later he was taking 
4-6 tablets every morning. 


Case 5 

A 58-year-old man, presenting at the Maudsley 
Hospital out-patient in 1961 with a two-year history 
of daily injections of ergotamine, together with a 
large oral consumption of Migril and Cafergot for his 
migraine. 

There was a strong family history of psychiatric 
disorder. Both parents, a paternal uncle and cousin 
committed suicide. The patient had been treated by 
psychoanalysis for an obsessional neurosis; his wife 
had also had psychoanalysis for a neurotic disorder. 
Their younger child suffered from eczema and 
migraine. From time to time there was great marital 
tension due to his obsessional nature and jealousy of 
his wife’s affection for the children. 

His migraine attacks started in his late teens; the 
headaches were always throbbing and unilateral. 
There was no visual disturbance, although there was 
an awareness of an oncoming attack. Analgesics were 
ineffective, but ergot compounds could abort an 
attack. Initially these attacks were infrequent, often 
being precipitated by domestic tension. However, at 
the age of 35, his attacks increased to one per week 
and he started taking ergotamine preparations 
orally. As his migraine became worse, his intake of 
oral ergotamine increased and he also began to 
inject himself frequently with Femergin (ergotamine 
0:5 mg.). He soon found that headaches invariably 
followed 24 hours after the last injection, and thus a 
regular pattern of daily injections of ergotamine (in 
addition to Cafergot Q and Migril tablets) was 
established and continued for two years until he 
came to the Maudsley out-patients. He had attempted 
to reduce the drugs and substitute analgesics, but this 
had been unsuccessful. 

Management and outcome. The patient was given 
Deseril (methysergide malleate 1 mg.) which he 
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immediately found to be effective in relieving his 
headaches, and since then has taken no further 
ergotamine. However his intake of Deseril gradually 
increased. He noted that if he missed his tablets he 
would within a few hours have a migrainous-type 
headache, relieved only by further Deseril At this 
time he reported that his consumption of coffee had 
increased, and lack of it resulted in mild withdrawal 
headaches. Realizing the possible complications of 
long-term ingestion of methysergide, he presented 
himself seven years later, in 1968, to the Maudsley 
out-patients, by which time he was taking 50 Deseril 
tablets a week. The problem of treatment of his 
migraine was discussed with him in detail, and he 
was seen ag an out-patient regularly for support and 
reassurance. 'T'wo years later, in January 1972, he was 
experiencing one to two headaches a week, of 
moderate or mild severity, and taking only 1 or 2 
Deseril tablets a week. 


Discussion 


It has been generally accepted that the 
immediate mechanism involved in vascular 
headaches of the migraine type is one of initial 
vasoconstriction of the cranial arteries, followed 
by their dilatation (Wolff, 1963); the former 
being responsible for the prodromal symptoms 
of migraine, while the latter for the headache. 
The action of ergotamine preparations is to 
produce a transient vasoconstriction of the 
cerebral vessels and thus to prevent the develop- 
ment or cut short migrainous headaches 
(Goodman and Gilman, 1970). Should these 
drugs be taken regularly, stopping them can 
produce a rebound headache which closely 
resembles a migraine attack (Peters and Horton, 
1951; Friedman et al., 1955). It occurs within 
24 hours of the last dose of the drug, usually 
lasts 2 to 4. days, and is relieved by taking further 
ergotamine. Bearing in mind that tolerance to 
ergotamine can develop if the drug is taken 
frequently (Wolfson and Graham, 1949), it is 
easy to understand how some patients can abuse 
this drug and take more than the recommended 
maximum dose, which is of the order of 12 mg. 
ergotamine a week. 

Xanthines have a similar but milder effect to 
ergotamine on the cerebral vasculature, and 
withdrawal headaches can occur with these also 
(Goodman and Gilman, 1970). Further xan- 
thines have been shown to enhance the absorp- - 


202 


tion of ergot derivatives (Berde et al., 1969), 
and 80 per cent of ergotamine preparations, 
manufactured for the treatment of migraine, 
contain caffeine (Waters, 1970). While such a 
combination of ergotamine and caffeine may be 
more effective in treating migraine, one may well 
expect that rebound headaches will occur more 
easily on withdrawal of such compounds. 

In Peters and Horton's series, 7 (out of 18 
ergotamine abusers) developed rebound head- 
aches), and 3 (out of 5) in Friedman's series did 
so. In our series three (cases 1, 4 and 5) did so, 
while one patient (case 5) reported withdrawal 
headaches with caffeine. 

Furthermore, one patient (Case 5) gave clear 
evidence of withdrawal headaches developing in 
relation to methysergide. Methysergide, unlike 
ergotamine, is said to be ineffective in the 
treatment of acute attacks, but is useful in the 
prophylaxis of severe recurrent migraine 
(Friedman and Elkind, 1963; Graham, 1964; 
Curran and Lance, 1964). It is thought to have 
its effect by maintaining a state of cerebral 
vasoconstriction, but in a different manner to 
ergotamine (Dalessio et al., 1961; De La Lande 
et al., 1966; Lance et al., 1970). Both tolerance 
and withdrawal headaches have been described 
with methysergide (Graham, 1964). One can 
therefore appreciate that, as with ergotamine, 
a patient could find himself taking increasing 
daily amounts of this drug and have consider- 
able difficulty in arresting or reversing the 
process. The authors have not found any pre- 
vious reports in the literature of this pheno- 
menon developing in relationship to methy- 
sergide. 

All patients in this series were unduly anxious, 
tended to ‘bottle up’ their feelings, had low 
stress tolerance and were subjected to prolonged 
tension, which served as the main precipitant 
for the attacks of migraine. We are led therefore 
to agree that 'since emotional factors appear 
to be the most frequent precipitants of migraine 
attacks, the psychological background is pro- 
perly a part of the initial evaluation as well as of 
paramount importance in treatment’ (Fried- 
man, 1968). Only in those cases in which the 
stress was diminished by therapeutic intervention 
(Gases 1, 3 and 5) was it possible to check the 
drug abuse and improve the migraine. 


ERGOTAMINE AND METHYSERGIDE ABUSE IN PATIENTS WITH MIGRAINE 


Two further points deserve comment. Firstly, 
that one of the patients (Case 1) developed signs 
of impaired circulation due to chronic ergo- 
tamine intoxication; this condition can lead to 
serious complications (Byrne-Quinn, 1964; 
Cranley et al., 1963; Young and Humphries, 
1961). Secondly, one patient (Case 5) was taking 
large quantities of methysergide daily, and this 
also can lead to serious complications, such as 
retroperitoneal fibrosis (Graham et al., 1966). 

It is therefore important, clinically, to be 
aware that abuse can occur with ergotamine 
and methysergide, and can be dangerous. 
Thus any patient, suffering from migraine who 
starts to increase his intake of these drugs should 
have his treatment reassessed. One should 
look for the presence of tolerance and with 
drawal headaches, and of underlying situational 
stresses, which should be modified where 
possible. The successful treatment of migraine 
must involve the treatment of the patient as a 
whole (Friedman, 1969). 


SUMMARY 


Five cases of abuse of ergotamine preparations 
and one of methysergide are reported. Abuse of 
methysergide has not previously been reported. 
The effects of tolerance and withdrawal head- 
aches as factors contributing to the abuse of 
these drugs are discussed. Attention is drawn 
to the dangers of such abuse in patients who are 
unduly anxious and are subjected to prolonged 
stress. The need to treat the patient as a whole 
is emphasized in relationship to the prevention 
of abuse of antimigraine drugs and to the 
management of such abuse if it develops. 
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Patterns of Delinquency in Drug Addiction 


By ALISTAIR M. GORDON 


INTRODUCTION 

Delinquency is commonly, though not inevi- 
tably, linked with drug dependency. The 
relationship of drug dependency to crime—a 
cause, a result or an inevitable association—is 
one of the most controversial aspects of drug 
abuse. The concept of drug dependency in 
terms of illness alone tends to minimize the 
relevance of delinquent patterns in drug clinic 
patients. Drug users attending hospital clinics 
form a restricted group, but one which concerns 
the medical profession most directly. Manage- 
ment of these patients involves recognition and 
acceptance of their characteristic features— 
features which may bear little relevance to the 
wider group of drug users who never present 
for medical help. The present study attempts to 
determine the delinquent patterns of patients in 
a hospital drug dependency clinic, the associa- 
tion of these patterns with a drug habit and their 
importance in therapeutic management. 


SUBJECTS 

The subjects of the study were 60 consecutive 
male patients attending a London drug clinic 
in 1970 who had commenced their drug use 
before the age of 21 years. Patients whose drug 
use commenced in adult life were not included, 
as the survey was aimed at determining delin- 
quent patterns among the adolescent users who 
have contributed to the recent epidemic increase 
in drug abuse. Positive urine tests for some 
drug of dependency were obtained on all 
patients. Of the 60 patients 27 were referred 
to the clinic by other hospitals, 18 by general 
practitioners, 9 by self-referral, and only 6 by 
probation officers or courts. This pattern of 
referral did not suggest an inevitable bias 
towards pre-selected delinquent behaviour. 


METHODS 
Each patient was interviewed in order to 
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compile information on family background, 
scholastic and occupational history, drug history, 
criminal record and medical history. The 
interview data were confirmed and/or supple- 
mented from the following sources: hospital case 
notes, official records of the Criminal Records 
Office and probation service reports. Items of 
data were coded and recorded on punch cards, 
and the information was then used to subdivide 
the 60 subjects in two ways relating to: 

т. Forensic history, and 

2. Drug history. 

These subdivisions were: 

1. (a) Pre-drug offenders, the 29 subjects who 
had received a court conviction before 
drug use. 

(b) Post-drug offenders, the 31 subjects 
who had never been convicted in court 
before drug use. 


This division allowed comparison of a group 
of young people who entered addiction from a 
a back ground of proven delinquency with a 
group of drug users whose addiction appeared 
without known delinquent antecedents. 

2. (a) Narcotic group, the зо patients who 
had used heroin as frequently as once 
per week in the month preceding 
interview. 

(b) Non-narcotic group, the 10 patients 
who had never used any narcotic drug. 


RESULTS 

Demographic data 

The mean age of the total sample was 21:5 
years (S.D. = 3:5 years), the mean age of first 
drug use was 15:9 years (S.D. — 1-9 years) 
and the mean duration of drug use was 60:5 
months (S.D. = 32:4 months). There was no 
significant difference in these data between the 
pre-drug and post-drug offenders nor between 
the narcotic and non-narcotic groups. 
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Family history (Table Т) 

Social class. Social class, determined by the 
father’s occupation according to the General 
Register Office Classification, showed a normal 
span of distribution. 48 per cent of the subjects 
came from Class III, the skilled occupational 
class. No difference in social class emerged 
between the sub-groups. i 


TABLE I 
Family history (% incidence) 





Total Pre-drug Post-drug 





sample offenders offenders 
Parental loss .. | 41'1 58-6 25:8 
Maternal loss ..  929:8 31:0 16-1 
Paternal loss .. .. 40°70 58:6 22:6 
Paternal conviction .. 11:7 19:2 9:7 
Maternal conviction. . 1:7 34 1:7 
Sibling conviction .. 33:3 34`5 32:2 
Paternal illness sa 18:8 17:2 9:7 
Maternal illness o 1978 10:3 16:1 
Sibling illness ..  IO-0 10'3 9:7 





Family size. 55 per cent of subjects came from 
small families (1 to 3 siblings) and 45 per cent 
from large families (4 to 7 siblings). There was 
no preponderance of large families in any 
sub-group. 

Parental loss. 41 per cent of subjects had lost a 
parent for at least one year before the age of 16. 
58 per cent of pre-drug offenders had experi- 
enced parental loss, compared with 26 per cent 
of post-drug offenders—a significant difference 
(x? = 8:9, d.f. = 1, P < 0-01). Paternal loss 
exceeded maternal loss in all groups and was 
significantly more frequent in pre-drug offenders 
than in post-drug offenders, reflecting the strong 
association of paternal loss with the early 
emergence of delinquent behaviour. 56 per cent 
of the subjects who had experienced parental 
loss had been separated from a parent before 
the age of six. The most frequent causes were 
temporary separation and care by authorities. 

Family psychiatric and criminal history. 11+7 per 
cent of subjects had a father with a criminal 
record, 1-7 per cent had a mother with a court 
conviction, 33°3 per cent of subjects had a 
sibling with a court conviction. A history of 
psychiatric illness was found in 13 per cent of 
fathers and 13 per cent of mothers. 10 per cent 
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of subjects had a sibling with a history of 
psychiatric illness. A similar incidence of sibling 
crime and illness was found in all sub-groups. 
Criminal conviction in a sibling emerged as the 
main indication of a family disturbance extend- 
ing beyond the subjects’ drug dependency. 


Personal history 

Education (Table II). 73 per cent of subjects 
had left school by the age of 15. 35 per cent had 
passed some national examination, 25 per cent 
reaching “О? level standard. Although pre-drug 











ТАВІЕ П 
Academic attainment 
Total Pre-drug Post-drug 
Level of attainment sample offenders offenders 
^ 76 76 
No exams .. 39 65:0 24 82:8 15 48:4 
II-- exam "e 6 0:0 I 5 
О” level... озо 06:8 3145. OF ae 
Aled ic .. 4 6; or[ ™ og 9 
Higher qualification I 1:7 о I 
'Total number бо 100:0 29 31 





offenders and post-drug offenders left school at 
similar ages, subjects with no convictions before 
drug use were more successful academically. 
Narcotic and non-narcotic groups did not differ 
in their academic records. 

Occupation. Although 15 per cent appeared 
stable in employment (one job each year in 
employment), the majority held several jobs 
each year, and 38 per cent changed their 
occupation at least four times each year in 
employment. Occupational instability was more 
evident in the extent of unemployment. Only 
30 per cent were employed for nine months 
every year, and 37 per cent were unemployed 
for more than six months each year since leaving 
school. This pattern of employment was common 
to all groups; post-drug offenders were no 
more stable in employment than pre-drug 
offenders, and soft-drug users no more stable 
than heroin users. 


Drug history 
Extent of drug use (Table III). No subject 
confined his drug use to one drug or type of 
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drug, and all were multiple drug users. All 
patients had used amphetamines, 98 per cent 
had used cannabis, 97 per cent had used non- 
barbiturate sedatives (Mandrax, Doriden), 78 
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Offences before ‘drug use (Table IV). 72 per cent 
had convictions for larceny, 21 per cent had 


motoring offences and 17 per cent had con- 
victions for indictable offences of violence. This 














Tass III Taare IV 
Extent of drug use Onences before drug use 
Daily use in % of 
Drug Ever used past month Type No. of | pre-drug Мо. of 
offenders offenders offences 
Heroin .. 42 (70%) 17 (28:372) 
Methadone 45 (75%) 20 (33: 3%) Larceny — ..  .. RI 724% 47 (66-29%) 
Other opiates 38 (63:3 4) 6 (6-6%) Motoring 6 20:775 t1(15:522) 
Cocaine .. 28 (46-79) 3 (5%) Violence s А 5 170296 7 (10%) 
Barbiturates Я 147 (183%) 10 (16-694) Drink 2 6-9% 4 (5:69) 
Non-barbiturate sedatives 58 (96-7 %) 8 (13:2%) Obstructive .. 2 69% 2 (28%) 
Amphetamines .. бо (100%) 17 (28:3 %) 
Hallucinogens .. 40 (66-6 %) o Total number of offences 71 (100%) 
Cannabis 59 (98:37) 8 (13-274) 
Other drugs 5 (8-3%) і (1:79) 





per cent had used barbiturates and 70 per cent 
had used heroin. A pre-drug conviction was 
not associated with heroin or any other specific 
drug use. 

The mean period of abstinence since com- 
mencing drugs was 8-7 months. Many periods of 
abstinence were involuntary, but subjects with 
no convictions before drug use did not describe 
greater abstinence than pre-drug offenders. 

Progression. 10 per cent of subjects had com- 
menced on narcotic drugs, 42 per cent pro- 
gressed to narcotic use within one year and 63 
per cent within two years. 16-7 per cent had 
never used narcotic drugs. Pre-drug offenders 
did not progress more rapidly to narcotics than 
post-drug offenders. 

Source of supply. In the month before their first 
attendance at this clinic, 73-3 per cent obtained 
drugs mainly illegially, 20 per cent obtained 
drugs from a clinic and 6:7 per cent for a 
general practitioner. This pattern of source of 
supply was common to all sub-groups. 


Criminal history 

Incidence of conviction. Before their first attend- 
ance at this clinic, 92 per cent of subjects had 
received a court conviction, 48 per cent had 
been convicted before their first use of drugs 
-and go per cent had been convicted subsequent 
to commencing drugs. 


pattern differs from the criminal statistics for 
adolescent crime in the extent of offences of 
violence. Narcotic users were not convicted more 
frequently before drug use than the non- 
narcotic group, and the pattern of their offences 
was similar. | 

Offences subsequent to drug use (Table V). After 
drug use, larceny remained the most frequent 
offence. 72 per cent of subjects were convicted of 
larceny after drug use, 48 per cent had a drug 








TaBe V 
Offences after drug use 
% of 
Type No. of total No. of 
offenders sample offences 
Larceny oe 2s 43 71775 92(92%) 
Drug offences s 29 48:375 63 (22%) 
Violence... e 4 40:0% 35 (12%) 
Motoring .. —.. аа 23:376 49 (77) 
Fraud ^ às IO 16:577. 16 (5:322 
Vagrancy .. Ds 6 10% 7(2°4%) 
Obstructive .. us 6 10% 7 (2:494) 
Drink RN 4 6:775 15 (5%) 
Sex 4 67% 6 (2%) 





Total number of offences 285 (100%) 





offence and 40 per cent were convicted for 
indictable offences of violence. After drug use, 
offenders were not significantly more frequent 
among pre-drug offenders than among post- 
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drug offenders. The pattern of offences in these 
groups only differed with regard to larceny 
offences, which occurred in 83 per cent of pre- 
drug offenders and 61 per cent of post-drug 
offenders (x? = 3:97, d.f. = 1, Р < 0:05). 
After drug use, offenders were found with 
similar frequency in the narcotic and non- 
narcotic groups, but the incidence of larceny 
offenders was significantly greater among 
narcotic users (Р < 0-02). 

The incidence of offenders for larceny and 
motoring offences did not differ significantly 
before and after drug use, but the incidence of 
violent offenders rose significantly from 17 per 
cent before drug use to 40 per cent after drug 
use (x? = 6:32, d.f. = 1, Р < 0-02). The 
offences of violence became more serious after 
drug use. They comprised convictions for 
assault, offences with weapons, bodily harm, 
robbery with violence, dangerous driving and 
malicious damage. 

In the narcotic group, offenders for violence 
rose from 13:3 per cent to 53:2 per cent after 
drug изе`(Р < 0-or) and offenders for larceny 
from 36-7 per cent to 80 per cent (P < o-oor). 
In the non-narcotic group, the incidence of 
offenders for specific offences showed no signi- 
ficant increase after drug use. 


Psychiatric history 

Antisocial behaviour in childhood. 60 per cent of 
subjects gave a history of truancy, and 40 per 
cent admitted to recurrent theft in childhood, 
apart from proven offences. The incidence of 
these antisocial traits did not differ significantly 
between sub-groups. 

Psychiatric treatment. 68 per cent of subjects 
had received no psychiatric treatment, 20 per 
cent had attended a psychiatric clinic or child 
guidance clinic and 12 per cent had been in- 
patients in a psychiatric hospital. This pattern of 
psychiatric treatment was common to all groups. 

Diagnostic classification. Each subject received 
diagnostic classification from the clinic psychi- 
atrists. 55 per cent of subjects were diagnosed 
as drug dependent only, 33:3 per cent were 
diagnosed as personality disorders, 5 per cent 
as neurotic and 1:7 per cent as schizophrenic. 
This pattern of classification did not differ 
significantly between sub-groups. 
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DISCUSSION 
The study describes a group of young people 
who commence, early in adolescence, a drug 
habit which eventually leads to a clinic attend- 
ance. Their drug dependency emerges from a 
background of disturbance, characterized by 
parental loss (especially paternal separation), 


„truancy, unapprehended theft and sibling 


criminality. Their families are not socio- 
economically deprived. A drug habit is a severe 
handicap to productive employment, and 
occupational instability was common. 

Their drug habit, commencing at an alarm- 
ingly young age, involved multiple, indiscrimi- 
nate abuse of drugs with a tendency to progress 
to narcotic drugs, obtained illegally. The clinic 
sample was composed ofusers already extensively 
involved in a drug habit. The mean duration of 
drug use, 60:5 months, and brief periods of 
abstinence did not suggest that their drug use 
was tentative. Their drug habit was associated 
with considerable criminality, a high frequency 
of convictions and an increasing incidence of 
violent crime after drug use. There was no 
evidence that drugs actually caused violent 
behaviour, but on the other hand nothing to 
suggest that they diminished violence through 
their tranquillizing effect. A high incidence of 
court conviction in drug users has been pre- 
viously described in British penal studies (Scott 
and Wilcox, 1965; James, 1969; d'Orban, 1970; 
Noble, 1970). The incidence of conviction in this 
sample is the highest reported in any British 
clinic study: 92 per cent of subjects held a court 
conviction. This high figure is unlikely to 
derive solely from the use of criminal records for 
confirmation. There is little to suggest that the 
findings would be specific to this clinic, as the 
subjects were referred from a wide area in and 
beyond London. The sample was not pre- 
selected for delinquency by its mode of referral, 
a frequent criticism of surveys from penal 
institutions. The high conviction incidence 
probably results from the selection of male 
adolescent users, and reflects the tendency for 
this recent group of young drug users to come 
from a delinquent population. The sample 
overlaps with a previous study (Gardner and 
Connell, 1971) from the same clinic which 
found a history of court conviction in 70 per cent 
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of subjects. The inclusion of older addicts 
accounts for the lower incidence in their series. 

The sample also differs from all other British 
surveys in the high incidence of convictions for 
violence. The increase in the numbers of violent 
offenders after drug use was mainly associated 
with narcotic use, although non-narcotic users 
also included a high incidence of violent offen- 
ders. This exceptional finding may reflect the 
particular groupstudied—young male drug users. 

Acceptance of a drug habit by young addicts 
involved identification with delinquent patterns 
and the development of a criminal life style. 
These young patients came from a delinquent 
population with a potential for antisocial 
activity which attracted them towards a drug 
habit. Their criminality and drug dependency 
emerged as a combined expression of a general 
deviancy. Offences in drug users do not relate 
solely to the drug abuse but reflect a wider 
disturbance of which dependency is only a part. 

With the onset of a drug habit, users 
with no previous convictions became indis- 
ünguishable in most aspects of behaviour 
from pre-drug offenders. Those who com- 
menced their habit subsequent to a court con- 
viction had been more disadvantaged in child- 
hood, experiencing greater parental (especially 
paternal) lossand achieving less scholasticsuccess. 
The earlier appearanceof provendelinquent beha- 
viour in pre-drug offenders may relate only to their 
greater experience of parental loss. Drug users 
with no convictions before drug use came from 
backgrounds with equal delinquent potential, 
reflected in the equal incidence of sibling crime, 
truancy and childhood theft. The difference in 
scholastic achievement between pre-drug offen- 
ders and post-drug offenders was not continued 
into their subsequent careers. Academic under- 
achievement was linked in time with overt 
delinquency, and the difference between the 
groups suggests that poor academic achieve- 
ment related to early delinquent involvement, 
rather than to a drug habit itself. Compared 
with pre-drug offenders, drug users with no 
convictions before drug use commenced drugs 
at the same mean age, had equal durations of 
drug abuse and equal periods of abstinence, 
were no more restrictive in the extent of their 
multiple drug abuse, progressed to narcotics to 
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a similar extent and at similar rates, and used 
illegal sources of supply with equal frequency. 
An absence of court conviction before drugs did 
not augur greater restraint, discrimination or 
legality in drug use, or a reduced susceptibility 
to narcotics. 

Drug users with no convictions before drug 
use commonly appeared in court at a later 
date. The onset of their drug habit inaugurated 
a criminal record of equal proportion and 
extent. Following dependency they were only 
distinguished from pre-drug offenders by a 
lower incidence of larceny. Both groups shared 
an equal potential for delinquent expression, 
developing earlier in the more disadvantaged 
members but eventually equilibrating and 
displaying no differentiating features on their 
arrival at the clinic. The higher incidence of 
larceny in pre-drug offenders may only indicate 
a higher likelihood of detection in known 
offenders. 

Post-drug offenders were convicted on an aver- 
age of four years later than pre-drug offenders, 
but their offences were not distinctive, nor related 
only to their drug habit. Crime following drug 
use is often ascribed to the demands imposed by 
an illegal drug habit. The expense of a drug 
habit may motivate theft, but is insufficient 
explanation for the extent of crime displayed. 
The incidence of larceny offenders among pre- 
drug offenders did not increase after drug use. 
It cannot be assumed that this experienced 
delinquent group only continued their thefts to 
support a drug habit, and the common division 
of offences into ‘drug related’? and ‘non-drug 
related’ is questionable and misleading. 

Progression to narcotic drugs emerged as 
probable but not inevitable. 17 per cent 
never progressed to narcotics despite an equal 
period of drug use, but the non-narcotic users 
attending the clinic shared features typical of 
heroin users. The clinic sample was clearly 
weighted towards narcotic use. With this small 
proportion of non-narcotic users (17 per cent), 
differences must be considerable to attain 
significance. The only significant difference 
demonstrated was a higher incidence of larceny 
among narcotic users. The emergence of this 
small number of non-narcotic users in a hospital 
clinic is important in itself, and may relate to 


210 


the clinic’s prescribing policy. Non-narcotic 
users attending the clinic appeared to form a 
distinctive group of atypical soft-drug users, 
indistinguishable in characteristics from narcotic 
users. Dependence on ‘soft’ drugs of sufficient 
severity to lead to a clinic attendance was 
characterized by features more usually ascribed 
to narcotic users. 

The study does not describe a total spectrum 
of drug abuse. It selects the particular group 
which involves the medical profession most 
directly—drug users who seek help. The 
extensive delinquency of this sample is certainly 
a recent trend, but the American experience 
gives little reassurance that it will prove a 
transitory phenomenon. The extent and import- 
ance of delinquency in clinic populations has 
been underestimated and understressed. These 
drug users did not appear without warning 
signs. Court convictions, truancy, petty theft 
and family disturbance allowed early recogni- 
tion of their delinquent potential. 

A treatment policy which neglects the 
delinquent associations of drug dependency 
through a desire to maintain a permissive 
approach in therapy may answer the needs of 
the therapist rather than the needs of the patient. 
The extent of delinquency demonstrated in this 
sample suggests that these patients are unlikely 
to have the capacity for control or the degree of 
restraint required to benefit from the present 
treatment policy. Their predilection for illegal 
sources shows little acceptance of current 
prescribing policy, which has failed to contain 
crime in these drug users. The Brain report (1965) 
advised some powers for compulsory detention of 
addicts. Some measure of coercion or external 
control seems necessary in this impulsive group 
- if the aims of a medical policy are to be imple- 
mented and fulfilled. Enforcement cannot be 
merely dismissed as punishment if its aims are 
to provide care which is orientated towards 
cure and rehabilitation—aims which the present 
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policy seems unlikely to achieve in these patients. - 


SUMMARY 


A forensic study of 60 male patients from a 
London hospital drug clinic showed that 92 per 
cent held a court conviction. 48 per cent had. 
been convicted before drug use. After drug use, 
the incidence of larceny offenders was unaltered 
but the incidence of violent offenders increased. 
Drug users with no pre-drug convictions had 
experienced less early deprivation than drug 
users with pre-drug convictions, but their 
patterns of post-drug offences only differed in 
there being a higher incidence of larceny in 
pre-drug offenders. All patients were multiple 
drug users. 70 per cent had used heroin. 
Heroin users differed from non-narcotic users in 
a higher incidence of larceny and an increasing 
incidence of violent offenders after drug use. 
Criminality and drug dependency emerged as 
a combined expression of deviancy in the clinic 
population. ; 
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D D D | 
(flupenthixol decanoate) ° 
the first non-phenothiazine 
long-acting neuroleptic injection 
for patients suffering from 


schizophrenia 


Lundbeck Limited are pleased to announce the introduction of 
Depixol. It has 













x inherent antidepressant activity 
ж lower incidence of side effects 
x duration of action 2-4 weeks 







Depixol is an effective antipsychotic indicated in the management 

of schizophrenic patients, particularly those who are withdrawn, 
- apathetic or anergic. 

The incidence of side effects with Depixol appears to be less than 

with long-acting phenothiazines. 

Dosage and route of administration. 

Depixol is administered by deep intramuscular injection. Treatment 

should be initiated with a test dose of 20 mg (1 ml) followed 7-10 

days later by a further dose of 20-40 mg (1-2 ml), depending on 

the patient's response, Thereafter 20-40 mg (1-2 ml) should be 

given every 2-4 weeks. 

Contra-indications and side effects. 

Depixol is not recommended for patients who are overactive or 

excitable since its activating effect may lead to exaggeration of 

these characteristics. The commonest unwanted effects are extra- 

pyramidal symptoms. Occasional depressive reactions have been 

reported, but they appear to be less frequent than after other 

depot neuroleptics. 

Depixol is a 2% solution of flupenthixol decanoate in thin vegetable 

oil. it is presented as 20 mg (1 ml) and 40 mg (2 ml) ampoules. 

Depixol treatment should be initiated by a psychiatrist, 

preferably in hospital. 
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He is a phobic patient, living alone with 
his fear and anxiety. Nardil, a proven 
MAD inhibitor, will help bring him back 
to the mainland of society. 
The evidence of Nardil’s effectiveness 
in phobic states is increasing with usage. 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
failed to alleviate his condition. 
"Phenelzine was started in doses of 
I5 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months", 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 
for three years; Nardil was selected as the 
most valuable drug for combination 
therapy in the treatment of phobic states. 
“And patients with atypical depression, 
particularly those in whom phobic 
anxiety symptoms are prominent, 
will respond dramatically and almost 
specifically to the combination 
of an MAO inhibitor, such as phenelzine, 
with chlordiazepoxide or diazepam", 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 
1 Brit. J. Psychiat., 117, 237, 1970. 
2 Practit., 205, 307, 1970. 


Full information available on request. 
William R. Warner & Co. Ltd., 


Eastleigh, Hants. 
Telephone Eastleigh 3131 Rw, 
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'"Psychopathia Sexualis' 


By JOHN JOHNSON* 


‘To be ignorant of what happened before you were 
born is to be for ever a child.’ CicERO. 


Psychopathia Sexualis is the title of Richard von 
Krafft-Ebing's text-book of sexual psycho- 
pathology, first published in German in 1886. 
Although there had been many books on 
' erotology since the time of Ovid, Psychopathia 
Sexualis was the first orthodox medical text-book 
on psychosexual disorders in man. The nature 
of the subject matter made the book an imme- 
diate popular success, and it subsequently ran 
into twelve editions. This success prejudiced 
the scientific recognition of the book by the 
medical profession, although no more praise- 
worthy motive could exist for publication of the 
book than that cited by Krafft-Ebing in his 
introduction to the first edition: 

‘The object of this treatise is to record the 
various psychopathological manifestations of 
sexual life in man and to trace how they are 
conditioned by regular laws.' 

Krafft-Ebing was born in 1840 in Mannheim 
into a legal family. This in itself was a major 
factor in influencing him to write Psychopathia 
Sexualis in an attempt to combat the ignorance 
and prejudice about sexual crime which he 
came to know daily in judicial pronouncements 
by members of his family. By his early thirties, 
Krafft-Ebing had the reputation of being one 
of the best neuropsychiatrists in central Europe. 
His careful clinical observations were recorded 
in his Lehrbuch der Psychiatrie, whilst his status as 
a psychiatrist and neurologist was to be finally 
recognized by his promotion from the Chair of 
Neurology and Psychiatry at Strasbourg to 
succeed Professor Meinert in Vienna. This 
post he was to hold from 1889 until his death in 
1902 at the age of 62. 

In general psychiatry, Krafft-Ebing is best 
known for his research in establishing the 
connection between general paralysis of the 
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insane and syphilis. Although the original 
statistical association had been made by Esmark 
and Jensen in 1854, it had not gained wide 
recognition. Krafft-Ebing was, however, so 
convinced of this link that to prove it he inocu- 
lated nine paretics with syphilitic scrapings. 
None developed primary or secondary syphilis, 
and from this he felt justified in concluding that 
the paretic must have already been rendered 
immune by a previous syphilitic infection. 
Hare (1959) says: “This doubtful experiment 
caught hold of popular fancy and eventually 
convinced many of the patiently accumulated 
statistics.” As a footnote to his work in this field, 
itis worth noting that his successor in Vienna 
was to be Wagner-Jauregg who for his discovery 
of the malarial treatment of general paralysis of 
the insane received the one and only Nobel 
Prize that psychiatry has ever claimed. 

Psychopathia Sexualis was intended as a text- 
book for the doctor and the jurist. Nevertheless, 
the fact that it ran into ten editions in almost as 
many years suggests that it must have been 
read by many others. The point was not lost on 
reviewers in this country. The review of the 5th 
German edition, by Dr. Henry Rayner, pub- 
lished in the Journal of Mental Science for January 
1891, is on the whole sensible and well-balanced; 
however, the reviewer feels that much of the 
sordid detail in the numerous case-histories 
could have been omitted, and that the medical 
profession ‘is in danger of pandering to morbid 
tastes’ and of ‘increasing the coil it is intended to 
loosen’. 

The same criticisms seems to have led to a 
suggestion (reported by Benedikt in his auto- 
biography, 1906) that Krafft-Ebing’s Honorary 
Membership of our Medico-Psychological Asso- 
ciation should be withdrawn. This cannot have 
been more than a suggestion, as there is no 
record of it in the Council minutes of the time. 

In subsequent years, the descriptive and 
nosological approach of Krafft-Ebing to sexual 
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psychopathology was overtaken by the dynamic 
psychology of Freud, and it is not surprising to 
read American opinions of the book, such as that 
of Daniel Blain (1965): 

"The conclusions and opinions given in this 
19th century text-book have little scientific value 
today, though some broad generalities may still 
hold true.’ 

I would suggest that Psychopathia Sexualis has 
been a much maligned and neglected medical 
text-book, largely through the notoriety its 
publication attracted. Written with a truly 
scientific purpose, based upon restrained inter- 
pretation, this work still has important contribu- 
tions to make, particularly in influencing the 
direction of clinical research in the field of 
sexual psychopathology. Historians, I am sure, 
will acclaim Krafft-Ebing as the founder of 
modern sexual psychopathology who set the 
scene for Freud and Havelock Ellis. 

In a characteristic Teutonic manner, Krafft- 
Ebing first devoted himself to the classification of 
sexual disorders. He made distinction between 
perversion—a disease, or ‘paraesthesia’ and acts 
resulting from vice or depravity, which he 
called ‘perversity’. He emphasized that differ- 
entiation must depend on investigation of the 
whole personality of the individual. Perversion 
corresponded with the definition quoted by 
Scott (1964), that it is ‘any deviation from 
normal heterosexual coitus which is fixed and 
exclusive’. Freud (1905) in the first of his Three 
Essays, similarly stated that ‘if a perversion has 
the characteristics of exclusiveness and fixation, 
then we shall be justified in regarding it as a 
pathological symptom’. Much anomalous sexual 
behaviour that presents clinically is neither fixed 
nor exclusive and is only incidental to normal 
sexual activity. Kinsey’s sociological studies of 
sexual behaviour emphasize this and support 
the view that deviant sexual behaviour and 
perversion are part of the same continuum 
(Kinsey et aL, 1948). There is, however, I 
believe, a distinction here worth maintaining 
between abnormal sexual behaviour which is 
fixed, self-fulfilling and totally exclusive of 
normal sexual activity (sexual perversion) and 
sexual deviant behaviour, which is much more 
common, often facultative and neither fixed 
nor exclusive of normal sexual coitus. 
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Krafft-Ebing, like so many psychiatrists of his 
period, was trained in both neurology and 
psychiatry. This is soon evident in the book, 
not only because of his recognition that sexual 
perversions were frequently associated with 
brain damage (Kolarsky et al., 1967) but also for 
his penetrating guesses about the neural locali- 
zation of sexual function. Up to this time it 
had been located by the phrenologists in the 
cerebellum. Krafft-Ebing recognized how fre- 
quently sexual excitement was initiated by 
olfactory stimuli, and stated precisely that he 
thought the sexual centres (if such existed) must 
lie in close proximity to those for smell. Nearly 
50 years passed before Kluver and Bucy con- 
firmed Krafft-Ebing's shrewd guesses and de- 
monstrated through their ablative experiments 
on the temporal lobes of monkeys their classical 
syndrome of excessive orality, psychic agnosia 
and hypersexuality (Pilleri, 1966). Refinements 
of these experiments demonstrated that a lesion 
in the ventromedial nucleus of the hypo- 
thalamus could inhibit the perverse sexual 
behaviour of adult monkeys after amygdaloidec- 
tomy, and it is now becoming generally accepted 
that the limbic system is closely related to sexual 
responsiveness in man, and that destructive 
lesions in this system can lead to anomalous 
sexual behaviour (Kolarsky et al., 1967). 

Although the effects of castration upon sex 
organs and sexual behaviour have been known 
since Biblical times, it was the experiments of 
the German physiologist Berthold in 1849 on 
the implantation of testes into capons that 
opened the modern era of sexual endocrinology. 
Krafft-Ebing thought that man had a bisexual 
constitution at birth, and that in normal indi- 
viduals there was congruity between psychic 
and physical development. He went on to say, 
however, that ‘the sex-determining momentum 
is not known, but certainly the sex gland is not 
the primary agent. He then returned to his 
most important basic tenet that there is some 
innate disposition in the central nervous system 
which is responsible for the dimorphic patterns 
of sexual behaviour. Arguments about what has 
now come to be called gender role have recently 
come into prominence, particularly with re- 
search into transsexualism. T'wo opposing views 
about the determinants of gender role have 
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been advanced. The first, asserts that there is 
psychosexual neutrality at birth and that gender 
role is learnt through the experiences of rearing 
based upon the sex of assignment at birth: this 
is strongly supported by the findings of Money 
et al. (1955) on gender role determi- 
nants in cases of ‘intersex’. They held that 
gender role was fixed through infantile experi- 
ences by the age of five years and that re- 
assignment of sex after this age would be 
psychologically hazardous. This view has been 
seriously challenged by the many cases of 
successful sex reassignment in male pseudo- 
hermaphrodites in adolescence. The second 
theory, that psychosexual bias exists at birth, is 
primarily supported by the evidence that 
anatomical, physiological and even behavioural 
dimorphic sexual patterns are present in new 
born children (Diamond, 1965). In addition, 
animal experimentation suggests that it is the 
morphological and behavioural patterns of 
the female which form the anlage, and it is the 
presence or absence of foetal testosterone, itself 
determined by the presence or absence of the Y 
chromosome, that determines which sexual 
dimorphic pattern will differentiate during 
gestation. Sex hormones thus assume a new 
importance: while they activate sexual behaviour 
at adolescence, it seems that an equally important 
function may be their sensitizing effects upon the 
foetal nervous system in utero. 

This has relevance to the perversion of trans- 
sexualism, a condition which Krafft-Ebing quite 
wrongly considered to be a form of homo- 
sexuality. It was Havelock Ellis who recognized 
the autosexual nature of this condition (Eonism), 
in which an otherwise normal male or female 
holds the conviction that he or she is a member 
of the opposite sex. Male transsexuals are said to 
be six times as common as females, and present 
to the practitioner with a demand for a sex 
conversion operation (Green, 1970). Benjamin 
(1966) asserts that there is an abnormal sexual 
constitution underlying this aberration and that it 
is not simply a disorder due to learning experi- 
ences. It must be admitted, however, that as yet 
no consistent morphological abnormality has 
been defined (Hoenig and Torr, 1964). The 
conviction with which cross-gender identifica- 
tion is held has an almost delusional! quality, 
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and is totally resistant to any known form of 
treatment. Since the first cases of cosmetic 
surgical conversion were reported in 1953 there 
has been an increasing demand by trans- 
sexualists for sex conversion through hormonal 
or surgical methods, and acceptance is being 
sought for these procedures on the basis of rather 
superficial follow-up studies. Psychoanalysis and 
learning theory cannot explain transsexualism 
on the basis of learning experience alone, and 
have to fall back on the supposition of some 
abnormal psychosexual constitution at birth, 
probably due to abnormal hormonal or chemical 
effects upon the brain of the foetus, predisposing 
it to organize contrary sexual experiences during 
development (Diamond, 1965). 

Krafft-Ebing credited Binet (1887) with the 
first clinical descriptions of erotic fetishism. 
Binet saw the cause of this deviation in associa- 
tionism, and he says ‘in the life of every fetishist 
there may be assumed to have been some event 
which determined the association of lustful 
feelings with the single impression’. He antici- 
pated psychoanalytic theory by recognizing 
that these events may in the adult have been 
forgotten. Freud made a most significant 
contribution to the understanding of this 
strange disorder by demonstrating that the 
fetish frequently has a sexual symbolic relation- 
ship to the genitalia. In his Three Essays on 
Sexuality, published two years after Krafft-Ebing's 
death, he emphasized how common fetishistic 
objects, such as hair, gloves, shoes, mackintoshes, 
cigarettes etc., were objects on to which erotic 
feelings had been displaced: they were phallic 
equivalents, reassuring the fetishist against 
castration anxiety. Both Binet and Krafft-Ebing 
recognized ‘physiological fetishism’, in which 
sensuous stimulation is provided by common 
articles of dress and toilet in normal sexual 
arousal; whilst Stekel described the not unusual 
pathological state of ‘sexual piquantism’ where 
the male is able to take part in normal coitus 
and avoid impotence as long as his partner 
participates in some fetishistic practice (Johnson, 
1967). Although psychoanalysis has provided 
deep insights into the symbolic associations of 
many forms of fetishism, psychoanalytic treat- 
ment of fetishism has been an abysmal failure. 
Raymond (1956), however, can be credited with 
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making the first break in the stranglehold which 
psychoanalysis had held for 40 years in this field. 
He published the case of a 32-year-old married 
man who had appeared in court charged with 
abnormal behaviour derived from perambulator 
and handbag fetishism. Raymond assumed that 
the condition was due to an individual idio- 
syncrasy as a result of conditioned abnormal 
sexual responses, and using nausea induced by 
apomorphine as an aversion stimulus was able 
successfully to decondition the patient to this 
behaviour. Although aversion techniques now 
find wide application in the treatment of all 
forms of sexual perversion, it is with fetishism, 
where stimulus and response are most inti- 
mately related, that aversion techniques have 
their maximum success (Marks, Gelder, and 
Bancroft, 1970). 

Transvestism is a special form of fetishism in 
which articles of clothing, commonly under- 
clothing of the opposite sex, become the pre- 
requisite for sexual arousal when worn by the 
patient. The condition is a common latent cause 
of male impotence, and like many forms of 
fetishism is associated with high incidence of 
temporal lobe dysrhythmias in the EEG. 
Although transvestism is more commonly in- 
dulged in as a form of vicarious, incidental 
sexual excitement by otherwise normal males, 
i.e. as a sexual deviation, it may in some cases 
become completely exclusive and attain the 
severity of a perversion. It is in these cases that 
treatment by chemical or electrical aversion 
therapy has such a hopeful place in treatment 
(Barker, 1965). 

Krafft-Ebing gave the first clinical description 
of sadism and masochism, terms which he 
derived from the writings of de Sade and 
Sacher-Masoch (Deleuze, 1971). His own case 
histories demonstrating these disorders vary from 
the simple biting behaviour of sexual foreplay to 
the sadistic lust murders of Jack the Ripper and 
the masochistic perversions of Rousseau and 
Baudelaire. He was one of the first physicians to 
describe the autosexual perversion of corset 
fetishism and what he called ‘fettering’ where the 
individual becomes sexually aroused when 
bound in tight clothing with straps or ropes. 
Although cases of exclusive sado-masochism are 
rare and are largely seen by forensic psychiatrists, 
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gratification of masochistic phantasies is fre- 
quently met in the anamnesis of rape in female 
hysterical patients, whilst the phantasies of 
many impotent males and of pornographic 
literature often have a strong sadistic content. 

Krafft-Ebing conceptualized sado-masochism 
as a pathological intensification of the normal 
emotional concomitants of the sexual act, due 
to a psychopathic constitution. Freud, in his 
essay ‘A child is being beaten’ in 1919, puta more 
dynamic interpretation of sado-masochism; he 
explained the content of these perversions as 
substitutive gratification for wishing to be 
beaten oneself in order to atone for erotic desires 
for incestuous relationships with the mother. This 
was the basis of his famous aphorism ‘perversions 
are the negative of neuroses’, for in this parti- 
cular perversion he saw pure Oedipal conflict 
emerging with a minimum of displacement and 
disguise. Witnessing coitus between parents was 
thought to sexually stimulate the child with 
sadistic phantasies through identification with 
the father imagined as engaging in sadistic 
assault upon the mother. 

Whilst these psychoanalytic speculations con- 
tribute to understanding the content of abnormal 
sexual behaviour they do not help in explaining 
their form. Sadism in the female, as Krafft- 
Ebing rightly said, is contrary to the female 
constitution, and the rare cases he recorded, such 
as vampireism, were psychotic. Although the 
Freudians added much to understanding the 
content of sado-masochistic behaviour, they 
could offer little to explain its form or why it 
developed to a pathological intensity in certain 
individuals. Nor can it be said that there has 
been any real progress in this subject since 
Krafft-Ebing’s original writings, and our ignor- 
ance of the interplay between pain and sexuality 
remains a reproach to forensic psychiatry. 

Exhibitionism was in Krafft-Ebing’s time, and 
still is, the commonest sexual offence that comes 
before the courts. It has a close parallel with 
sado-masochism in that sexual excitement is 
obtained in the setting of the heightened emo- 
tional state of fear and apprehension—the fear 
of being caught exposing to or looking at young, 
attractive females. Exhibitionists and voyeurs 
(peepers) commence their practices in early 
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sensitive, often shy and physically poorly 
developed men (Mohr et aL, 1964), and 
rarely a physical threat to their female quarry. 
The condition is virtually never exclusive and 
fixed, and the behaviour is episodically indulged 
in as a form of vicarious excitement. Voyeurs or 
‘peepers’, on the other hand, are rarely caught, 
and thus information on their behaviour is 
scanty. Counselling psychotherapy between 
husband and wife, together with environmental 
manipulation, are the first lines of treatment in 
these disorders, but ‘sexual sedatives’ are 
necessary for the recidivistic exhibitionist. 
Oestrogens, particularly stilboestrol, have a 
depressing effect on libido in some adult males 
(Adamson, 1959), whilst there is some con- 
vincing evidence from Denmark that voluntary 
castration is effective in the long term com- 
munity management of the more severe sexual 
offender (Scott, 1964). However, of more 
interest is the new non-feminizing anti-androgen, 
cyproterone, which early trials suggest is ex- 
tremely useful in the controlling of hypersexual 
deviants (Petri, 1969). Krafft-Ebing, like most of 
his contemporaries, thought that the sexual 
perversions, neurasthenia and psychosis were all 
the result of degenerative changes in the brain 
secondary to sexual excesses, particularly mas- 
turbation, whilst other forms of neurosis were 
sometimes attributed to sexual abstinence. This 
theory of pathogenesis was at that time as 
ubiquitous in its application as the castration 
complex was to become in psychoanalysis. The 
role of masturbation in the causation of sexual 
perversions is once again, however, coming 
under scrutiny. Masturbatory phantasies in 
early childhood are likely to be repeated and 
the associated phantasy firmly imprinted. If, 
in addition, the individual's abnormal per- 
sonality traits restrict his social contacts, then 
these early and often abnormal sexual stimuli 
wil persist and through reinforcement will 
prevent the development of more mature 
patterns of sexual behaviour. An immature 
pattern of sexual gratification will thus persist, 


as Freud suggested, and will become fixed and 


exclude normal sexual activity. This has become 
the central theme of the theory of sexual devia- 
tion advanced by McGuire et al. (1965). 
This emphasizes that repetitive masturbatory 


215 


deviant phantasy is the main mechanism 
whereby abnormal conditioned sexual responses 
are made. To support their theory they point 
out that masturbation in the immature as well 
as the mature female is much less common than 
in the male (factually confirmed by Kinsey) 
and from this they argue that therein lies one 
explanation of why sexual perversion and 
deviation are less common in the female than 
in the male. 

It is thus interesting to see how modern 
learning theory places great emphasis upon the 
aetiological role of masturbation in sexual 
perversion, as did Krafft-Ebing. Like him, the 
learning theorists advise their patients not only 
to abstain from their deviant practices but 
deliberately to avoid masturbation and thus 
provide an opportunity for extinction of the 
abnormally conditioned sexual response through 
hypnosis or by applying aversive stimuli. 

The largest section of Psychopathta Sexualis is 
devoted to those whom Krafft-Ebing chose to 
call *Nature's stepchildren’, afflicted with the 
inverted sexual drive, or sexual inverts. Although 
he credits Caspers with the first complete clinical 
descriptions of homosexuality, many references 
to it had previously been made in medical 
literature. Morison (1843) referred to homo- 
sexuality as a ‘monomania with unnatural 
propensity’, and went on to say ‘it is a consola- 
tion to know that it is sometimes the conse- 
quence of insanity . . . I have met with ten 
cases at least in which it was the effect of 
cerebral disease’. This was to contrast with the 
religious doctrine that homosexuality was always 
a vice and was acquired. Havelock Ellis (1900), 
in his extensive review of sexual inversion, gives 
historical biographies of such famous homo- 
sexuals as Francis Bacon, Oscar Wilde, Walt 
Whitman, Marlowe, Michelangelo and Leo- 
nardo. Griesinger (quoted by Krafft-Ebing, 
1893) was, however, the first to emphasize that 
heredity played the major part in the causation 
of homosexuality, and it was not always a vice. 
This was supported by the repeated findings 
that in whatever population the incidence of 
complete homosexuality was studied, the figure 
of 4 per cent recurred. Little more was contri- 
buted of significance until Kallmann (1952), in 
a study parallel to that in schizophrenia, 
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reported that there was an 100 per cent con- 
cordance for homosexuality in monozygotic 
twins and only 12 per cent for dizygotic twins. 
These figures have since been doubted, and to 
some extent retracted even by Kallmann. 
Heston and Shields (1968) gave a comprehensive 
review of this whole problem and themselves 
reported a unique family of 14 siblings con- 
taining three pairs of monozygotic twins. In 
two pairs both twins were homosexuals, whilst 
in the third pair both twins were heterosexual. 
Homosexuality is no more common in mono- 
zygotic twins than in dizygotic twins, and the 
authors deduce from this family support for 
the view that ‘genetic factors play a major 
determining role in homosexuality’. Studies 
of Lesbianism are on the other hand very 
uncommon, probably due to the fact that 
most societies tolerate female homosexuality to 
a much greater degree; but it is interesting 
to note in Kenyon’s study of the Minorities 
Group that 28 per cent had a history of a 
close relative who was homosexual, compared 
with 2 per cent of a control group (Kenyon, 
1968). Chromosome and anthropometric studies 
have failed to reveal any significant changes. 
Oestrogen and testosterone levels in male 
and female homosexuals (Loraine et al., 
1970) have been reported as abnormal. 

Slater (1962), however, demonstrated the 
tendency of homosexuals to be born late in 
sibships and to older mothers than comparable 
groups of heterosexuals. He drew a parallel with 
mongolism, and inferred a possibly similar 
genetic mechanism. Alternatively, a genetically 
susceptible child born to elderly parents may be 
more vulnerable to the intense emotional rela- 
tionships with the parent of the opposite sex. 
Psychoanalysis shifted the aetiological emphasis 
away from heredity towards viewing homo- 
sexuality as a sequela of ‘castration anxiety’, 
determined by the effect of experience upon a 
basic sexuality which was to choose in which 
direction it moved. Whilst male homosexuals 
selected from clinic and forensic sources do 
exhibit a high frequency of intense emotional 
relationships with their mothers, when this 
observation is extended to adjusted homosexuals 
at large this feature subsides (Schofield, 1965). 
Clearly one has to invoke a constitutional factor 
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in addition to the experiential one emphasized 
by the dynamic psychologists. 

Krafft-Ebing considered what today we should 
call homosexuality as one step along the con- 
tinuum to a psychophysical constitution identical 
with the opposite sex. He recognized congenital 
and acquired forms and for each four different 
varieties. He went on to make many enlightened 
suggestions regarding alterations in the law, 
which would reduce the incidence of social and 
neurotic reactions in the homosexual. In this 
country these views have been met only in 
recent years through legislative changes (Sexual 
Offences Act, 1967). Claims to be able to con- 
vert homosexual to heterosexual behaviour have 
always been made enthusiastically by psycho- 
analysts (Rosen, 1968). The sine qua non of 
treatment of homosexuals, however, is the 
desire to change. Krafft-Ebing’s treatment of 
‘congenital inversion’ was simple and carefully 
thought out. He insisted that the individual 
should avoid homosexual phantasies, par- 
ticularly in masturbation, and forbade any 
homosexual activity, while he used hypnosis 
to provoke heterosexual phantasy. This approach 
approximates to the treatment principles used 
in behaviour therapy. The enthusiastic 
claims of Marks et al. (1970) for electrical 
aversion, and from Feldman et al. (1969) for 
avoidance deconditioning far exceed the im- 
provement rates obtained by psychoanalysis 
(Rosen, 1968). No clinician can afford to 
ignore the impressive claims made by behaviour 
therapy in treating the homosexual motivated 
for change, and it would seem obligatory upon 
any psychiatric clinic to be able to offer this 
form of treatment. 

Krafft-Ebing confined his treatment of paedo- 
philia to the section of the book devoted to 
forensic topics. In his view, paedophilic acts 
were committed either by young men who lack 
courage or have no faith in their virility or by 
roué’s who have to some extent lost their 
power, or by persons suffering from gross brain 
disease; but there were also individuals with a 
morbid psycho-sexual perversion in that direc- 
tion. It was the psychoanalysts who realized 
the widespread nature of this disorder in its 
milder forms and viewed it as a phobia of 
pubic hair—the latter arousing castration 
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anxiety in the subject. In their factual study of 
paedophilia, Mohr and Turner (1964) empha- 
sized that in heterosexual paedophilia the 
young victim is seldom a complete stranger to 
the offender, and in many circumstances, such 
as incest, is often the active seducer. The act 
itself is invariably one of immature gratification, 
whilst physical assault or an attempt at inter- 
course is rare. Homicidal paedophilia is un- 
common, according to these authors, and when 
a murder does result it is not the direct sexual 
aim of the offender but usually happens as a 
panic measure to prevent discovery. Homo- 
sexual paedophilia is a different clinical 
problem. Apart from its involving pubertal 
children, the rate of recidivism is high, 
approaching that of the exhibitionist, and 
requires stringent methods of management. 


CONCLUSIONS 


Three main factors emerge from Psychopathia 
Sexualis as important in the causation of sexual 
pathology in man. The abnormal sexual anlage, 
so much favoured by Krafft-Ebing as underlying 
sexual perversion, has been revealed over the 
past go years since Psychopathia Sexualis was 
written as a complex neuro-endocrine diathesis. 
This predisposes the individual to organize 
sexual experiences which would normally be 
extinguished and replaced by more mature 
and adaptive forms of sexual behaviour. In some 
cases this abnormal anlage is predominantly 
genetic in origin, whilst in others the nervous 
system is sensitized in utero or through brain 
damage to organize abnormal sexual stimuli. 
The content of the perversion is determined by 
the quality of the sexual experiences to which 
the individual has been exposed during develop- 
ment. Krafft-Ebing expressed this second factor 
in terms of ‘associationism’. The analytical 
emphasis on the pertinacity and singular 
importance of infantile sexual experience is no 
longer tenable as a single major theory of 
actiology. Learning theory, which has opened 
up such a new dimension in the treatment of 
perversion, has emphasized how abnormal 
sexual experiences have to be continually 
reinforced throughout development if they are 
permanently to influence adult sexual be- 
haviour. The abnormal personality of so many 
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perverts and deviants is the third important 
factor. This, although predominantly constitu- 
tional in origin, complements the experiential 
factor. It renders the individual dependent upon 
solitary sexual practices and phantasies, which 
are constantly reinforced by solitary masturba- 
tion—a factor so much emphasized by Krafft- 
Ebing and now revived by learning theorists. 
There are many who will decry my attempts 
to resurrect Krafft-Ebing to what I believe is his 
rightful place as the founder of modern sexual 
psychopathology and who will consider his 
emphasis upon constitutional factors as stulti- 
fying and sterile. I hope, however, I have 
demonstrated that many of the advances in the 
field reviewed in this lecture are based upon his 
approach and justify the inclusion of Psychopathia 
Sexualis as one of the major contributions to the 
study of abnormal sexual behaviour in man. 
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Synopses of Papers Awaiting Publication 


Psychiatric Aspects of Aphasia. By D. FRANK 
BENSON. 

Aphasic language disturbances produce a variety 
of behavioural abnormalities which can involve the 
psychiatrist. Despite its common occurrence, aphasia 
is poorly understood by most medical practitioners, 
and the psychiatric facets of aphasia have received 
very little attention in the medical literature. A 
number of aspects of aphasia which are of particular 
importance for the psychiatrist are reviewed in this 
article. Three major divisions are discussed, problems 
of diagnosis, specific psychiatric manifestations of 
aphasia, and psychiatric aspects of aphasia therapy. 
Tn the first category, such problems as mutism, word- 
finding defect, echolalia, perseveration, and differ- 
entiation of schizophrenic language from aphasic 
language are discussed. In the second category, 
particular emphasis is given to the two major 
affective disorders seen in association with aphasia: 
(1) frustration, depression and anger, and (2) apathy, 
unawareness and paranoia. Variations in these 
clinical conditions are described, and the close 
correlation between the specific affective state and the 
site of the lesion is emphasized. The problem of 
mental and legal competency in the aphasic is also 
discussed. In the final section, suggestions are given 
for management of the psychiatric problems that 
arise during the rehabilitation of the aphasic patient. 
D. Frank Benson, M.D., 

Chief, Aphasia Research Section, 
Veterans Administration Hospilal, 
Boston, Massachusetts, 02130, U.S.A, 


The Influence of the 1968 Glossary on the 
Diagnoses of English Psychiatrists. By К. E. 
KENDELL. 

The diagnoses given to samples of 1,000 first 
admissions to English mental hospitals in the two 
years 1968 and 1971 were compared in order to 
assess the impact of the introduction in 1970 of the 
nomenclature of the 8th edition of the International 
Classification of Disease and the Registrar General's 
Glossary to this. The two series of diagnoses proved 
to be almost identical, implying that the majority of 
English psychiatrists had paid little attention to 
either the new nomenclature or the glossary. In both 
1968 and 1971 over a third of all diagnoses could not 
be translated into any ICD category, and the 
assumption that the International Classification is 
used in this country needs qualifying in the light of this 
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situation. In fact English psychiatrists tend to use a 
small number of simple diagnostic terms, such as 
depression and schizophrenia, which reflect a distrust 
of elaborate diagnostic distinctions, new or old, a 
distrust of aetiological assumptions, and a lack of 
interest in formal nomenclatures. 

R. E. Kendell, M.D., M.R.C.P., M.R.C.Psych., 

Reader in Psychiatry, 

The Institute of Psychiatry, 

De Crespigny Park, London, $E5 ВАЕ. 


Specific and Non-Specific Factors in Behaviour 
Therapy. By M. С. Getper, J. H. J. BANcrort, 
D. H. Gara, D. W. JoussroN, А. M. MATHEWS 
and P. M. Suaw. 

Thirty-six phobic patients were treated by flooding, 
by desensitization, or by a specially constructed non- 
specific control treatment. All three treatments were 
of equal duration and included both imaginal and 
practice procedures. Patients werc assigned to treat- 
ment and therapist at random within a factorial 
design, and half the patients in each group were 
exposed to a pre-treatment interview designed to 
maximize their expectations. Multiple outcome 
measures were used including ‘blind’ psychiatric 
assessment, behavioural testing, physiological and 
psychometric measurement, both before and after 
treatment, and at a six month follow-up. 

Differences between treatments were confined to 
only some of the outcome measures, particularly 
those directly concerned with phobic behaviour, and 
showed that flooding and desensitization produced 
more change than could be accounted for by non- 
specific effects alone. Differences between flooding 
and desensitization were few and did not clearly 
support previous findings that flooding bas superior 
effects in agoraphobia. Few significant therapist or 
expectancy effects were found, and interactions 
between the variables examined were rare. The few 
found to be significant reflected the fact that the 
non-specific treatment components seemed insuffi- 
ciently powerful to reduce agoraphobic symptoms by 
a clinically useful amount, in contrast to the more 
specific fears. The results suggest that current theories 
about the mechanisms underlying behavioural treat- 
ments are inadequate and in need of revision. 

А. M. Mathews, B.Sc., Ph.D., Dip.Psych., 
Senior Research Psychologist, 

University of Oxford Depariment of Psychiatry, 
The Warneford Hospital, Oxford, OX3 27X. 
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Methods of Suicide of English and Welsh 
Immigrants in Australia. By Р. W. Burvit, 
M. С. McCarr, T. А. Rem and N. S. STEN- 
HOUSE. 


Suicide rates for 1962—66 of immigrants to Australia 
from England and Wales are analysed in terms of 
methods adopted. These are contrasted with suicide 
methods adopted in England and Wales and by the 
Australian-born population during the same period. 
The immigrants used predominantly non-violent 
methods of suicide, with a ratio of non-violent to 
violent methods more akin to that in their country of 
origin than to that of the Australian-born. However, 
the rank ordering and percentage distribution of 
specific methods of suicide (I.C.D. E 970-979) among 
the immigrants was much closer to that pertaining to 
the Australian-born than to their country of origin. 
The immigrants, with the passage of time, tended to 
adopt the more common methods of suicide prevalent 
in Australia, with a reduction in use of the more 
common methods prevalent in England and Wales. 
P. W. Burvill, M.D., M.R.G.P.E., M.R.C.Psych., 
M.A.N. 2. C.P., ` 
University of Western Australia Department of Psychiatry, 
Sir Charles Gairdner Hospital, 

Shenton Park, 
Western Australia 6008. 


Bhang Psychosis. By V. R. THACORE. 


While there is a wealth of literature on the psychotic 
manifestations of acute cannabis intoxication, the 
disturbances in mental functioning following pro- 
longed abuse of the drug remain speculative. Since 
cannabis possesses psychotomimetic properties pro- 
longed experimentation on human subjects is poten- 
tially dangerous. In India cannabis is commonly 
consumed аз a pastime to enjoy pleasant euphoria in 
the form of bhang. The situation offers a natural 
opportunity to investigate the effects of long-term 
abuse of cannabis on mental functioning. 

The paper describes four cases in which abuse of 
bhang in large quantities over prolonged periods led 
to the development of psychosis and a temporal rela- 
tionship was observed between the abuse of the drug 
and relapses. The psychosis is characterized by a 
hostile perception of environment and fearfulness, 
delusions of persecution and auditory and visual 
hallucinations, occurring in a state of clear conscious- 
ness with little disturbance in memory. Tolerance 
gradually develops and ‘craving’ for the drug when 
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not available may indicate physiological dependence. 
It is concluded that bhang psychosis may be 

confused with paranoid schizophrenia and should be 

categorized with other such psychoses produced by 

drugs. 

V. R. Thacore, B.Sc., M.B.B.S., M.R.C.Psych., 

Department of Psychiatry, 

King George's Medical College, 

Lucknow, India. 


Culture and the Differentiation of Emotional 
States. By J. P. Lerr. 


The level of experience at which emotional states 
are differentiated is discussed. The linguistic origins 
of the words used for unpleasant emotions are traced 
and a scheme is presented for the historical develop- 
ment of the vocabulary of emotion. It is postulated 
that at an early stage one word denoted the somatic 
accompaniments of emotional arousal. Later the 
word came to stand for the experience of emotion 
rather than the somatic accompaniments. Eventually 
the root word split up into a number of phonetically 
related variants, as the global emotional state was 
differentiated into several smaller categories. It is 
suggested that the evolution of language, being a 
social process, has occurred unevenly, and that 
significant variation in the degree of emotional 
differentiation might be found between different 
cultures. In particular it was postulated that the 
developed countries would show a greater differentia- 
tion of emotional states than the developing countries. 

This hypothesis was tested using data from two 
trans-cultural studies, the International Pilot Study of 
Schizophrenia, which includes five developed and 
four developing countries, and the U.S. : U.K. Pro- 
ject. Data from the former study indicated that the 
patients from developed countries showed a signifi- 
cantly greater emotional differentiation than those 
from the developing countries. Data from the latter 
study indicated that a group of American negro 
patients showed significantly less emotional differen- 
tiation than a matched group of white American 
patients. It was concluded that it is not sufficient that 
the full range of words for the different emotions 
should exist in the language, but that in addition the 
experience of learning their discriminatory capacity 
must be available. 

J. P. Leff, B.Sc., M.D., M.R.C.P., M.R.G.Psych., 
Institute of Psychiatry, 

De Crespigny Park, 

London SEs 8AF. 
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CREATIVITY 


The Dynamics of Creation. By ANTHONY Ѕтовв. 
Secker and Warburg. Pp. 248. Price £2.50. 


Artists and other creative people often have unusual 
personalities, and a few suffer from frank mental 
illness. It is not surprising, therefore, that they have 
always interested psychiatrists who have tried to 
tease out the relationship between their personality, 
their formative experiences and their special qualities. 
Far too often the psychiatrist has fallen into the error 
of attempting to explain genius and creativity in the 
terms he knows best: those morbid processes which he 
meets in neurotic and psychotic patients. Some have 
taken a frankly medical approach, piecing together 
‘pathographies’ of those artists and writers who at 
times have suffered actual mental illness. Others, 
especially Freud, have attempted to relate creativity 
to the processes which lead to personality disorders 
and neuroses. 

Freud’s contribution is, of course, particularly well 
known, and Dr. Storr’s book starts with a chapter on 
Freud’s ideas. He shows the inadequacy of the formu- 
lation of artistic creation as mere sublimation, a 
formulation which debases art. He points out that 
Freud, though cultured and himself creative, had 
rather little aesthetic appreciation, and moreover 
that ‘one of Freud’s most notable characteristics as a 
thinker was his invariable practice of reducing every- 
thing to the lowest common denominator’. Psycho- 
analytic explanations do not distinguish clearly 
between good art and bad, nor indeed between art 
and neurotic symptoms. 

Dr. Storr goes on to examine other explanations of 
creativity, and in particular of the motivation of the 
artist—what it is that drives an artist on to creative 
activity. He examines a number of ideas: creativity as 
wish fulfilment, creativity as a manifestation of the 
schizoid personality, its relation to manic-depression, 
to the obsessional character and to schizophrenia, He 
concludes, sensibly, that no one explanation is 
adequate, and that mental disorder, far from en- 
hancing creativity, is more likely to impair it. He goes 
on to look at the relation between art and normal 
psychological processes—especially play and ritual— 
with an interesting aside about creative activity in the 
higher apes. 

Having started with Freud, he ends with Jung and 
with the idea that creative people are more likely than 
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others to be divided within themselves. He suggests 
that an important motive force for creativity is the 
need to make sense of the inner world and of the 
world around. It is partly because of this that the 
artist can enrich other people by allowing them to see 
aspects of their own world which were not open to 
them before. 

Dr. Storr has written a most interesting book, 
drawing on diverse material and maintaining a 
balanced viewpoint. The style is lucid and absorbing, 
and the author has made good use of his own insight as 
a psychotherapist without distorting his subject 
thereby. The book is written for the layman, but 
psychiatrists are certain to find in it much that is of 
interest and much that is new and original. 

MICHAEL GELDER. 


PARAPSYCHOLOGY 


The Roots of Coincidence. By ARTHUR KOESTLER. 
Hutchinson and Co. Ltd. 1972. Pp. 159. Price 
£2.00. 


In The Roots of Coincidence Arthur Koestler 
appears to have two main objectives. First, to per- 
suade the reader that ESP and kindred phenomena 
are now well established and not inconsistent with 
findings in physics: second, to indicate the manner 
in which a number of phenomena in the areas of 
parapsychology, physics and biology may be best 
understood in terms of a new approach to causality. 

To support the first objective he compares para- 
psychology, which has become ‘rigorous, statistical 
and computerized’, with physics, which ‘has become 
more and more "'occult", cheerfully breaking 
practically every previous sacrosanct ‘Јам of nature" *. 
When attempting to show that telepathy, precogni- 
tion, clairvoyance and psychokinesis have become 
scientifically respectable, Koestler is obviously aware 
of criticisms of the research; but his method of 
dealing with criticism is largely to ignore it. Dis- 
cussing ‘hostile’ critics, he detects ‘a subtle change in 
the negative utterances from the negative and cock- 
sure to the almost apologetic’ and his readers may 
erroneously conclude that the critics have been 
answered, Rather than answer criticism Koestler, 
time after time, throws out names of Nobel Laureates, 
Fellows of the Royal Society, scientists ranging from 
Einstein to Freud—and also institutions, such as the 


222 ; 


Soviet Academy of Sciences and NASA—who have, 
at some time, shown interest in parapsychology. He 
concedes that “©... the statistical results obtained in the 
experiments by Rhine, Soal, Thouless and so on 
constitute the strongest evidence to confound the 
sceptical scientist". But the only experimental data he 
provides in any detail are those of Helmut Schmidt 
(1969 and 1970) whose experimental reports are said 
to have been published 'in the most conservative 
scientific journals’. In fact, four reports were published 
by Schmidt in the Journal of Parapsychology. Koestler’s 
other reference is to a report in the New Scientist under 
the title ‘ESP by any Other Name Would Smell’. 

The ‘occult’ nature of physics is illustrated partly 
by quoting physicists themselves in their more philoso- 
phical moments—for example, Eddington, "The stuff 
of the world is mind stuff’—and partly by examining 
the properties of the elementary particles. 

Koestler points out the distinction between matter 
as we experience it, having mass, occupying space, 
and existing in time, and the constituents of matter 
having properties that for obvious reasons cannot be 
thought of in similar terms. Nevertheless, the ele- 
mentary particles have, to him, ghost-like qualities 
because they are not matter as we visualize and 
experience it. He remarks that the neutrino ‘has 
virtually no physical properties: no mass, no electric 
change, no magnetic field. It is not attracted by 
gravity. ..’. Heconcludes, "To the unprejudiced mind, 
neutrinos have indeed a certain affinity with ghosts 
. . e. Koestler is not, however, implying that para- 
psychological phenomena are dependent on principles 
operating in microphysics. Thus, when discussing PK 
experiments, he writes, *. . . we have to renounce any 
reasonable hope of a physical explanation, even in 
terms of the most advanced and permissive quantum 
mechanics’. 

Koestler extends his argument in the third chapter 
where he examines ideas of ‘Seriality’ and ‘Synchroni- 
city’ and their relevance to parapsychology, physics 
and biology. Seriality was a term used by Kammerer, 
a biologist whose main effort was devoted to providing 
proof for the inheritance of acquired characteristics. 
It denoted ‘a lawful recurrence’ of the same or 
similar events. This Koestler modifies as ‘a recurrence 
of similar events manifested through a universal 
principle in nature operating independently from 
physical causation’. Seriality is apparently responsible 
for the occurrence of similar events separated by a 
time interval and also for coincidences. Jung’s 
synchronicity extended the principle by connecting 
the phenomena of interest to Kammerer with the 
workings of the unconscious mind. Synchronistic 
events in parapsychology may arise through ‘the 
simultaneous occurrence of two different psychic 


BOOK REVIEWS 


states, one causally explicable the other not causally 
derivable from the first’. 

Koestler next considers cases where more complex 
wholes build up from more diversified parts such as in 
biological development and evolution. He remarks, 
‘The integrative powers of living matter seem like 
magic. A flatworm can be cut into virtually as many 
segments as you like, and each segment will re- 
generate a complete individual’. The integrative 
principle denotes the tendency to assume more com- 
plex forms in development or evolution, presumably 
not through the action of genes and so forth but 
dependent on blueprints in nature related to a system 
operating independently of physical causation. ESP 
phenomena ‘appear as the highest manifestations of 
the integrative potential of living matter’. Hypnotic 
suggestion is given as another example. 

The potentiality of living matter to build up forms 
of greater complexity brings Koestler back to support- 
ing a Lamarckian factor in evolution. He writes: ‘A 
simple example is the skin on the soles of our feet, 
which is much thicker than elsewhere. If the thicken- 
ing occurred while the baby learned to walk, there 
would be no problem. But the thickening is inherited, 
the baby is born with it’. A similar problem might be 
said to arise in relation to a great deal of human 
physical development, but difficulty in assimilating 
such facts to ‘Neo-Darwinian’ theory is difficult to 
discern. 

Koestler then links normal perception, ESP, 
Darwinian inheritance and the inheritance of 
acquired characteristics (ТАС). He points out that a 
filtering system operates in normal perception, and 
suggests that a similar system—even more drastic in 
its action—may be responsible for the sporadic and 
unusual nature of psychical phenomena. We are 
protected ‘from the buzzing, blooming, multitude of 
images, messages, impressions and  confluential 
happenings іп the *psycho-magnetic field" surround- 
ing us’, He points out that in neo-Darwinian theory 
the hereditary substance is also screened, but not 
completely, from influences originating in the outside 
world such as cosmic rays. Protective filters ensure 
that normal perception is not swamped by ESP and 
that Darwinian inheritance is not swamped by IAC. 

Thus Koestler puts forward the view that there 
are certain phenomena such as ESP, psychokinesis, 
and precognition that are not explicable in terms 
of physical causation; but that they and other in- 
determinate phenomena in physics, together with 
processes arising in biological development are 
dependent upon principles in nature yet to be 
discovered, operating independently of physical 
causation. 


Readers of The Roots of Coincidence will be elated or 
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infuriated, according to their bent, but they will 
agree that Koestler has courageously stuck his neck 
out a long way in his attempt to bring together a 
number of important—or half-baked—ideas on the 
fringes of psychology, physics and biology. 

C. E. M. Hanse.. 


OPSIMATH 


Private and Controversial. By Lord Рілтт, M.D. 
London: Cassell. 1972. Pp. viii--180. Price 
£3.50. 

The present writer will not forget the first time he 
attended a Comitia of the Royal College of Physicians 
under the Presidency of Lord Platt. His predecessor 
had been Lord Brain, and the difference in style of 
the two men showed itself in the sharpest of contrasts, 
even in the manner of entering the room. Brain had 
made the entry a hieratic procession. Preceded by 
Bedell and Mace, robed and carrying the Caduceus, 
followed by Vice-Presidents and the long long retinue 
of Officers of the College, Brain would pace in with 
slow and stately stride, his eyes fixed on the middle 
heavens, already in communication with Higher 
Powers. What a break with tradition it seemed when 
our new President came in like a man with work to do, 
with quick and bustling step, glancing around to see 
how many were here this time. The uninflated realism 
with which he regarded his high office comes out in 
his memoirs: 

‘I had always meant to give up the Chair of 
Medicine before retiring age, for the pace of 
modern medicine is such that you cannot con- 
tinually keep up with the young men, especially 
if by now you have taken on some national 
responsibilities requiring other talents. The presi- 
dency of the Royal College of Physicians gave me 
the opportunity of doing this . . . the college re- 
quired qualities of a kind which I think I still had.* 

The highest honour which bis profession can bestow 

appealed to Platt mainly as a challenge to his abilities 

and an opportunity for service. The reader may note 
his use of the lower case initial letters. 

It seems little short of a miracle that a man with 
Platt's forthrightness could have attained that lofty 
station, and another miracle that, having done so, 
he could retain those qualities untarnished. They are, 
indeed, unusual: complete lack of pretentiousness, an 
honesty that goes down to the roots of personality, self- 
knowledge that does not shun self-criticism, sincerity 
of a kind that is rare among those whose tasks are 
political and require a regard for form and status. 
To read these memoirs is an almost shocking experi- 
ence, not least when we come to the final chapter 
entitled ‘Achievement, Depression, Disillusionment, 
Despair’. 
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When one has achieved so much it is difficult for 
the spirit to turn now to being a back number. This is 
the time to go back to become a student again, for the 
student’s lot, far happier than the teacher’s, engages 
one with the future. Platt’s enthusiasm for music has 
been lifelong and, like all real gifts, springs from 
genetical constitution; the talent was on both sides of 
his family and two of his children are musicians. 
When retirement came, he went back to his music, 
resolved to attain a professional standard on the cello. 
He came a long way, but the finger-joints of his left 
hand denied him the full achievement he aimed at. 
Then there came the depression and ‘you sit drinking 
sherry’ [sherry!] ‘until the early hours and wake 
again at five more depressed than ever’. Domestic 
psychoanalysis, showing him up for a ‘neurotic 
personality’ seems to have been worse for him than 
even the sherry. But by it he was driven to taking his 
fate into his hands and twisting it into a new shape. 
We can rejoice with him that what comes as a post- 
script to his last chapter show him recovered and full 
of zest once more. Perhaps he can now look back upon 
the past so philosophically because he has turned 
again to the future. 

There is much more in this book than personal 
recollections. There are essays written in under- 
standing and humanity on the ethical aspects of 
medical science and medicine as a caring profession, 
on those critical problems that our fraternity cannot 
quite look squarely in the face, abortion, euthanasia, 
ageing and death; and also on music, religious belief, 
love and biology. : 

The book is dedicated ‘To my fellow Opsimaths'. 
O.E.D.: those who begin to learn late in life. May 
we too be so fortunate. 

ELIOT SLATER. 


CLAYBURY 


A Hospital Looks at Itself: Essays from Claybury. 
Edited by E. Ѕновмвевс. Faber and Faber. 1972. 
Pp. 278. Price £2.50. 

The essential characteristic of a hospital run as 
a therapeutic community is that it encourages and 
uses free communication among patients, among 
staff, and between patients and staff, for therapeutic 
purposes. It is therefore appropriate that the editor, 
in wishing to convey a picture of how the therapeutic 
community approach at Claybury evolved and how it 
is functioning and continuing to develop, asked for 
contributions from a wide variety of patients and staff. 

Thus the essays contained in this volume have been 
written by doctors, nurses, social workers, occupa- 
tional therapists, patients, a psychologist, an admini- 
strator, a sociologist, a chaplain and a voluntary 
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worker, Although it therefore consists of a collection 
of 27 short essays, it presents the reader with a co- 
herent and vivid picture of how the community 
approach is being implemented in a variety of settings 
inside Claybury Hospital. The topics dealt with 
include, among others, work in the admission unit, 
the neurosis unit, long stay and geriatric wards, the 
out-patient department and the day hospital; and 
the particular problems facing doctors, nurses, social 
workers, occupational therapists and administrators 
are discussed. The seven essays written by patients are 
particularly welcome; although patients’ reactions to 
psychiatric management are clearly of great interest 
to those assessing the value of different forms of 
treatment, the inclusion of contributions from 
patients is still a rarity in publications dealing with 
psychiatric care. Equally valuable are both Mr. Т. М. 
Caine's account of his experience as a clinical 
psychologist trying to evaluate the results of the 
therapeutic community approach in the hospital, 
and the sociologist’s lively description of her evolving 
role as an investigator. 

What comes across clearly from the book as a 
whole is that group and therapeutic community 
methods must never be allowed to evolve into a rigid 
pattern; that openness to change, the ability to face 
failure and, most important of all, the fullest possible 
understanding of the anxieties and problems en- 
countered by staff and patients are central to the 
approach. The way in which group methods in a 
variety of settings are used in the process is described 
in detail. 

All those concerned with the care of psychiatric 
patients will benefit from reading the essays contained 
in this well produced and easily readable volume. It is 
to be hoped that the principles and practice described 
here will find wider application not only in other 
mental hospitals, but especially in the psychiatric 
departments in district general hospitals which are 
now being developed. The very real danger that 
these psychiatric units will be modelled on the 
authoritarian and hierarchial structure of the general 
hospital could be avoided if instead they were to 
follow the principles outlined here. 

Нем Worrr. 


PSYCHOPATHOLOGY 
Psychoanalysis and Psychopathology. By 
Pammer S. HorzwxaN. The McGraw-Hill Book 
Company. 1970. Pp. 204. Price £2.65. 

Professor Holzman, who holds the Chairs of 
Psychoanalysis and Psychology in the University of 
Chicago, and who is a Training Psychoanalyst in the 
Chicago Psychoanalytic Institute, is well qualified for 
his task, This he defines in his preface as follows: "To 
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serve аз a guide... through the labyrinthine com- 
plexities of psychoanalytic literature . . . primarily for 
students of psychology, both graduates and under- 
graduate .. . but also for medical students, psychiatric 
residents, and perhaps beginning candidates in 
psychoanalytic institutes . . . to present the funda- 
mental substantive psychological issues in psycho- 
analysis as understandably as possible without over- 
simplifying to the point of misrepresenting them.' 
Appropriate qualifications do not, of course, guaran- 
tee competence in the difficult task of exposition for 
beginners; fortunately, however, Professor Holzman 
has a clear mind and a clear literary style, and the 
outcome of his endeavour is a most valuable, lucid 
and entirely commendable introduction to the 
psychoanalytic literature, an over-view for those who 
wish to acquaint themselves with the central issues of 
psychoanalytic theory without subsequently delving 
deeper into the original literature. 

As with any book one may pick faults. For the 
English reader it may be irritating to read in tbe 
Preface that Mrs. Klein is lumped along with Jung, 
Adler and Rank as belonging to that group which 
‘branched away from classical psychoanalytic con- 
cerns’ too far to merit any serious consideration of 
their contributions. It is a matter of opinion whether 
devoting 144 pages to Freud himself, followed by six 
pages to Anna Freud, six pages to Hartman and six 
pages to Erikson, before going back to Freud in the final 
summary chapter, affords an adequate representation 
of the relative value of the contributions to the psycho- 
analytic literature of its founder and his followers. 
If not, does this reflect more adversely on the author 
of this particular volume or on the timidity of Psycho- 
analysts in general when it comes to the revision of a 
body of theory which Freud himself was constantly 
revising and expected to be largely superseded within 
a relatively short time after his death? 

Such carping aside, it remains the case that this is 
a book to be thoroughly recommended as an intro- 
duction to psychoanalytic theory with particular 
relevance to psychopathology, and one which would 
be equally valuable to those who have already dived 
into the original literature and begin to feel them- 
selves in danger of drowning. A useful addition to even 
the most modest psychiatry library. 

ALAN Mawson. 


PSYCHOTHERAPY 
Changing Frontiers in the Science of Psycho- 
therapy. By A. E. Berem and H. H. STRUPP. 
Aldine Atherton. 1972. Pp. xi4-468. Price 
$15.00. 
Some people seem to feel the need to prove that 
psychotherapy works, perhaps partly in response to 
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others who want to prove (or possibly think they have 
proved) that psychotherapy does not work. Is it 
worthwhile trying to demonstrate the effectiveness of 
psychotherapy? Many therapists think they help some 
at least of their patients, of whom some at least think 
so too. Is it likely that all are mistaken? Some think 
that innovative or intuitive skill and consensual 
clinical judgement have been much better than 
research findings at suggesting more effective psycho- 
therapeutic techniques, while studies of the effective- 
ness of therapy often seem more closely related to 
shortcomings of experimental design and measure- 
ment methodology than anything else (it would 
similarly seem bad practice to ignore the consensual 
judgement of many clinicians, some very perceptive, 
that monoamineoxidase drugs help some patients 
and assert that these drugs are always ineffective 
because some clinical trials with clear logical and 
. methodological faults did not demonstrate their 
potency). 

On the other hand, it seems unlikely for research 
to be unable to clarify any question suggested by 
psychotherapeutic practice. One problem is that 
group designs, characterized for example by the 
random allocation of subjects to different treatment 
conditions, sometimes seem to impugn the essential 
personalness of psychotherapy. Indeed, they may 
necessarily do so. One possible answer is to study 
individual cases, but then it may be difficult to 
generalize the results. Alternatively, more attention 
might be paid than hitherto to devising measures of 
the characteristics which make up the essential 
personalness, ensuring that this reductionist activity 
does not destroy it. 

This is a complex matter. Another concerns the 
aims of psychotherapy. What are they? The relief of 
distress or of symptoms? If so, then assessing the 
effectiveness of treatment requires measures of distress 
or of symptom severity. The nature and practicability 
of this task varies with the symptom: compare 
measures of a phobia of spiders, ‘existential despair’, 
and the complaint of a patient who says, ‘I don’t get 
on with my mother’. There are additional complica- 
tions, for the aim of psychotherapy might be to 
improve sexual, domestic, marital, or occupational 
satisfaction, to increase ‘maturity’, ‘happiness’, or 
earnings, to help a disabled person cope better with 
an incurable disability, or to help a person do certain 
things for new reasons. There might be a combination 
of aims, or the aim might be to find out what the aim 
was. Perhaps the problem would be eased if more 
clinical attention were paid to defining the aims of 
treatment. 

Strupp and Bergin discuss these and related 
problems in this book. They conducted a thorough 
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survey of the individual psychotherapy research 
literature which is essential reading for research 
workers and trainee psychiatrists at least. It is re- 
printed here from the International Journal of Psychi- 
atry, 1969, 7, 18-go. Having failed to locate the Holy 
Grail in the literature, the authors spent several years. 
talking to Americans whom they regarded as eminent 
psychotherapy researchers. Their interviews appear in 
this book, and show human and scientific qualities in 


high degree. 


In this reviewer’s opinion, the proposals for major 
collaborative studies in individual psychotherapy 
which the authors canvass are ill-directed. It is not 
clear why an enormous study should produce clear-cut 
findings when smaller ones have failed to do so. 
Further, the group designs which they seem to favour 
appear to beg some of the questions already alluded 
to. Strupp and Bergin note (sadly) that research 
findings rarely affect clinical practice, but they do not 
seem to do justice to the effect of the ideology or in 
general terms the personal constructs of therapist or 
research worker on therapy or research. This book is. 
exclusively concerned with more or less intensive 
psychotherapy with adult neurotic patients; this 
presumably reflects American biases, but it scarcely 
detracts from the value of the book for the complex 
issues dealt with also arise in studies of other forms of 
psychological treatment. 

Research findings in this area cannot influence 
practice unless the personal values, constructs, atti- 
tudes, and practices of therapists are potentially 
changeable. Suitably flexible personal construct 
systems in researchers and therapists might be a 
necessary condition for psychotherapy research to be 
both scientifically acceptable and clinically influ- 
ential, Another condition would be that research 
should deal with changes which are clearly defined, 
actually occur, and are clinically important. There is 
little point in comparing the effectiveness of two 
procedures when neither is regularly associated with 
any definite or agreed change. 

One further point. One can hardly leave the matter 
of experimental design by saying that both intensive 
and extensive designs are inevitably unsatisfactory. 
A reasonable rule of thumb might be to judge results 
obtained using different designs primarily by their 
clinical utility and only secondarily in relation to 
standard experimental, psychological, statistical, or 
agricultural paradigms. (In the same way as it may 
not matter in practice that the assumptions under- 
lying the analysis of variance are not met, for similar 
actual results may be obtained with parametric and 
non-parametric analyses so long as the processes 
whereby inferences are actually made from data are 
clearly understood). 


226 


Assuming for the moment that ‘psychotherapy’ 
includes many modes of psychological influence, then 
all psychiatrists do psychotherapy and much is un- 
known about it. This means, of course, that good 
psychotherapy research is desirable. This implies that 
all who do any kind of psychotherapy should be 
prepared in principle to evaluate their activities and 
to change their practices in the light of adequate 
evidence. 

All this is one psychiatrist’s response to what he 
found an interesting and stimulating book in which 
many complex problems are clearly stated and 
discussed, if not solved. Psychiatrists and psycho- 
therapists are urged to judge for themselves. They 
would be ill advised to relate the quality of the book 
too closely to the content of this review. 

J. P. WATSON. 


Psychotherapeutic Techniques in Medicine. 
By MicHaEL and Емш Baur. Tavistock 
Publications. 1972. Pp. 236. Price £1.25. 

This book, which might be entitled Son of the Doctor, 
his Patient and the Illness was first published in 1961, 
being ‘a kind of progress report’ (p. 44), on the 
earlier volume on the Tavistock Clinic seminars for 
family doctors. It was well reviewed at the time 
(Flack, 1963; Curran, 1962; Borham, 1964), and 
the question for someone wishing to buy the new 
paperback version must be how much the contents 
have dated in the meantime. 

The answer is: not much. The style of writing 
remains eminently readable. The original case 
histories were scrupulously given their location in 
time then, and the fact that the stories end more 
than a decade ago does not lessen their impact. We 
still have to agree with one of the authors’ principal 
points, that 'the setting in which a general practi- 
tioner does his psychotherapeutic work is so different 
from that of a psychiatrist or a psycho-analyst that a 
wholesale transfer of their methods is unjustifiable’ 
(p. 22). Accepting this, though, one is still struck with 
the impression that the authors are guilty of at least 
an unquestioning retail transfer of psychoanalytic 
interpretations (e.g. p. 17). This was pointed out by 
Curran in his review in 1962, and is perhaps even 
more striking today when many psychotherapists are 
taking a less provocative stand. 

It is sad that in 1973 we still seem to be no nearer 
finding a solution to the problem of teaching the 
family doctor (or even potential family doctors) how 
to acquire skills in psychotherapy. К. G. PREST. 


REFERENCES 
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Perspectives in Group Psychotherapy: A Theo- 
retical Background. By P. B. ре Maré. 
George Allen and Unwin Ltd. 1972. Pp. 208. 
Price £3.50. 

Surely destined to become a remainder, this over- 
ambitious, meandering essay in amateur philoso- 
phizing with a phenomenological and existentialist 
bias rests upon abstractions and generalizations too 
often broken free from their mooring in realities, 
therapeutic or other. Intellectual name-dropping 
contrasts strangely with a superficial grasp of the 
material and the whole being vitiated by the basic 
error of hypostatization of key concepts like ‘per- 
sonality’ and ‘consciousness’. 

Indeed, it seems an evasion of the tests of reality 
for a psychotherapist still to present such sophistry 
and special pleading as that ‘the therapist has to go 
beyond what can be scientifically validated’, and 
(straight into a non-sequitur, in this case): ‘recogni- 
tion of the semantic nature of psychoanalytic theory 
would also undercut the Eysenck-psychoanalysis 
controversy’; and ‘psychoanalysis’s metaphysical 
status might be “something sui generis which could 
not be fitted into any of the traditional categories’’.’ 

Confidence in the author is not enhanced by the 
various inaccurate references, even to such well- 
documented work as the Hawthorne studies, where 
his only source appears to have been the derivative 
and most misleading account of J. A. C. Brown. 

J. Epwin MACDONALD. 


GENETICS 


Genetic Factors in ‘Schizophrenia’. Compiled 
and edited by Авмоир R. KAPLAN, 
Springfield, Illinois: Charles C. Thomas. 1972. 
Pp. 698. Price $43.00. 


Is schizophrenia just another disease? Perhaps the 
very size of this book, with its 2,000 references, is 
evidence that it is not. Yet, apart from the separation 
of the symptomatic schizophrenics, unitary genetic 
theories have not been refuted; indeed there are 
several to choose from. Despite this weakness in the 
geneticists’ position, scepticism about the importance 
of genetic factors has been decreasing (largely, 
perhaps, as a result of the adoption studies), so that 
‘virtually no well-informed psychiatrist questions the 
biological nature of this disease any longer’ (Mayr). 
Still, the nature of its biology remains elusive, and 
this is a good time for taking stock before the next 
round of research investment. Between them the 34 
contributors to this book have made available a 
remarkably comprehensive account of the facts, 
theories and arguments that have to do with genetic 
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factors in schizophrenia. There is hardly any topic of 
importance that is not dealt with somewhere within 
its covers. If anything, there is an embarras de 
richesses, though skilful editing helps to link the 
different parts together. 

In the opening chapters the concept of ‘schizo- 
phrenia’ is discussed. Kubie launches a powerful 
attack on the grounds that the clinical disorder is 
merely the disorganized end-state consequent on 
heterogeneous processes, and it is these that ought to 
be studied; and Fischer, in a lively essay, makes a 
plea for more research based on biological para- 
meters, such as states of arousal, rather than clinic 
criteria. Lauretta Bender and Gloria Faretra write 
on the relationship between the childhood and 
adult forms. 

Next, the data and hypotheses bearing on genetic 
transmission are presented in detail. The case for 
recessive, partially dominant and polygenic inherit- 
ance is convincingly argued, in turn, by Lewis Hurst, 
Slater, and @degaard, and a two-locus hypothesis 
based on extensive Icelandic pedigrees is proposed by 
Jon Karlsson. Since several different models fit, or 
can be made to fit, the data, it will in the future be 
‘more helpful to state hypotheses in such a form that 
they can be tested and rejected’ (Anderson). Phenotypic 
boundaries and genetic specificity are discussed in an 
illuminating manner by Planansky. The process- 
reaction distinction and the problem of the atypical 
psychoses are dealt with by Abelin and by Mitsuda. 
There is an impressive theoretical analysis by Moran 
on the effects of mutation, heterozygote advantage, 
parental age and social class differences on the 
schizophrenic polymorphism. Reed contributes a 
chapter on genetic counselling. 

In the next section, which includes biochemistry 
(Friedhoff), twin studies (Pollin), and social, cultural 
and interpersonal aspects (Murphy, Hammer, 
Stierlin), the chapters of most immediate interest are 
perhaps those on cytogenics by Kaplan (is schizo- 
phrenia associated with X-chromosome mosaicism ?) 
and on the children of schizophrenic parents by 
Anthony, who finds both folie à deux and true 
micropsychoses. Much of the old, but also some 
new ground (for example, evolutionary aspects), is 
covered in the final section by another group of 
discussants, and the editor provides a thoughtful 
concluding chapter. 

The standard of the contributions is high, and the 
bibliography, up to 1968—69, very full. There is a 
glossary of both genetic and psychiatric terms, and 
the indexes seem to have been compiled with great 
care. Large print makes for easy reading. 

D. W. K. Kav. 
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FORENSIG 


Report on the Work of the Prison Department, 
x971. H.M. Stationery Office. 1972. Pp. 103. 
Price 73p. 


Prisons are never very far from the newspaper 
headlines; recent protests by both prisoners and prison 
officers, however, have caught the public interest 
quite sharply. Just what is going on in penal establish- 
ments these days? This Report sets out in elaborate 
tables and concise language something of thc 
objectives and the challenges. 

Simple figures are themselves startling. À new 
record was established in 1971 of 39,708 as the average 
prison population. More than a third of those in 
custody sleep two or three in a cell designed (more 
than 100 ycars ago) for one. During the year, 12,969 
were remainded in custody for psychiatric investiga- 
tion; 2,131 prisoners were reported has having some 
degree of dependence on drugs . . . and so on. The 
report makes clear the honest desire of the Prison 
Department to improve conditions and 'give some 
structure to prison life and invest it with a sense of 
purpose’. It may be that in times past the mental 
health professional—certainly the psychiatrist —did 
little to help such an ambition along. It might even be 
argued that, by treating the emotionally disturbed 
offender without seeking to improve the system itself 
he shored up an inadequate structure that required 
dismantling and replanning. 

Prisons—like mental hospitals—may have been 
over-cautious in their willingness to innovate. How- 
ever, some welcome developments are here described, 
and the Report is a good deal more interesting than 
its austere covers indicate. It is particularly recom- 
mended to psychiatrists who consider penology none 
of their concern. 

J. К. W. Морис. 


The Case of Mary Bell. By Grra Szreny. London: 
Eyre Methuen. 1972. Pp. 229. Price £2.75. 

The author gives an account of the circumstances 
which led to the motiveless manslaughter of two little 
boys by an eleven-year-old girl. The ordeal of the 
formal trial is described at length and the question is 
posed. of how signs of mental disturbance in a child 
can be overlooked and the child then made to pay for 
society's neglect. 

The book is partly a sociological study and partly 
a thriller with a plea for legal reform which is out of 
date in view of the implementation of the Children 
and Young Persons! Act 1969. It is more suitable for 
a public than for a medical or legal library. 

W. WOLLEN. 
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Helping the Battered Child and his Family. 
Edited by С. H. Kemper and В. E. HELFER. 
Oxford: Blackwell Scientific Publications, for 
J. B. Lippincott Co. 1:972. Pp. 313. Price 
£425. 

In 1968 these same authors published their excellent 
symposium “The Battered Child’ which virtually 
brought together all the existing knowledge in this 
area. Now, four years later, we naturally look to the 
present volume to bring us up to date. There is an 
impressive array of contributors, including social 
workers, attorneys, judges, psychologists, police 
officials, as well as the well known pioneers in this 
field: Henry Kempe, Ray Helfer, Carl Pollock and 
Brandt Steele. Although the problem is stated or 
re-stated with great clarity from these several points 
of view, we are bound to feel a little disappointed that 
so little real progress has been made. Not that this is 
a criticism of these pioneers, for they have clearly 
been making a great effort; it seems to be an un- 
happy feature of this problem that nearly everyone 
seems to have a strong resistance to acknowledging its 
clinical features, or even existence. Here in London 
it is still possible for a baby to be admitted to a 
teaching hospital, correctly diagnosed, the parents 
warned and the baby precipitately discharged home, 
only to be killed by the parents the very same night. 

The book makes several suggestions—the provision 
of lay therapists, parent aides, home makers, crisis 
nurseries, a ‘Mothers Anonymous’ movement and 
special SCAN teams (Suspected Child Abuse and 
Neglect), but the requisite researches and assessments 
of results are thin on the ground, so that the social 
workers still describe battering parents as ‘isolated, 
trapped and hopeless’, which does not always match 
clinical experience, and procedures are recom- 
mended which may or may not be effective. However, 
there have been some useful studies: Morse and his 
colleagues in America, Birrell and Birrell in Australia, 
Harold Martin and others; and a two-year before- 
and-after comparative study of the effectiveness of 
social work is afoot in Denver. 

More interesting is a preliminary report (tucked 
away in an appendix) by Drs. Schneider, Helfer and 
Pollock, of a study which was started three years ago 
to develop reliable and valid methods for the identi- 
fication of potentially abusing parents. Rather than 
relying on a score of a certain level above which an 
abusive potential is indicated, the researchers looked 
for the clusters of questions to which potential 
abusers give abnormal answers. The principal areas in 
which the questions clustered were: feelings of loneli- 
ness and isolation, expectations for performance of 
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their children, relationships with their own parents 
and spouse, feelings of anxiety in response to their 
children’s behaviour. Statistical findings from the 
first pilot study confirmed that abusing parents differ 
as expected in these areas. 

A second study involved a control group of non- 
abusing parents and their responses to 50 discrimi- 
nating questions; all the responses were subject to 
a cluster analysis seeking to group those questions 
with similar patterns of intercorrelation. Five different 
personality types emerged: two types of non-abusers 
and three types of abusers. One type of abusing 
parents exactly fitted the predictions which psychi- 
atrists had made, while two other types denied that 
they had the expected attitudes in some but not in all 
of the principal prediction areas. These findings were 
thought to indicate that if enough discriminating 
questions are asked, in enough areas, an abuser will 
give a sufficiently abnormal pattern of response to 
permit of his identification. 

On the whole this is a useful companion volume to 
the 1968 book. P. D. Scorr. 


BEHAVIOUR THERAPY 


Clinical Behavior Therapy. Edited by ARNOLD A. 
Lazarus. Butterworth, London, for Brunner/ 
Mazel, New York. 1972. Pp. vii4-230. Price 
£3-50. . 

Those who are familiar with Lazarus’ change of 
orientation, from the time of his collaboration with 
Wolpe to the appearance of his book Behavior Therapy 
and Beyond, will not be surprised at the content of 
the present book. The nine chapters are original 
contributions by enthusiastic therapists, all of whom 
are actively treating patients. Most of them are in 
private practice, and most use methods derived from 
behaviour therapy principles. Such familiar tech- 
niques as thought-stopping, desensitization, aversion, 
assertive training and paradoxical intention are 
combined with an emphasis on taking the broad 
&pproach: in almost all the case reports there is a little 
extra element—involving the spouse or family, for 
instance, or using communication training, emotive 
imagery, free association, and other such adjuncts to 
the bare bones of behaviour therapy. The book gives 
an initial impression of being discursive, even chatty, 
and makes the reader wonder whether he will get 
anything from it except a series of rather boring 
anecdotes about why ‘my treatment is better than 
yours’. What is impressive, however, and raises the 
book above the level of coffee-room gossip, is the way 
in which all the authors bring out the message that 
behavioural techniques by themselves are not 
enough. For some patients, of course, they seem to 
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work unaided, but for the majority it is necessary 
to bear in mind cognition and feeling as well as overt 
behaviour, and it is most important to remember that 
the patient does not exist in a vacuum bounded by 
therapists and phobic objects, but has relatives and 
friends who can exert a powerful effect upon his 
symptoms and their response to treatment. The 
many case reports abound with empirical changes of 
approach, for instance from desensitization of a 
phobia and sensible advice on overbreathing to joint 
interviews with a phobic woman and her husband on 
their disturbed sexual relationship. Of particular 
value are the chapters by Friedman on ‘Personalistic 
Family and Marital Therapy’, by Piaget on ‘Training 
Patients to Communicate’ and by Ahsen and 
Lazarus (though this is hardly behaviour therapy) on 
*Eidetics: an Internal Behavioural Approach’. This is 
an unscientific, sometimes rambling, but decidedly 
thought-provoking book. M. J. Crowe. 


Behaviour Therapy in Mental Disorders. By 
J. C. M. WirkmsoN and К. Larr. The Pastures 
Hospital, Mickleover, Derby. 1972. Pp. 49. 
Price 50p (paper). 

In some 10,000 words, two psychiatrists present to 
medical students and general practitioners (while 
showing a faint awareness that at least some of 
their cases may not be medical problems) ‘the 
principles on which behaviour therapy is carried 
out at one particular Unit апа... the sort of cases... 
benefited’. In fact there is little about principles and 
less than 100 words each for twenty-five cases. The 
title (apart from the dualism) is misleading, as all 
psychotic symptoms are excluded—even from the list 
of problems treated by behaviour therapy; and this 
is defined only in terms of learning theory (cf. Yates, 
Behaviour Therapy, 1970). 

As an adjunct to lectures, the booklet might have 
a limited local use: otherwise it is difficult to see its 
value, when several ‘better buys’ are available in 
paperback. Unfortunate expressions like ‘good beha- 
viour is rewarded’ are again misleading to the un- 
initiated and create unnecessary obstacles to the 
acceptance of this approach; and this reviewer, for 
one, was alarmed to find that adultery and watching 
wrestling once or twice a week are now regarded as 
sufficient conditions for diagnosis and treatment. 

J. Ерупч MACDONALD. 


COMMUNITY PSYCHIATRY 
Psychiatric Care of the Underprivileged. Edited 
by Gumo Bexsasso, M.D. International Psychi- 
atry Clinics Vol. 8, No. 2. Churchill-Livingston 
for Little, Brown and Company, Boston. 1972. 
Pp. 173. Price £4.75. 
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The realization that whatever benefits psychiatry 
has to offer do not like the gentle rain from Heaven, 
fall evenly on the haves and have-nots, has only 
recently dawned on the U.S. administration, as 
recently, indeed as the presidency of Lyndon B. 
Johnson. Since then some positive effort has been 
made to introduce an element of equality into this 
unhappy and unjust state of affairs. This book is one 
of at least three* to be published in recent months 
which expose the gaping, festering wounds in the 
contemporary American social scene and outline the 
attempts by dedicated workers to patch them up. 

Emphasis is laid on the social aspect of the problems 
because, in the context of what needs to be done to 
correct the balance, psychiatry, as we know it in this 
country, is only one of the agencies to be brought into 
the attack. Here in Britain there are social agencies, 
too well known to need spelling out, such as the 
F.P.A., C.A.B., W.V.S., N.S.P.C.C., that are not 
considered to be even para-psychiatric in orientation. 
Analogous organizations in the U.S.A. are, by 
contrast, all brought under the umbrella of Com- 
munity Psychiatry; but qualified psychiatrists are 
grossly under-represented in the total number of 
disciplines engaged if in fact a very substantial 
proportion of those who help can be considered as 
belonging to any acknowledged discipline whatever. 

The blame for this Gilbertian situation, ‘Psychiatry 
sans Psychiatrists’, must rest, or lie, fairly and squarely 
on the expensive couches of omnipotence which mop 
up an unwholesomely disproportionate amount of 
psychiatric man-power. It is not surprising that both 
patients and therapists in this one-to-one, payment- 
for-service set-up are white, middle-class and rich. 
So entrenched is the American psychiatrist, і.е. 
psychoanalyst, in his pattern of professional life and 
his high standards of living that, as Dr. Edgar H. 
Auerswald graphically puts it in his chapter *Noncare 
of the Underprivileged', 'If he (the psychoanalyst) 
changes his life-style, he is generally viewed by many 
of his friends as either a misguided radical or a nut’. 
It hardly needs saying that the under-privileged in 
the U.S. are for the most part black, Puerto-Rican, 
Mexican-American with some pockets of *poor white 
trash’. As a further illustration of the gulf between 
those to be helped and the might-be helpers another 
contributor, Dr. Viola W. Bernard, estimates that out 
of a total of 17,000 psychiatrists practising in the U.S. 
there are only 300 black psychiatrists and of them ‘as 


* These two books are considered complementary: 
Community Mental Health: Myth and Reatity. By 
Anthony F. Panzetta. London: Henry Kimpton. 
1971. Pp. 197. 
The Role of Drugs in Community Psychiatry. Editor: 
Ch. Shagass. New York: S. Karger. 
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an educated guess’ only 30 are psychoanalysts. 

The task before the administration is formidable, 
and it is difficult to see what real progress can be made 
in ‘Community Psychiatry’ until there is a more 
equitable distribution of the professional psychiatric 
services available. Much as it might stick in the 
gullet of the American Medical Association, it is 
impossible to visualize how this can be done until 
something approaching our National Health Service, 
with all its faults, is introduced into the U.S.A. 

Н. R. Rorum. 


ADOPTION 


The Adopted Person's Need for Information 
About His Background. By MARGARET EDGAR, 
Jonn Triseviotis and ELNA RAuTENAN. London: 
Association of British Adoption Agencies. 1972. 
Pp. 27. Price 45p. 

This consists of three short papers presented to a 
recent conference of adoption workers, the first 
dealing with inter-racial adoption and the other two 
with more general issues. The theme is well expressed 
in the final sentence of the second paper: ‘What we 
are is what our parents and our forebears have been 
over many generations’, 

In the search for self-awareness we are all liable to 
become preoccupied with our ancestry, and at certain 
stages this may assume critical importance. The 
adopted person is in the unusual position of having to 
rely on conjecture from hearsay evidence, and 
although Scottish law confers the right to consult 
official records from the age of 17 the available 
information is seldom sufficient to quench adult (let 
alone adolescent) curiosity. 

This is essential reading for those professionally 
concerned with adoption problems, including child 
psychiatrists. Psychotherapists versed in the treat- 
ment of identity crises will also find their under- 
standing enriched. 

MICHAEL HUMPHREY. 


DRUGS 


Drugs, Mysticism and Make-believe. By R. С. 
ZAEHNER. Collins. 1972. Pp. 223. Price £1.90. 

Professor Zaehner, as befits the holder of the Oxford 
Chair of Eastern Religions and Ethics is a most 
erudite exponent of the features of religious mysticism. 
He is less knowledgeable about the nature of con- 
temporary drug-taking, which he tends to represent 
by the not very recent or typical views of Dr. Timothy 
Leary. There is no mention of those who have com- 
pared drug experiences and psychosis. ‘The book is in 
parts fascinating and in parts tiresomely argumenta- 
tive, and inevitably it is difficult reading for those of 
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us who have never been attracted to mysticism or 
Eastern religion. 

The author is at pains to emphasize the diversity 
of both drug-induced states and mystical experi- 
ences, but he does feel there are some similarities. 
However, he stresses the widespread disapproval of 
excess and ‘expansion’ in most orthodox religions; 
he quotes, for instance, the Bhagavad-Gita: “Yoga із 
for him who is moderate in food and recreation, 
controlled in his deeds and gestures, moderate in 
sleeping as in waking’. Professor Zaehner also points 
out that true mystics have always been more con- 
cerned with the fruits and aims of their experiences 
than with ecstasy as being complete in itself. The book 
has much to offer in a field where knowledge and 
clarity of thought have so often been less evident than 
the diffuse, the grandiose and the purely eccentric. 

RicHarD Mayou. 


International Drug Monitoring: The Role of 
National Centres. Report of a WHO meeting. 
WHO Technical Report Series No. 498. Geneva 
1972. Pp. 47. Price 40р. 

This is a report of a WHO committee which met in 
Geneva in September 1971. With the increasing 
therapeutic potency of modern drugs has come the 
realization of their potential for producing unwanted 
and often harmful side-effects. Up to 1 in 20 medical 
admissions to hospital have been associated with a 
drug reaction, and as many as I in 5 patients admitted 
to medical wards have been reported to experience 
a reaction during their stay in hospital WHO is 
encouraging the development of systems for detecting 
adverse drug reactions at both national and inter- 
national levels. Basically the requirements are sources 
of information, a mechanism for analysing the data, 
and a method of disseminating the results to interested 
parties. This report is concerned with the methodology 
of these activities, with particular reference to the 
current organization of national drug monitoring 
centres in Sweden, U.S.A. and Britain, 

As psychotropic drugs account for a considerable 
proportion of the reported adverse reactions, psychi- 
atrists need to keep themselves informed of develop- 
ments in this field, to which this report is a useful 
introduction. 

K. Davison. 


CHILDHOOD 


Social Work with Children. By JuLmr Berry. 
Routledge and Kegan Paul. 1972. Pp. 180. 
£1.80. 


It seems strange that although so much of social 
work is about children, this is the first book, to the 
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reviewers ‘knowledge’, on social work with children. 
It is not surprising, therefore, that even in this book a 
good deal of space is devoted to topics such as ‘the 
Pleasures and Pressures of Parenthood’, and ‘Helping 
Parents to Help Children’. Two of the chapters, 
‘Casework with Children’, and ‘Children in Special 
Circumstances’, have more direct relevance to the 
title of the book. The first of these gives verbatim 
records of transactions between the caseworker and 
the child; the latter deals with more theoretical 
aspects. It becomes evident that social work still has 
to borrow its theory from other professions. In these 
chapters there are 180 references which are drawn 
from, amongst others, psychiatric, sociological and 
psychological sources. The author has broken into 
some new ground which still needs considerable 
effort for its cultivation. To change the metaphor, 
social work is still in search of its ethic; but this book, 
which is one in the ‘Library of Social Work’ series, 
will make a contribution to it. 
J. H. Kann. 


Adolescence: A Select Bibliography. By D. R. 
Boorer and S. J. Murcatroyp. M.T.M. 
Publishing House, Wales. 1972. Pp. 121. Price 
£1.25. 

The raising of the minimum school-leaving age to 
sixteen this year acts as another spotlight on adole- 
scents, and has perhaps influenced the timing of the 
publication of this bibliography. This compilation 
grew out of the needs of the Department of Education 
at University College, Cardiff. The contents are 
divided into six sections covering various aspects of 
interest, and include an appendix of Government 
Reports and Schools Council Publications, and a list 
of relevant English and American Journals. There are 
an estimated уоо to Воо references limited to 
publications from 1955. 

All those who have spent much time and labour on 
‘do-it-yourself’ compilations will wonder why such 
a bibliography has not been published previously. 
It will surely be given an unqualified welcome by all 
those studying adolescence. 

STEPHANIE M. LEESE. 


MALES AND FEMALES 


Males and Females. By Cormne Нотт. Penguin 
Books Ltd. 1972. Pp. 158. Price 6op. 


This book is one of a series, the ‘Penguin Science of 
Behaviour’, intended to cover a wide range of psycho- 
logical enquiry. It does the series credit; it is 
ful informed, up-to-date, sensible, easy to read. 
Dr. Hutt is a biologist working at the MRC Human 
Development Research Unit, and is a Lecturer in 
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psychology at the University of Reading. She is at 
home on both the genetic and the psychological sides. 
In this little book she covers the whole process of 
sexual development from the fertilized egg-cell to the 
adult individual, and discusses the way in which 
boys and girls and men and women come to differ 
temperamentally and intellectually as well as 
physically. There is a valuable list of references, and 
an index. 

In this small compass many topics of great import- 
ance to the psychiatrist are informatively discussed. 
For example, the origin of gender identity. Work 
done by Money and the Hampsons at Baltimore 
suggested to them that this might be a process of 
indoctrination. Intersexual deviants tend to adopt 
quite satisfactorily the gender role to which they have 
been assigned at birth, although this might be 
contrary to any one of the sex variables: chromosomal 
composition, gonads, hormones, internal reproductive 
structures, external genitalia. They proposed a 
theory of psychosexual neutrality at birth, capable of 
being flipped to the masculine or flopped to the 
feminine identity. Gender identity had to be esta- 
blished by the age of three years, since it was during 
the first two or three years that a child, by a process 
like imprinting, acquired the behaviour patterns 
appropriate to the assigned sex. These workers have 
gone back on this view a little since the early '60os 
when it was first put forward; but it is one that has 
continued to dominate American psychology. Dr. 
Hutt gives good reasons for rejecting it. People are, 
in fact, born as boys or girls, and the cases in which 
there is any ambiguity are relatively rare. In these 
cases there has been an aberration of normal pro- 
cesses, and the critical factor is the degree of exposure 
of the developing nervous system to androgenic 
hormonal influences during foetal life. The decision 
taken at birth on the assignment of a hermaphrodite 
will be based on the degree of maleness or femaleness 
of the external genitals. This is likely to correspond, 
more or less, with the prenatal hormonic balance, so 
that it is hardly surprising that the accoucheur's guess 
does not work out badly as a rule. If there is dis- 
agreement with chromosomal or gonadal state this is 
really irrelevant. 

The implications of recently acquired knowledge 
for the way we think about sex differences are 
profound. We must take it, not only that the genital- 
reproductive systems of the two sexes differ qualita- 
tively, but also that quantitative differences extend 
throughout the soma and into the early development 
of the central nervous system, probably into its micro- 
organization, certainly into the neuro-endocrino- 
logical functions. Dr. Hutt quotes Colley: *Persons do 
not exist; there are only male persons and female 
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persons—biologically, sociologically and psycho- 
logically.’ 
ELIOT SLATER. 


THE FAMILY 
Family Interaction. Edited by James L. Framo. 
New York: Springer Publishing Co. Inc. 1972. 
Pp. 248. Price $4.50. 

This book reports the proceedings of a symposium 
held in 1967 in Philadelphia of family therapists and 
researchers. Many of the leading American workers 
in the field participated, and some of the ideas in this 
area of psychiatry prevalent at that time are explored. 
The long delay in publication is accounted for by 
difficulties relating to the paper of one of the parti- 
cipants who gave a highly personal account of family 
therapy which was ultimately published anonymously. 

To the overwhelming majority of British psychi- 
atrists work in the family which depends on such 
principles as organized complexity, holistic function- 
ing, interdependence of parts, open systems, informa- 
tion processing, feedback, transaction, homeostasis 
and heterostasis, goal-directedness, progressive change 
and general systems theory is utterly foreign. The 
family in distress, however, remains only too familiar, 
and the bridge across the Atlantic has to be spanned. 

This book is not an introduction for the general 
reader who will learn much more by a perusal of a 
review article in the Journal of Marriage and the 
Family, but for the few specialists it is an interesting 
addition. 

J. Douman. 
REFERENCE 
Orson, D. Н. (1970). ‘Marital and family therapy: 
Integrative review and critique.’ Journal of 
Marriage and the Family, 82, 45 501. 


DEATH 


Death Comes Home. By Smon SrEPHENs. Mow- 
brays. 1972. Pp. 115. Price 6op. 


This little book was written by a former chaplain of 
a Coventry hospital who has obviously been much 
concerned with the problem of children dying in 
hospital and with helping the bereaved parents. The 
first chapter tells the story of Joe, the apple of his 
parents’ eyes, who dies suddenly after an operation, 
and they are left desolate. Typically, nobody at the 
hospital offers help; the doctors are uncommunicative, 
the ward sister spiteful and the Chaplain banal. The 
couple return home to find themselves shunned by 
their neighbours and friends. Then several rather 
confusing chapters follow which deal with the 
problem from various social, psychological and 
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religious points of view. There is finally a little 
anthology, of which I liked the Bard’s contribution 
best (‘well, everyone can master grief but he that has 
it'Much Ado, Act П) and one from the Bible least 
(‘You are dust and to dust you shall return'—Gen. 
3.19). 

The whole point of the book is contained in 
Chapter 6. Following the death of two boys in 
Coventry in 1968, the Society of Compassionate 
Friends was set up a year later by the bereaved 
parents and others, with the object of helping those 
in similar distress. The organization is now developing 
groups throughout this country and has plans to 
expand across the Atlantic. 

As the book emphasizes, contemporary society 
tends to react to bereavement by withdrawal and 
usually offers little spontaneous help to individuals in 
need, as social bonds weaken and materialistic self- 
interest increases. So inevitably the warm, involved 
care ofthe friendly neighbourhood must be replaced 
by a more impersonal national organization, appeal to 
which, as it cannot be on the basis of a relationship, 
must depend upon a common problem. This has 
proved a fruitful social development, but it provides 
a sad reflection of the supermarket mentality for 
which it is attempting to make up. We shall soon 
bave our little telephone directories giving different 
numbers depending upon whether one feels suicidal, 
has been bereaved, desperately needs alcohol, is 
homeless. . . 

Р. К. Brass. 


On Death and Dying. By ELIZABETH KünLzn-Ross. 
London, New York, Toronto, Sydney, Welling- 
ton: Tavistock Publications. 1970. Pp. xii-4- 260. 
Price £1.90. 

Dr. Kübler-Ross is Assistant Professor of Psychi- 
atry at the University of Chicago, and for the past 
five years she has been conducting teaching seminars 
in the terminal wards of the Billings Hospital. The 
whole thing began when four theology students of the 
Chicago Seminary came to her for help in a research 
project into crisis in human life; they had thought of 
death as the biggest crisis people had to face. She 
co-operated, and she and her pupils sought the help 
of dying patients to be their teachers. At first the very 
greatest resistance was offered by the physicians of the 
hospitals putting difficulties in their way; nine out of 
ten took a hostile attitude. Some of them even denied 
having any terminally ill patients under their care. 
Hostility was also met with from other members of 
medical teams, in decreasing degree from nurses, 
registrars, medical students. The less experienced 
were, apparently, not yet so indoctrinated with 
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death-phobia as their seniors, but gradually acquired 
it in the course of training. It should be said that no 
such difficulties were experienced by our own Pro- 
fessor Hinton in the course of his classic study carried 
out at King’s College Hospital in 1963; on the 
contrary, he acknowledged the willing help of the 
medical and other staff. 

The counter-training provided by Dr. Ross’s 
seminars seems to have had a salutary effect on 
hospital practice in the course of time, so that bit by 
bit even the physicians are learning to treat their dying 
patients as human beings with questions to ask and 
a right to an answer. In this respect Billings Hospital 
is probably still exceptional in the American scene. 
We have no right to be proud of the way we manage 
these things in this country, but what Dr. Ross 
describes is terrifying. In the American way of life, as 
she describes it, daily existence is built around a 
denial that death will ever occur. Children are 
systematically lied to, and are hurried from the 
neighbourhood of a dying member of the family. 
Hospital visiting by children is not allowed to the 
dying. In the circles in which Dr. Ross moved, the 
dying are not allowed to die at home, but are rushed 
to intensive care wards, where death is held at bay 
for as long as possible, at the cost of useless mental 
and physical suffering for themselves, and at a 
financial cost to their families which is sometimes 
ruinous. As a result of these infatuated efforts, dying 
is getting to be ever ‘more gruesome, more lonely, 
mechanical and dehumanized’. ‘When a patient 
is severely ill, he is often treated like a person with no 
right to an opinion . . . Slowly but surely he is 
beginning to be treated like a thing. He is no longer 
a person. Decisions are made often without taking his 
opinion. If he tries to rebel he will be sedated .... He 
may cry out for rest, peace, dignity, but he will get 
infusions, transfusions, a heart machine, or a trache- 
ostomy’. 

Dr. Ross writes her book is a series of chapters on 
the fear of death; attitudes towards death and dying; 
the successive stages of denial, anger, bargaining, 
depression and acceptance; with final chapters on 
staff reactions and therapy with the terminally iH. 
It is made clear how much is lost by cutting off the 
channel of communication between the dying and 
those who should befriend him; he is not the only 
one to lose by this, since he too has much to give. 
What Dr. Ross has to say is illustrated, rather too 
liberally, with literal transcripts from interview 
tapes; but what she does say is full of sensitive under- 
standing, compassion, plain common sense and the 
wisdom of experience. This is our compensation for 
having to read about some appalling cruelties 
inflicted by members of our profession on their 
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helpless patients, not out of malice, but because they 
absolutely refuse to look facts in the face. 
ELIOT SLATER. 


MISCELLANEOUS 
Retirement. Edited by Frances М. Carp. New 
York: Behavioral Publications. 1972. Pp. 409. 
Price $16.95. 

The subject of retirement is of considerable import- 
ance particularly now the problems of ageing are 
recognized as one of the most significant challenges 
to medicine generally. 

The notice with the book says that it provides a 
comprehensive look at retirement and was instituted 
by the Federal Government. ‘Conferences partici- 
pated i in by experts were held at intervals so as to 
maximize interactive thinking.' There are some 400 

pages, but most of the chapters are more in the 
nature of essays than descriptions of fact or records of 
research. It is unfortunate that, as with some other 
American productions, the reader has to make con- 
siderable allowance for the different use of words. 
For example, sentences such as 'But for magical 
(omniplastic) mastery individuals, the major motives 
group around the receptive theme’ are not un- 
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It is not clear for which group of readers the book 
is intended. It is not suitable for the student, and the 
busy professional man or woman will find too little 
reward for the labour of reading it. 

A. А. BAKER. 


Explanation of Social Behaviour. By R. Harré 
and Р. F. Szcorp. Oxford: Basil Blackwell. 
1972. Pp. 327. Price £3.75. 

This work by the editors of the Journal for the 
Theory of Social Behaviour develops the philosophy of 
an improved theory of social psychology. They criti- 
cize traditional experimental design and the usual 
theories as being too preoccupied with mechanistic 
models, causes external to the organism and logical 
positivist philosophy. Instead they propose recogni- 
tion of the social situations involved in experiments, 
and attention being paid to the accounts given 
by the subjects of their experiences. They argue that 
when person parameters are eliminated by control 
design nothing interesting is discovered about people, 
only banal generalizations, because what makes people 
interesting has been explicitly excluded from study. 

The maxim of the book, then, is that for scientific 
purposes as well as for others we should treat people 
as human beings, as we know and understand them 
in everyday life, and especially as rule-following 
agents. Excellent sentiments, although unoriginal, 
as the authors admit—they offer an extended philo- 
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sophical treatment, with long summaries of the 
argument, in not very lucid prose. The lists of 
references can help the uninitiated enter the philo- 
sophical literature at readable points. 

ANDREW C. SMITH. 


Women in Transition. By Andrew J. DuBnrw. 
Springfield, Ш.: Charles C. Thomas. 1972. 
Pp. 178. Price $11.75. 

‘This book is written for homemakers who want to 
psychologically grow as people.’ So reads the first 
sentence of the preface of this book and so is the stage 
set for a further 180 pages of similar euphuisms. It із 
another attempt to discuss that ever increasingly 
popular topic, the ‘housewife syndrome’ or the pro- 
blem of the middle-class housewife. The uniqueness of 
this contribution is that it is not written by an enthu- 
siastic advocate of the feminist movement. On the 
contrary, the author states that his book is for women 
who want to liberate themselves without joining the 
women’s liberation movement. 

The introductory chapters are quite readable. The 
first gives a clear description of the many facets of the 
housewife syndrome by analysing the complexities of 
the housewife's role and the job situation and content. 
The author has been an industrial psychologist for 
many years and his treatment of the causes of the 
problem is refreshing in a book of this sort. The major 
part of the book is devoted to instructions on how to 
make the transition from a discontented housewife to 
a self-fulfilled person. Some of the underlying points 
are quite commendable, but the style of presentation 
is almost puerile in parts and tends to assume a 
patronizing air. 

The author is to be congratulated for attempting to 
bring some much. needed scientific insight into this 
much lamented problem of the housewife, but I 
think it unfortunate that he did not present the 
solutions in a morc intellectually stimulating manner. 

Jane Turron. 


Psychological Probability or The Art of Doubt. 
By Jouw Coren. George Allen and Unwin. 
1972. Pp. 141. Price £2.95 (cloth) £1.50 (paper). 

This short book is concerned with the way we 
perceive and assess probabilities and cope with the 
accompanying uncertainty and doubts. It essentially 
represents the author’s thoughts on the theme; there 
is little experimental evidence presented. It is there- 
fore somewhat surprising to note that it is a member 
of a series entitled ‘Advances in Psychology’. It is not 
clear for whom the book is intended, but it is likely 
to be of more interest to the layman than the pro- 
fessional worker. 

ANTONIA WHITEHEAD. 
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The Voice of the Symbol. By Martin GROTJAHN, 
Los Angeles: Mara Books. 1971. Pp. 224. 
Price $8.00. 

This is not a scientific book, nor does its author 
claim it to be one. His concern is to put across the 
‘message’ of the symbol and to illuminate its role in 
human affairs throughout the ages. 

The book consists of a series of 10 loosely connected 
essays ranging from Greek mythology (e.g. Oedipus) to 
recent American affairs (e.g. the ‘symbolic impact of 
witnessing a President’s assassination on TV’). Long 
chapters are devoted to the mediaeval artist Hiero- 
nymus Bosch and to the unorthodox psychoanalyst 
Georg Groddeck (called ‘the Symbol Seeker’). No 
doubt, pride of place goes to the chapter “The 
Symbol in Psychoanalytic Theory’. The book ends 
with an Utopian outlook on “The Future of Man in 
the World of Symbol Integration’. Throughout 
symbolization is shown as the language of the un- 
conscious and the integrator of inner and outer reality. 

The reader is often provoked by apodictic state- 
ments and aphorisms, but his patience is rewarded by 
thoughtful and penetrating discussions of human 
affairs which make the book interesting reading. 
The style is often exuberant and full of missionary 
zeal, thereby remaining uncritical. 

STEPHEN Krauss. 


Psychiatric Investigations. By Јонч HARDING 
Price. Butterworths. 1972. Pp. 168. Price £3.95. 


This textbook consists of a series of brief case- 
histories of patients presenting a wide-range of typical 
psychiatric disorders. This is followed in each instance 
by a suggested set of questions the doctor should ask 
himself in order to arrive at an adequate and correct 
diagnosis of the patient’s condition. 

Perhaps the book is intended to replace those 
‘potted’ case-histories which once appeared regularly 
in the chapters of psychological medicine textbooks, 
but which now appear much leas frequently. If this is 
so I doubt whether separate publication is a good 
idea; a case-history should be used to illustrate a 
theory, and not presented (as in this book) as some 
form of diagnostic standard, even though it may well 
be intended only as a guide. It is surely better for a 
student to learn the technique of questioning and 
diagnosing under the guidance of a supervisor than 
from a book. 

The ‘skeleton scheme for psychiatric history 
taking’ is probably the one redeeming feature of this 
book, which, although it could be of some limited 
use as an ‘additional’ test for students reading psycho- 
logical medicine, is not worth the price being 
charged. Experienced practitioners will derive no 
benefit from it. T. R. Wison. 
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Books. Price 35p. (Originally published 1971, by 
Allen Lane, The Penguin Press.) 
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Basic Medical Statistics. By Anrra К. BAHN. Grune and 
Stratton. No price stated. 

A Guide to Drug Abuse Education and Information 
Materials. National Institute of Mental Health. Price 
50 cents. 

International Directory of Investigators in Psycho- 
pharmacology. World Health Organization/ 
National Institute of Mental Health. National Institute 
of Mental Health. No price stated. 


Many of these books will be reviewed at a later date. 


Brit. J. Psychiat. (1973), 122, 237-44 


Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, WrM gLE. 


POLITICAL DISSENTERS IN ° 
MENTAL HOSPITALS 


Dear Sm, 


In 1971 Dr. Richter (1) drew attention in your 
correspondence columns to reports of suspected abuses 
of psychiatry in the USSR. There is reason to think 
that such abuses have continued. For example, in 
August this year Academician Andrei Sakharov is 
reported to have said in a letter to the Russian 
Health Minister, Dr. Petrovsky, that two political 
dissidents, Viktor Fainberg and Vladimir Borisov, 
‘are dying in a Leningrad psychiatric prison hospi- 
tal’ (2). More detailed documentation is to be found 
in the booklet by Cornelia Mee (3), in the book by 
Reddaway (4), and in the report available from 
Mrs. E. Aitken (5). The Times has published a protest, 
based on the latter material, by Professor Jenner and 
other psychiatrists (6), and a protest about Fainberg 
and Borisov by a number of distinguished churchmen 
and others (7). 

I wish to present information on three more 
instances in which I believe there has been an abuse 
of psychiatric procedures in the Soviet Union. The 
information became known to me in connection with 
work for Soviet Jews, and is based upon the telephone 
calls of myself and others speaking to Jews in Moscow. 
Part of this information has been reported by corre- 
spondents of newspapers in the United Kingdom. 
The cases are as follows: 


1. Yuli Brind 

Yuli Brind, a metal engraver in Kharkov, aged 42, 
submitted documents to the emigration authorities on 
13 January 1972. On 1 February his home was searched, 
and during the two weeks that followed he was called to 
KGB headquarters. On 24 March he was again sum- 
moned by the KGB and forcibly taken to Mental Hospital 
No. 36 in Kharkov. Brind had no known previous psychi- 
atric history. On 3 April he staged a hunger strike. On 
5 April he sent a telegram to the Secretary-General of the 
United Nations and to the United Nations Human Rights 
Commission appealing for help. Telephone calls were 
made on his behalf to Dr. Radzishevsky, the senior 
psychiatrist at the hospital, who said that Brind would 
appear within one week before a commission of professors 
and doctors to determine whether or not he was mentally 
ill (8). The caller, not myself, asked if he might phone 


after that, to which the answer was “АЦ right’, At the 
appropriate time repeated telephone enquiries failed to 
reach Dr. Radzishevsky on six successive days. On the 
seventh day the answer was given: ‘He is travelling’. 
Later in April, after about four weeks in the mental 
hospital Mr. Brind was removed to a prison, and his 
mother was told by the Kharkov KGB that he was moved 
because he was found not to be mentally ill. He was 
charged under paragraph 187 of the Ukrainian Criminal 
Code with anti-Soviet slander. This charge appears to 
be based on the fact that in searching his flat the KGB 
found a tape-recording of a broadcast on Israel Overseas 
Radio in Russian. He has since been sentenced to 2} years 
in prison. I infer from this sequence of events that Brind 
might have remained in hospital indefinitely but for the 
outside interest taken. 


2. Victor Yakhot 

Victor Yakhot is a physicist who sought permission to 
leave for Israel. He is a pupil and friend of Professor Levich, 
a member of the Academy of Science of the USSR who 
has also asked to leave Russia. Yakhot was served with 
documents requiring him to register for military service. 
This he refused to do on the grounds that he had re- 
nounced his Soviet citizenship as required for his request 
for emigration. On Friday 28 April Yakhot was visited by 
two militiamen and taken forcibly to a military office. 
There he was given a medical examination and inter- 
viewed by two doctors, one of whom was called Sinorova. 
She dwelt on the reasons behind his intended emigration 
and concluded that he really should attend a psychiatric 
clinic. He refused and was thereupon relieved of his 
internal passport. The next day, Saturday, a car with 
Red Cross markings pulled up outside his house and the 
occupants began to search for him. Yakhot was not in 
and has since protested against this search by addressing a 
letter to the World Psychiatric Association and the 
International Red Cross. I spoke to Yakhot myself about 
this time by telephone and was impressed by the appro- 
priateness of his replies. There was not a hint of illness 
requiring treatment nor has he had such illness previously. 

Psychiatric pressure on Yakhot has been dropped, but 
he was subjected to military pressure and was arrested 
temporarily. Academician V. G. Levich subsequently 
employed him as his private secretary for some weeks 
until Mr. Yakhot received permission to emigrate to Israel. 


3. Alexei Титеттап 


Alexei Tumerman is approximately 30 years old. His 
childhood was deprived because both his parents were 
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imprisoned under Stalin. He completed one year of history 
studies at university, which he then left. He was depressed 
at the time and sought advice from Professor Snezhnevsky 
who treated him with insulin, which he found unhelpful. 
He then had psychotherapy from another doctor over a 
period of two or three years and found this useful. From 
that time Mr. Tumerman has never himself felt any need 
for psychiatric help. He has, however, been taken into the 
Soloviov Mental Hospital in Moscow, against his wishes 
and without the concurrence of his family, on four occa- 
sions. The first of these was about five years ago when he 
had become interested in the dissident movement. A 
policeman called at his flat and invited him to visit the 
police station, and from there he was sent to a mental 
hospital for several weeks. The second admission followed 
a demonstration in front of the Supreme Soviet. 
The third admission in May 1972, and the fourth in 
September 1972 did not follow demonstrations, but coin- 
cided with a number of arrests of Jews and others in 
Moscow. 

On none of these last four occasions did cither Mr. T. 
himself or his relatives and friends consider that he was 
in any way ill. During his last forced admission, Dr. G. A. 
Low-Beer spoke to the chief doctor of the hospital, who 
said "The diagnosis is schizophrenia, and this is his 20th 
time with us here'. The hospital was visited by friends 
who were not allowed to see him, but he called to them 
from a locked ward that he was well and would not accept 
any treatment. He was released on the application of his 
parents (who were initially out of Moscow). On the day 
after his release he rang Dr. Low-Beer to thank him for his 
efforts; in that conversation he was wholly clear and 
precise in his remarks and views, and nothing that he said 
could be interpreted as delusional. 

It is worth noting that Mr. Tumerman occupies a 
rather special position. He has been active in the general 
democratic movement led by Academician Sakharov and 
is a friend of Vladimir Bukovsky. He has also been associa- 
ted with the Jewish movement to emigrate to Israel. Be- 
cause of this he is well known to both groups, and both 
report that he is ‘a marvellous man’, with an impressive 
personality and no evidence at all of insanity. 


In none of these cases was there evidence that 
compulsory psychiatric enquiry or observation was 
necessary. It is the belief of those whom I know, 
and who were concerned with the above events, that 
public interest outside the Soviet Union in the abuses 
which occur there is helpful in stopping those abuses. 
If this view is correct, psychiatrists in the West have 
a responsibility to take a continuing interest in 
Soviet psychiatric practices. Indeed this is the least 
that should be done in the light of the call by the 
World Federation for Mental Health for member 
associations throughout the world promptly to 
investigate all allegations of the political misuse of 
psychiatric diagnoses (9). Any such investigation by 
psychiatrists at the present time ought to focus 
particularly on the very dubious practice of diagnosing 
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schizophrenia on alleged psychopathic features (10) 
or reformist ideas (11). 


Н. MxnskEv. 
The National Hospitals for Nervous Diseases, 
Queen Square, 
London, W.C.1. 
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SUICIDE PREVENTION: 
A MYTH OR A MANDATE? 


DEAR SM, 


Suicide prevention centres are mushrooming in the 
U.S.A. How well do they work? Of all the countries 
in the Western World, Great Britain is the only one 
that has significantly reduced its suicide rate in the 
last decade. In 1953 Chad Varah founded, in Great 
Britain, The Samaritans. This organization steadily 
enlarged and now offers an extensive emergency 
telephone and counselling service to British citizens 
who are thinking of killing themselves. The Sama- 
ritans is a noble organization. On both sides of the 
Atlantic it is often given as an example that suicide 
prevention works. But does it? 

Over the last decade Great Britain’s Gas Board have 
been reducing the lethal carbon monoxide content of 
its domestic gas. The graph below shows the Gas 
Council’s estimated annual average content of carbon 
monoxide in the domestic gas supplied to England, 
Wales and Scotland (1). The graph also shows the 
total number of suicides in England and Wales for 
the years since 1945 and the number of deaths for the 
common methods used (2). 

The number of suicide deaths for methods other 
than domestic gas poisoning and poisonous substances 
has remained fairly constant. Suicide by poisonous 
substances, the vast majority of which are now pills 
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prescribed by doctors, have increased along with the 
increased prescribing by the medical profession of 
pills to the unhappy. Suicide deaths by domestic gas 
poisoning have fallen pari passu with the reduction of 
carbon monoxide in domestic gas. Such deaths fell 
by 1,872. Total suicide deaths fell by 1,699, so that 
the fall in domestic gas poisoning deaths amply 
accounts for the reduction in total suicide deaths in 
England and Wales in the past decade. 

Putting one’s head in the gas oven was, in Britain, 
the most popular way of killing oneself. In most parts 
of Britain this no longer works. Our thanks for Britain’s 
falling suicide rates should probably go to the Gas 
Boards and not to suicide prevention programmes. 


ANDREW MALLESON. 


Queen Street Mental Health Centre, 
999 Queen Street West, 

Toronto 3, Ontario, 

Canada. 
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RELATIVES’ REACTIONS TO THE 

TRANSFER OF LONG-STAY MENTALLY 

HANDICAPPED IN-PATIENTS 


Dear Sr, 


In July 1972 a new unit for the mentally handi- 
capped was opened in Wakefield, Yorkshire. The 
Leeds Regional Hospital Board has planned that 80 
long-stay in-patients at a hospital in Leeds, approxi- 
mately 15 miles away, should move to the new 
hospital, to relieve overcrowding at the Leeds hospital. 
The preparations for the movement of these patients 
have revealed the fears, worries and uncertainties 
which haunt the relatives of the mentally handi- 
capped. Eligibility for transfer to the new hospital 
was determined on the basis of the patients’ homes 
being in the area which the new hospital would serve. 

A letter explaining the intentions was sent to all the 
relatives of the eligible patients in September 1970, 
at least 18 months before the new hospital was due to 
be completed. The next-of-kin were invited to con- 
sider their wishes and to express their views. It was 
expected that the prospect of a brand new hospital 
nearer to the patients’ homes would be welcome to 
relatives. In the six weeks which followed, 30 per cent 
of the relatives had replied, half agreeing to, half 
expressing reservations about the suggested transfer. 
During 1971 those relatives from whom no certain 
reply had been received and those who had doubts 
were approached again and interviewed by a doctor 
or visited by a social worker. Eventually only three 
did not want a transfer. 

Of deepest concern to the next-of-kin was the 
uprooting of patients from the familiar environment, 
the friends and the staff they knew, even though it 
could be argued that changes constantly occurred at 
the old hospital. Relatives attached less importance 
to nearness or ease of visiting. 

There are future hopes of placing many mentally 
handicapped patients in alternative accommodation, 
but the reactions of relatives in this exercise showed 
that the hospital for the long-stay mentally handi- 
capped is still regarded by many parents as the safe 
repository for their unfortunate children. Trust in 
staff they know and the security of familiar surround- 
ings are valued highly by next-of-kin, who are chary 
of their mentally handicapped relations being ex- 
posed to the unknown or untried, even if it is theoretic- 
ally better for them. 

D. A. SPENCER. 


Meanwood Park Hospital, 
Tongue Lane, 
Leeds, 156 4О В. 
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PYRIDOXINE AND SCHIZOPHRENIA 
Dear SR, 

I wish to report the following pilot study which 
was carried out to see whether pyridoxine would 
be of any therapeutic value in the treatment of 
chronic schizophrenic patients who had only partially 
responded to antipsychotic drugs. 

Fifteen chronic schizophrenic patients (8 women 
and 7 men), ages ranging from 41 to 63 years, 
with a prevalence of age in the forties, and all with 
a history of long-lasting schizophrenia for which in 
the past they had been admitted to hospital more 
than once, were selected. All were free from primary 
symptoms, but remained rather apathetic, with- 
drawn, idle and indifferent, showing no interest in 
their personal habits or their environment. None of 
them had been working for years, and every attempt 
made from time to time in the past to induce them to 
participate in some kind of occupational or vocational 
rehabilitation programme had always failed. Their 
maintenance dose of one of the neuroleptic drugs, 
continued for more than one year, was renewed 
monthly when they attended the out-patients clinic. 

Without any other change in their therapy, during 
the month of September 1970 pyridoxine was added 
to their previous drug-regimen in the dose of 50 mg. 
tid. Аз the drug was prescribed, the patients were 
informed that the new pill was ‘a sort of vitamin’ and 
they were asked to return to the clinic every other 
week, instead of once a month. 

After 4 to 6 weeks of this neuroleptic-pyridoxine 
therapy, 8 out of 15 patients reported a certain 
degree of subjective improvement, claiming to feel 
more alert and responsive, more active and less 
anergic. The improvement was only subjective and it 
was acknowledged only as such, since no noticeable 
clinical change could be elicited by the physician. 
As the therapy continued, however, an improvement 
of their mental status became slowly but progressively 
more and more apparent, and 8 to 10 wecks after the 
beginning of the new drug regimen the patients 
appeared no longer blunted in their affect, nor 
indifferent to their personal habits and their environ- 
ment. While in the past most of tbem had shown 
complete lack of interest in becoming involved in 
conversation, now they were willing to talk about 
themselves and their illness. At the end of the third 
month of therapy the lack of drive and motivation 
and the blunted affect had been replaced in 8 patients 
by feeling of well-being, and they agreed to be 
referred either to occupational therapy or to a 
vocational and rehabilitation programme, and in 
brief became active participants. 

While the number of patients treated is too small 
to be statistically significant and the lack of a control 
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group of patients may cast some doubts on the validity 

of the results, nevertheless, considering the theoretical 

and practical implications, it is the writer’s opinion 

that these results warrant further investigation. 
Luter Bucci. 

Laboratorio di Psicobiologia e Psicofarmacologia, 

00198 — Roma — Via Reno, 1, Italy. 


ANTIDEPRESSANTS IN OBSESSIONAL 
NEUROSIS 


DEAR Sr, 

The beneficial effects of tricyclic antidepressant 
medication in patients with obsessional neurosis have 
previously been reported from this Department (1). 

A blind crossover controlled trial is planned to 
test the effects of clomipramine in obsessional neurosis 
and in anxiety states with prominent obsessional 
features. The crossover will take place at six weeks. 

Because of the small numbers of new cases with 
obsessional neurosis that present in hospital practice, 
it is difficult to undertake trials at a single centre. 
We would therefore like to explore the possibility of 
organizing a multi-centre project. 

Communication with this Department from those 
wishing to take part in the trial will be welcome. 
We would also appreciate notification of patients 
with obsessional symptoms so that either these can 
be rated personally, or assistance in rating can be 
given. 

A. FREED. 
T. A. KERR. 


University Department of Psychological Medicine, 


Royal Victoria Infirmary, 
Newcastle upon Tyne, МЕт 4LP. 
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CATATONIA FROM FLUPHENAZINE 


Dear Sr, 

Long acting fluphenazine has been successfully 
used in chronic apathetic schizophrenics to increase 
their working capacity. But in one such case, reported 
here, the reaction produced was undoubtedly 
catatonia, and on removal of the drug and with 
treatment by antiparkinsonian drugs there was 
improvement in the catatonic as well as the extra- 
pyramidal symptoms, and the patient reverted to 
his original clinical state. 
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Case history 

J.A., aged 46, was mute, apathetic with a vacant 
expressionless facies, and often showed impulsive aggressive 
outbursts. He was unemployable, ate too much and 
became obese. The case was diagnosed by several psych- 
latrists as one of catatonic schizophrenia and no special 
treatment was tried. 

In February 1972 his case was reviewed, his diagnosis 
confirmed and it was decided to treat him by fluphenazine 
decanoate 12:5 mg. every fourteen days along with 
orphenadrine 50 mg. t.d.s. and perphenazine 4 mg. t.d.s. 
For the next three months he did not show any improve- 
ment in his clinical state, when his fluphenazine dose was 
increased to 25 mg. weekly. But within the next two weeks 
he developed ataxia, and fluphenazine was stopped. His 
condition deteriorated further, he refused to move even 
in bed but obeyed simple commands. He showed flexibilitas 
cerea and refused food and drink. There was excessive 
salivation and urinary overflow incontinence. The con- 
dition was considered to be one of catatonia induced by 
phenothiazine therapy. 

After about three months from cessation of fluphenazine 
therapy, the patient gradually showed improvement in his 
condition and started eating solid food. By the next two 
months the patient was back to his original clinical state 
namely spending most of his time sitting in a chair, mute, 
and with an expressionless face. He refused to work, but 
would eat and dress himself. 

Phenothiazines act on the extrapyramidal centres 
of the midbrain. Catatonic complications of pheno- 
thiazine therapy have been described previously. It 
has been postulated that phenothiazines block the 
action of noradrenaline (NA) in the midbrain and 
that there is excessive rise in other catecholamine 
namely 5-hydroxy-tryptamine (5-HT). In the mid- 
brain area there is normally a higher level of 5-HT 
than NA, and the result is the production of extra- 
pyramidal symptoms. 

It can be assumed that in catatonic schizophrenia 
the basic 5-HT level of the brain is raised. Fluphena- 
zine decanoate injection rapidly increased the 5-HT 
level in the midbrain and thereby aggravated our 
patient’s catatonic symptoms. 

It may be concluded that long acting phenothia- 
zines are unsuitable for catatonic schizophrenia. 

U. J. De. 
Harmston Hall Hospital, 
Harmston, 
Lincolnshire. 


PARENT-CHILD RELATIONSHIPS AND 
HOMOSEXUALITY 
Dear Sm, 

Your November issue ((1972), 121, 525-8) has a 
report by Graham Robertson оп ‘Parent-child 
relationships and homosexuality’. In it he declares 
that in our book, Homasexuality—A Psychoanalytic Study 
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of Male Homosexuals, my colleagues and Y emphasized 
the mother-son relationship, but, he implies, we did 
not stress the disturbed father-son relationship as he 
says Bene did. 

Actually, ours was the first study to emphasize and 
statistically demonstrate the critical importance of the 
detached and hostile father in the aetiology of male 
homosexuality. For example: ‘We have come to the 
conclusion that a constructive, supportive, warmly 
related father precludes the possibility of a homo- 
sexual son; he acts as a neutralizing, protective agent 
should the mother make seductive or close-binding 
attempts’ (p. 311). We devoted an entire chapter to 
the father-son relationship and I would suggest that 
Robertson should read it. Inall mysubsequent writings 
on the subject, I have underscored the central role a 
disturbed father-son relationship plays in the genesis 
of male homosexuality. 

Robertson also criticizes our study as being based on 
‘second hand’ information. These purported ‘second 
hand’ data were given by a group of 77 highly 
qualified psychoanalysts who answered hundreds of 
items tapping parent-child relationships in the cases 
of 106 homosexuals compared with 100 heterosexuals. 
Each analyst knew his patient’s background and 
history in fine detail. Our volume was published over 
ten years ago, and since then I have taken careful 
histories in my psychiatric examinations of more than 
800 male homosexuals; this number has included 
patients representing all socio-economic strata and 
the major ethnic groups. I have also examined about 
30 parent pairs of male homosexuals as well as 
children and pre-adolescents who were in a high risk 
population for homosexuality. The findings described 
in our study were completely supported by my later 
information. 

Robertson, on the other hand, obtained his material 
from ‘the rather limited information available from 
the case notes’ of a group of out-patients of two 
hospitals. Because of this limitation the author was 
able to use only 13 items to tap the complexity 
of parent-child relationships. Clearly, Robertson's 
methodology is utterly lacking in reliability and 
rigour, yet he declares that our most carefully re- 
searched findings fit ‘rather too neatly into a classical 
dynamic mould, and one suspects a certain degree of 
bias in the reporting of the analysts'. Further, 
Robertson falls back on the skewed sample argument: 
‘It should be recognized that Bieber et al. used an 
abnormal section of the homosexual population for 
their study, i.e. they relied on reports about only those 
men who could afford to undergo lengthy psycho- 
analysis and were thus using an above-average 
population with regard to educational background.’ 
In 1960 Gordon Westwood. reported a study of 127 
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British male homosexuals, most of whom were work- 
ing class men and only very few had ever had psychi- 
atric treatment. Those questions that tapped parent- 
child relationships produced information completely 
in accord with our own. In 1969, Snortum et al. and 
Evans independently reported on their studies of 
non-patient male homosexuals. They had no contact 
with any member of our research team but used those 
items from our published work that concerned 
parent-child relationships. The type of patterns each 
author noted in a heterogeneous non-patient sample 
matched the descriptions of our own sample. 

Shortly following the publication of our book, the 
London Times Literary Supplement of 17 August 1962 
bad this to say: ‘The conclusions reached are of great 
interest . . . the authors’ views are supported by 
evidence which has been collected in such a way that 
subjective bias is excluded as far as possible; and until 
further equally careful studies have either supple- 
mented or disproved this work, it must be allowed to 
stand.' Robertson's study does not appear to qualify 
for this role. IRVING BEBER. 
132 East 72nd Street, 

New York 21, 

N.Y., U.S.A. 
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MMPI PERFORMANCE IN CHRONIC 
MEDICAL ILLNESS: THE USE OF 
COMPUTER-DERIVED INTERPRETATIONS 

Dear Sm, 
Goldstein and  Reznikoff (2), exploring the 
adequacy of computer interpretations of the MMPI 
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performance of chronically ill renal patients, suggest 
that such a group may erroneously be labelled as 
hypochondriacs when they are in fact merely de- 
scribing their medical disorder. This conclusion is 
based upon their finding that a sample of patients 
receiving haemodialysis treatment for chronic renal 
failure had significantly higher mean scores on the 
hypochondriasis, depression, and hysteria scales than 
did a group of general medical patients; and on 
differences on the frequency of the appearance of 
computer-derived interpretative statements in the 
protocols of the two groups. 

While we do not dispute the potential for the mis- 
interpretation of any psychological test, we do contend 
their misuse is not a function of whether the particular 
instrument is scored and interpreted by computers or 
by men. If the MMPI is used only as a means of 
‘labelling’ patients, it is a misuse. When used to 
assist the physician in understanding and identifying 
certain psychological adjustments the patients are 
making to their life situation, including their physical 
illness and its treatment, he, not the computer, must 
accomplish the integration of pertinent data. To do 
otherwise is a misuse. 

We further feel that the data presented by Gold- 
stein and Reznikoff are not sufficiently compelling 
to conclude that their chronic patients were erro- 
neously labelled. To begin with, the significant 
elevations on the hypochondriasis, depression and 
hysteria scales for the haemodialysis group appears 
to be based upon a comparison with a control group. 
Although the authors are to be commended for their 
use of control subjects, it should be noted that the 
testing of this group was done ‘in the convalescent 
stage’. The haemodialysis group must be considered 
in a treatment phase. We cannot help but wonder if 
an MMPI given to the control group immediately 
prior to their being treated might not have shown 
more somatic concern and anxiety; if so, the differ- 
ences between the groups would possibly not have 
been significant. One might ask if the mean scores of 
the haemodialysis group on these scales were above 
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Proportion of haemodialysis and general medical patients having statement 
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Haemo- General 
Statement dialysis medical t Significance 
patients patients 
Moderately depressed, worrying, preoccupied 59 23 2:46 *05 
Considerable number of physical complaints, etc. 41 14 2:08 *05 
Consider psychiatric diagnosis "e x s 36 27 *65 N.S 
Great number of chronic physical complaints, etc. 36 23 “99 N.S. 
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a T score of 70, which is generally considered to be a 
significant elevation. A more direct proof of the 
authors’ explanation for score elevations would be 
a demonstration of significant group differences in 
the frequency of response to those items on the scales 
concerned with ‘physical symptoms’. These data are 
not presented. 

Goldstein and Reznikoff essentially obtain their 
estimate of the potential for misinterpretation from a 
comparison of the ten most frequently printed MMPI 
statements about the haemodialysis group with the 
corresponding frequencies for the general medical 
group. We have recast some of these data and derived 
Table I, which shows the proportion of individuals in 
each group having certain printed MMPY statements 
alluding to depression, presence of psychiatric condi- 
tion and physical complaints, and the significance of 
ihe difference between the proportions. It is interest- 
tng to note that the difference in the number of 
general medical and haemodialysis patients that 
would be considered for psychiatric diagnosis is non- 
significant. Using this index, one cannot conclude a 
great tendency or potential to misdiagnose the 
chronically ill group. Considering the nature of their 
illness and treatment, it would be surprising if the 
haemodialysis group were not more depressed, 
worried, and pessimistic and did not have more 
physical complaints from the control group. These 
data argue for the concurrent validity of the MMPI 
rather than against it. For these reasons, we feel the 
following represents a more constructive, compelling 
interpretation of the data. 

First, if the MMPI is to assist the clinician in 
detecting neurosis in his patient, then it is the clini- 
cian’s responsibility to be aware of concurrent 
systemic disease and/or concomitant physiological 
symptoms. This can be accomplished via a complete 
medical work-up of the patient. The results of the 
psychological testing are reviewed and interpreted 
within this context. 

The kinds of scale combinations identified as 
elevated for the haemodialysis patients suggest a 
psychophysiological reaction, with anxiety, de- 
pression and possible deep-seated psychosexual 
passivity (1, 4). The MMPI in this instance, regard- 
less of how it is scored, has accomplished the job 
intended by Hathaway and McKinley (3). We argue 
the haemodialysis patients are indicating difficulty in 
coping with the realities of their illness and treatment 
via MMPI self-report. They are identifying where 
they need help. While everyone uses defence mecha- 
nisms, in this case the defence mechanisms being 
employed may be exercised daily for an indefinite 
duration. It would be healthier to assist the patients 
in accepting reality, since they will probably need this 
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treatment indefinitely. Denial and reaction formation 
are implied by Goldstein and Reznikoff (2) as being 
reflected in the masculinity-femininity scores. These 
defence mechanisms are considered by us as less 
reality-oriented than rationalization. Although in this 
instance reality is unpleasant, it is nonetheless the 
reality the patients recognize and need help to cope 
with, 

The elevations on the hypochondriasis, depression 
and hysteria scales are possibly suggestive of the 
techniques being employed by the patient to control 
anxiety and depression. But, more important, it 
demonstrates the anxiety and depression experienced. 
We suggest it is more constructive to focus on these 
aspects of MMPI interpretation. To conclude that the 
use of computer-derived interpretive statements 
increases the potential for misinterpretation of 
chronically ill medical patients is erroneous, since one 
of the purposes of the MMPI is to assist the physician. 
If it is the physician’s, clinician’s or diagnostician’s 
responsibility to be aware that the patient is being 
treated for chronic renal failure, then it is inconsistent 
to label the patient ‘hypochondriac’. The integration 
of the medical history and psychometric data is 
accomplished by the clinician, physician or diag- 
nostician, not the computer. As an objective ancillary 
procedure, the MMPI has accomplished its intended 
purpose in assisting the physician by identifying 
certain psychological adjustments they are making 
to their physical illness and its treatment. It is in this 
spirit that these kinds of procedures should be em- 
ployed to aid in understanding and assisting the 
patient rather than simply labelling him. 

JOHN FRaccHIA, 
CHARLES SHEPPARD. 
ELIZABETH RICCA. 
ЅІЮМЕҮ MERLIS. 
Research Division, 
Central Islip State Hospital, 
Central Islip, 
N.Y. 11722, U.S.A. 
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NEGATORS IN THE SPEECH. OF 
DEPRESSED PATIENTS 

Dear Sm, 

In ‘Depression, defence mechanisms in speech’, 
Hinchliffe et al. (Brit. J. Psychiat., 118, 471-2) 
showed that depressed patients made significant use 
of negators compared to non-depressed patients. 
From this analysis of spontaneous speech they 
inferred the existence of a denial defence mechanism. 
Reacting to this psychodynamic bent Silverman in 
‘Negators in speech and unconscious denial: a 
“refutation’’’ (Brit. J. Psychiat., 121, 311-14) tried to 
explain away Hinchliffe’s results. 

This he tried to do in two ways. First, he wanted to 
account for the significant use of negators by de- 
pressed patients in free speech—a finding which was 
first documented by Weintraub and Aaronson in 1964 
—merely through ‘linguistic theory’. Second, he 
questioned the inference from the use of negators to 
the existence of an unconscious denial defence 
mechanism. According to him, 

*. . . words associated with normal moods might 
well be expected a priori to be commoner than those 
expressing depression, i.e. their opposites, and it is 
probably simpler to negate a common word than to 
search for an antonym with a lower word fre- 
quency. Moreover, “word searching" is often 
impaired in depression.’ 

By supplying alternative statements touching on 
the symptoms of depression—one of which contained 
a negator—Silverman aimed to ‘test this general 
hypothesis’. 

However, the underlying reasoning and the 
clarity of the hypothesis are seriously in doubt. It is 
one thing to conjecture that words associated with 
normal moods are more common than those ex- 
pressing depression. It is an entirely different matter 
to accept it on a priori grounds, as Silverman does. 
Words associated with normal moods might well be 
used as often as those associated with depressed moods. 
Thus, without empirically substantiating this vague 
claim, the basis of Silverman's refutation is hollow. 

As for the experimentation, one would expect a 
refutation to use the same basic measures as the 
findings to be refuted. But Silverman prefers to use 
the Wakefield Self-Assessment Depression Inventory, 
instead of keeping to the Zung Scale, as used by 
Hinchliffe. Some of the sentences he used—only 12 
in all—do not even logically relate to the kind of 
word-searching phenomenon he is trying to infer. 
For example, ‘I don’t sleep as well as usual’ v. ‘I sleep 
more poorly than usual’, and “Т don't have as much 


CORRESPONDENCE 


appetite as usual’ v. ‘I have less of an appetite than 
usual'. Here he is not offering his subjects alternatives 
between words and their opposites. And where the 
alternative sentences do contain opposites, c.g. ‘I feel 
sadder than usual’ v. ‘I don’t feel as happy as usual’ 
and so on, can one claim that ‘sad’ is used less often 
than ‘happy’ in ‘normal moods’? So basic are these 
points to research, and so trivial the experiment, that 
one wonders what Silverman was even testing, let 
alone refuting. Is it then surprising that he found no 
preference for sentences containing negatives by the 
depressed patients? 

Part of the problem is that Silverman works within 
an over-constricted theoretical framework. What 
passes for 'linguistic theory! in his behaviourist 
scheme of things is only a simplistic version of a 
possible linguistic theory. To posit a ‘word searching’ 
phenomenon as against a denial defence mechanism 
as mutually exclusive is unnecessary and unjustified. 
Word searching is not necessarily to do with tbe 
frequency of word use. It is quite feasible that word 
searching is also determined by cognitive, emotional 
and motivational factors. 

Silverman’s second criticism now assumes less 
importance. It is quite invalid to infer from the 
significant use of negators to a denial defence mecha- 
nism in the psychodynamic sense. But not because one 
cannot infer from an empirical framework to a 
Freudian framework, as Silverman claims, but 
because Hinchliffe and his co-workers did not show 
the presence of anxiety or threat in their experiment. 
Nevertheless, their basic finding supporting Wein- 
traub and Aaronson's initial work about the signi- 
ficant use of negators still stands. 

Their finding would be best interepreted in terms of 
a cognitive framework. In line with the growing 
recognition of the cognitive determinants of beha- 
viour, it is conceivable that the significant use of 
negators represents a cognitive construct system 
processing information in a negative form. This ties 
up with Beck's work showing the negative themes in 
the cognition of depressed patients (Depression— 
Clinical, Experimental and Theoretical Aspects, 1967). If 
this is so, there is much scope for further research in 
this area—using the method of recording verbal 
samples (cf. Beck, p. 240). But to impose artificial 
and trivial conditions would prevent one finding the 
kind of results one would be looking for. 

ВААНМ NORWICH. 
University of Bristol, 
Department of Mental Health, 
41 St. Michaels Hill, Bristol, BS2 DZ. 
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ST. ANDREW'S HOSPITAL 
NORTHAMPTON 
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St. Andrew's Hospital is a private psychiatric hospital, situated in 130 acres of parkland in the 
county town of Northampton. In general, patients are admitted to Isham House, a recently 
opened luxurious reception unit in the grounds, which is equipped for the investigation and 
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Further particulars, including fees, may be obtained from the Medical Director, St. 
Andrew's Hospital, Northampton (Tel. 0604. (Northampton) 21311), who can be seen in 
consultation by appointment at the hospital. 


PSYCHIATRIST 


... to join a team of medical workers at Grendon Psychiatric Prison, Bucks, which offers a 
therapeutic community for the treatment of offenders suffering from moderate to severe personality 
disorders. The Prison has accommodation for 200-300 adult and adolescent male patients. 


There are EEG facilities (linked with the Department of Neurophysiology, Churchill Hospital, 
Oxford) and a Surgical Unit (linked with Stoke Mandeville Hospital, Aylesbury). Individual 
psychotherapy is also provided for suitable cases. 


Opportunities for research and for obtaining higher qualifications are available, Grendon is 
accredited by the Royal College of Psychiatrists for training for the M.R.C.Psych, 


Candidates must be fully registered as medical practitioners in the U.K. and should be ex perienced 
psychiatrists, having a special interest in psychotherapy. 

Starting salary may be above the minimum of the scale £4,313—£6,045, plus appropriate environ- 
mental allowances. Promotion prospects. Non-contributory pension scheme. 

For full details and an application form (to be returned by 22 March 1973) write to Civil Service 


Commission, Alencon Link, Basingstoke, Hants RG21 1JB, or telephone Basingstoke 29222 ext. 
500, or London 01-839 1992 (24-hour answering service), quoting S(D)/630. 


Home Office 
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ABBREVIATIONS TO WORLD MEDICAL PERIODICALS 


Acta genet. (Basel); Acta Genet, med. (Roma); Acta med. scand.; Acta neurol. (Napoli); Acta neurol. belg. ; 
Acta neurol. lat.amer.; Acta neuropath. (Berl); Acta neuroqsiq uat. argent.; Acta paedopsvchiat.; 
Acta psychiat. (Kbh.) ; Acta psychiat. scand. ; Acta psychol. (Amst.) ; Acta psychother. (Basel); Acta, luso- 
esp. Neurol.: Allg. Z. PEE: Amer, J. clin. Path.; Amer. J. Dis. Child. ; Amer. J. hum. Genet. ; Amer. 
J. Med.; Amer. J. med. Sci.; Amer. J. ment. Defic. ; Amer. J. Orthopsychiat.; Amer, J. Psychiat.; Amer. 
J. Psychoan. ; ; Amer. J. Psychol. ; ; Amer, J. Psychother.; An. port. Psiquat.; Ann. Eugen.; Ann. intern. 
Med.; Ann. med.-psychol.; Ann. Neurol. Psichiat, (Perugia); Ann. Neuropsichiat. Psicoanal.; Ann, N.Y. 
Acad. Sci; Arch. argent. Neurol; Arch. Dis. Childh.; Arch. gen. Psychiat. (Chic.); Arch. intern. 
Med.; Arch. Neurol. (Chic); Arch. Neuropsiq. S. Paulo; Arch. Psychiat, Nervenkr.; Arch. Psycho- 
anal.; Arch. Psychol. 

Boll. Accad. med. Roma; Brain; Brit. J. Addict; Brit. J. Crim.; Brit. J. Delina.; Brit, J. educ. Psychol; 
Brit. J. med. Hypnot. ; Brit. J. med. Psychol.; Brit. J. prev. soc. Med.; Brit. J. Psychiat.; Brit. J. Psychol. ; 
Brit. J. soc. clin. Psychol. ; Brit, med. Bull. ; ; Brit, med. J.; Bull. Los Angeles neurol. Soc.; Bull. Menni iger 
Clin.; Bull, N.Y. Acad. Med. 

Canad. J. Psychol.; Canad. med. ne d Canad. psychiat. Ass. J.; Cervello; Child Develop. ; Confin, neurol. 
(Basel); Confin. psychiat. (Basel); С.К. Soc. Biol (Paris). 

Dis. nerv. Syst. ; Dtsch. med. Wschr.: Disc h. Z. Nervenheilk. 

Electroenceph. clin, Neurophysiol; Encéphale; Epilepsia (Алта); Eugen, Rev.; Evolut. psychiat. 

Fed. Proc., Folia psychiat. neerl.; Folia psy chiat. neut. Jap.; For tschr. Neur, Psychiat. 

Genet. Psychol. Monogr.; Geriatrics. 

Inform. psiquat.; Inform. psychiat.; Int. J. clin. exp. Hypnos.; Int. J. indiv. Psych.; Int. J. Psycho-Anal.: 
Int. J. Sexol.; int. J. soc. Psychiat.; Int. Rev. Neurobiol. 

J. abnorm. soc. Psychol. ; RE Amer. med. Ass. : | Amer. psychoanal. Assoc.; J. appl. Physiol.; J. appl. Psychol. ; 
J. Child Psychiat. (N.Y); J. Child Psychol. ; J. chron. Dis.; J. clin. exp. Hypnos. : J. clin. exp. Psychopath. ; 
J. clin. Invest.; J. dn Psychol: 1. comp. Neurol; J. comp. physiol. Psychol; J. cons. Psychol.: 

. exp. Psychol.: J. gen. Psychol. ; J. genet. Psychol. ; J. Geront.; J. ment. Defic. Res.; J. ment. Subnorm.; 

. ment, Sci.; J. nerv. ment. Dis.; J. Neurol. Neurosurg. Psychiat. : J. Neuropath. : Jj. Neurophysiol. ; 

. Neuropsychiat.; J. Neurosurg.; J. Personality; J. Physiol. (Lon d.) ): b Project. Tech.; J. Psychol. 

. psychosom. Res.; J. Soc. Psychol.; Johns Hopk. Hosp. Bull. 

Lancet; Lav. neuropsichiat. 

Med. psicosom. (Roma): Ment. Hyg. (М.Ү); Mschr. Kinderheilk.; Mschr. Psychiat. Neurol. 

Nature; Ned. Г, Geneesk; Ned. T. Psyc hdi Мемела: Neuro-chirurgie; Neurology (Bombay) ; Neurology 
(Minneap.); Neurol Neurochir. Psychiat. Pol; Neurol. Psichiat. Neurochir.; Neuropharmacology; 
Nord. psykiat. Medlemsbl.; Nord psykiat. T.; Note Riv. Psichiat. (Pesaro). 

Occup. Psychol. 

Postgrad, med. J.; Presse méd.; Proc. Amer. psychopath. Ass.; Proc. Mayo Clin.; Proc. roy. Soc. Med.; 
Proc. Soc. exp. Biol. N.Y.; Psichiat. Neuropat.; Psyche (Heidelberg); Psyche (Paris); Psychiat, Enf.; 
Psychiat. et Neurol. (Basel) ; Psychiat. Neurol. med. Psychol.; Psychiat-neurol. Wschr.; Psychiat. Quart. 
Psychiat. Res. Rep. Amer. psychiat. Ass.; Psychiatry; Psychoanalysis: Psychoanal. Quart.; Psychoanal. 
Rev.; Psychol. Bull,; Psychol. Monogr.; Psychometr. Monogr.; Psychosomatics; Psychopharmacologia 
(Berl) ; Psychosom. Med.; Psychotherapy. 

Quart. J. exp. Psychol. ; Quart. J. Med.; Quart. J. Stud. Alcohol. 

Rass, Neurol. veg.; Rass. Studi psichiat.; Res. Publ. Ass. nerv. ment. Dis.; Rev. franc. Psychanal.; Rev. 
neurol.; Rev. Neuropsychiat. infant.; Rev. Psiquiat. Psicol. méd.; Riv. Neurol.; Riv. Neuropsichiat. ; 
Riv. Pat. nerv. ment, ; Riv. Psichol.; Riv. sper. Freniat. 








Schweiz. Arch. Neurol. Psychiat.; Schweiz. Z. Psychol.; Science; Sist. Nerv. ; Sociometry; Scot. med, J. 

Trans. Amer. neurol. Assoc. ; Trans. Amer. Phycns. 

Wien. Arch. Psychol. Psychiat. Neurol.; Wien. Z. Nervenheilk.; Wld ment. Hlth. 

Z. Kinderpsychiat.; Z. Psychoanal; Z. Psychol; Z. psycho-som. Med.; Z. Psychother. med. Psychol; 
Z. Sex.-Forsch.; Z. Tierpsychol.; Zh. Nervopat. Psikiat. 
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subjected to | 


The water torture 


emepronium bromide (Cetiprin)* is of value In patients with nocturnal urgency 

in the management of imperfect bladder morning urgency incontinence, Cetiprir 
control in general practice Over 75 per dose of 400ma before retiring at night i 
cent of the patients showed good or usually curative 

excellent response J. Obstet. Gynaec. Brit. Cwith.. 79 


Practitioner, 204, 705 (1970 


The unwitting passage of urine is one of th« 
most serious social disasters which can 
ifflict anyone 

ttleworth, K. Е (197 Brit. me 4 


Dikili üremi 
Cetiprin 


ty KABI MES Kabi Pharmaceuti 


als Ltd, Bilton House, Uxbridge Road, Ealing, London W5 2TH 
Telephone : 01-567 4717 of 01-579 
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Bergen Pines County Hospital — Columbia University Affiliated Hospital 


PSYCHIATRIC RESIDENCIES 
APPROVED RESIDENCY PROGRAM 


Applications are invited for residency appointments in psychiatry. Didactic 
work will be carried out at Columbia University and full clinical exposure will 
be given in all areas of adult and child psychiatry in the extensive facilities of 
Bergen Pines County Hospital situated in lovely countryside twenty minutes 
from New York City. 


This comprehensive program will also include assignments in community, drug 
abuse and alcoholism programs. Third year electives will include clinical 
administration (chief residencies) and research. There will be an emphasis in 
this program on the fundamental principles of community psychiatry. Vacancies 
in all years available. Starting time can be made flexible. Salaries competitive. 





Please send applications to 
Dr. Nathan S. Kline, Director of Psychiatry 
Bergen Pines County Hospital 
Paramus, N.J. 07652 





INSTITUTE FOR RESEARCH INTO MENTAL RETARDATION 


@ Learning, Speech and Thought in the Mentally Retarded 
Edited by A. D. B. Clarke, Ph.D. and the late M. M. Lewis, M.A., Ph.D. 
Proceedings of Symposia 4 and 5 held at the Middlesex Hospital Medical School, London, in 
October 1969 and March 1970. Throughout the book, attention is focused upon language: its 
nature, its development in the constitutionally normal and handicapped, some theoretical 
controversies among experts in this field, and the development of appropriate techniques for 
teaching language to the mentally retarded. 
1972 92 pp. illustrated 0 407 24950 8 £1.80 


@ Mental Retardation: Occasional Papers 2, 3 and 4 
Kenneth S. Holt, M.D., F.R.C.P., D.C.H.; Sheila Hewett, B.A., Ph.D.; 
Elspeth Stephen, M.A., Dip.Ed. and Jean Robertson, B.Sc., Dip.Psychol. 
Three important papers on issues basic to the care of the mentally retarded. The authors explore 
some facets of the immense social changes which have taken place during the past century and il- 
luminate aspects of the social background againstwhichthe problem of mental handicap develops. 
1973 180 pp. illustrated 0 407 26830 8 £2.50 


@ Mental Retardation: Prenatal Diagnosis and Infant Assessment 
Edited by C. P. Douglas, M.B., Ch.B., F.R.C.O.G., F.A.C.S. 
and К, S. Holt, M.D., F.R.C.P., D.C.H. 
Proceedings of Symposia 6 and 8 held at the Middlesex Hospital Medical School, London, in 
June 1970 and March 1971. A valuable discussion of the scientific knowledge being harnessed 
by the clinician to present a better picture of the infant in its intra-uterine environment, and of 
the place of infantassessmentin the detection of abnormalities and prediction of future potential. 
1972 72 pp. illustrated 0 407 26850 2 £1.80 


Obtainable through any bookseller, or from the publisher 
The Butterworth Group 88 Kingsway, London WC2B 6AB Bu 
Showroom and trade counter: 4-5 Bell Yard, WC2 
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Forte 


helps your physically 
ill patients on the 
road to recovery 


SERENID* FORTE promptly controls the 
anxiety which so often hinders 
recovery from physical illness. 

Patients on SERENID FORTE sleep 
better at night yet remain calm and 
alert by day. SERENID FORTE can be 
co-prescribed safely with most other 
drugs used for the treatment 

of physical illnesses. 


NRT ————. aA 
mmi ' 


— € —— 


Serenid Forte -part of the treatment for your physically ill patients 


SERENID FORTE is supplied as red/green capsules 
containing 30 mg. oxazepam SERENID D is supplied 
as white scored tablets containing 15 mg. oxazepam 
Further information is available on request 
John Wyeth & Brother Limited, Taplow кр” 
Maidenhead, Berks 44 
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REMEMBER THE REMEMBER THE 
ASSOCIATED ANXIETY UNDERLYING DEPRESSION 


Clinical trials ' *? have shown 
Triptafen- DA superior in the treatment 
of depression to either amitriptyline or superior in the treatment of anxiety to 
imipramine given alone chlordiazepoxide 


Triptafen- Minor has been shown to be 


1. Brit. J. Psychiat. 1967, 113, 201 
2. Brit. J. Psychiat, 1969, 115, 693 


Each Triptafe 


пате 5/.5 
Chloride) 


'RIPTAFEN-DA and TRIPTAFEN-Mino! 
weight the scales in the patients' favour 


о Full information is available on request. Triptafen is a trade mark of ALLEN & HANBURYS LTD LONDON E2 61А 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. А, 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


VIH -+ 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 ; 
DM 27.15 / £3.03. 


ISBN 3—8058—1232——5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. HI Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — —Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Illness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers, Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors' 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 





{ S. Karger - Basel : München · Paris : London : New York- Sydney 
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Requiem for a Clinician (Editorial) 

Patients with Acting-out Character Disorders............., John F. Borriello, Ph.D. 

The Telephone in Outpatient Psychotherapy..............., Warren B. Miller, M.D. 

Childhood Status and Adult Schizophrenia.................... Barbara J. Betz, M.D. 


Psychosynthesis and the New Biology of Dreams and Psychotherapy 
Ernest Lawrence Rossi, Ph.D. 
Subjective Culture and Psychotherapy 
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Treatment of a Clergyman: Anxiety Neurosis in a Celibate. . Paul Fredric Slawson, M.D, 


Sibling Position in India 
B. B. Sethi, M.B., M.Sc., D.Sc. and S. C. Gupta, M.A., D.M., S.P. 


Literature as a Therapeutic Tool.............. Sharon Henderson Sclabassi, M.S.W. 
Success Phobia and Retarded Ejaculation.................... Morton Friedman, M.D. 
Universality, a Therapeutic Сопсерї............................ Klaus Kuch, M.D. 
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Prothiaden is an anti-depressant whic] t onlv treats 
depression, but also relieves the anxiety si often assoc- 
iated with depressive illness. A recent studv* has hown 
Prothiaden to be superior to amitriptyline in the treat- 


ment of depressive disorders, and to be much better 


e tolerated. With Prothiaden, your depressed patient 
i a en will have a lot more good days than bad ones. More 
of your patients will recover. 


breaks the web of depressive illness 


* Psychopharmacologia, 1971, 19, 1 


Prothiaden is dothiepin hydrochloride in capsules of 25 тиф 
Full information is available from 


The Crookes Laboratories Ltd., Basingstoke ‚Нап 
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this 


man is an 
island 





He is a phobic patient, living alone with 
his fear and anxiety. Nardil, a proven 
MAO inhibitor, will help bring him back 
to the mainland of society 

The evidence of Nardil’s effectiveness 
in phobic states is increasing with usage 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
failed to alleviate his condition 


*Phenelzine was started in doses of 


15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behav iour, He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months”! 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 
for three years; Nardil was selected as the 
most valuable drug for combination 
therapy in the treatment of phobic states. 





"And patients with atypical depression, 


particularly those in whom phobic 
anxiety symptoms are prominent, 
will respond dramatically and almost 
specifically to the combination 

of an MAO inhibitor, such as phenelzine, 
with chlordiazepoxide or diazepam". 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 

т Brit. 7. Psychiat., 117, 237, 1970. 

2 Practit., 205, 307, 1970. 


NARDIL 


Full information available on request. 
William R. Warner & Co. Ltd., 
Eastleigh, Hants. 


semen у 


Telephone Eastleigh 3131 T 
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The Historical Approach to the Theory of Diagnosis 


By HUMPHREY RICHARDSON 


In this paper I shall discuss certain problems 
which arise in the theory of diagnosis and argue 
that there is a case for applying historical 
methods, as distinguished from scientific me- 
thods, as a possible approach towards solving 
them; and attempt also to show that such an 
approach may have value for generating 
research as well as being of practical use in 
clinical work. 

There has been a revival of interest in the 
theory of diagnosis in recent years. The need 
to satisfy computer programmes, the organizing 
of knowledge to suit programmed learning 
courses, diagnostic scoring as a method (for 
example, Crooks ei al. (1)), and the constructing 
of multiple choice questions, have all had their 
influence. Prof. J. G. Scadding wrote a valuable 
paper on this in 1967 (2) showing that a unified 
concept of disease—in the sense that the names 
of all individual diseases have similar logical 
implications—is not possible. The concept of a 
disease is "logically complex'. Some writers urge 
an operational type of definition in terms of the 
physician instead of the patient (Dudley (3)). 
The diagnosis at any moment is, in effect, a 
statement about what to do next in investiga- 
tion or in treatment. For example, the term 
Epilepsy of Late Onset is nothing but an 
operational signal to order X-rays and the rest. 
No doubt this is one thing that diagnostic terms 
may stand for, but not all that they stand for. 
Names in diagnosis may be quite tentative, 
they may be clinical-descriptive or syndromal, 
or they may stand for concepts fully worked out 
in aetiological and pathological terms. 

In medicine generally, by the application of 
the methods of natural science, whole tracts of 
formerly descriptive diagnoses have been turned 
into scientific diagnoses, aetiologically under- 
stood, and biochemically or physiologically or 
pathologically explained. 

Our position in psychiatry at the present time 


245 


somewhat resembles that of general medicine a 
century ago. The facts on which our diagnostic 
questions are based are still overwhelmingly 
descriptive. Schizophrenia is a word like 
Bright’s Disease; the nosology is a descriptive 
nosology. Because scientific methods have done 
so well for general medicine, we are waiting for 
them to do equally handsomely for us. It isn't 
the view that science hasn't paid off for psychi- 
atry, but that it hasn't paid off yet. Nor is this 
because of any lack of observation and deserip- 
tion and experiment and hypothesis. Much has 
been most carefully done. 

Yet the present situation is far from satis- 
factory. The problem of the classification of 
Depressions obstinately remains in terms of the 
familiar argument as to whether there is simply 
a continuum or whether there are discrete 
types. Schizophrenia either is or is not a true 
disease entity; there may be, perhaps, the 
Schizophrenias. It is either a metabolic disorder 
or an existential problem in sociology. Neurosis 
is either a set of acquired, maladaptive responses 
requiring reconditioning—nothing but symp- 
toms—or else it is a dynamic problem in un- 
conscious activity. Psychopathy is what anyone 
chooses to say it is—a demonstration of environ- 
mental forces or the result of faulty brain activity 
too subtle to detect adequately by known 
methods. Imprecision on a scale like this 
threatens the basis of selection of patients for 
research and makes the comparison of series of 
patients of doubtful value. 

Discussions about these problems often end 
up as disagreements about the meaning of 
words. But it would be naive to conclude that 
those disagreeing were fooling themselves by 
merely talking about words. Behind the words are 
the presuppositions, the things taken for granted. 
It is here that we should look in order to make 
progress and examine what we take for granted 
in the early stages of the diagnostic process. 
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In the last century, when general medicine 
had such problems, the theory of diagnosis was 
much discussed. The theme runs right through 
Hughlings Jackson's writings. He was at pains 
to distinguish two kinds of classification of 
disease 'one scientific, generally called theoreti- 
cal, for the advancement of knowledge; one 
empirical or clinical, for practice. In the scien- 
tific or theoretical, so far as is possible we classify 
diseases as they are departures from healthy 
states—as they show abnormalities of structure, 
function, and nutrition. Empirically, or practic- 
ally, we classify them as they approach certain 
types’ (J. Hughlings Jackson (4)). Writing in 
a descriptive era, he saw that both ways were 
necessary. In the terms he used we may say that 
the effect of applying science to medicine has 
brought about an increasing ability to be able 
to show how diseases are ‘departures from 
healthy states’, Once we can do this we no 
longer have the same need to try to recognize 
them as approaching certain ideal types. Each 
successful elucidation of a disease process 
supplants an ideal clinical type in favour of the 
recognition of divergence from a norm. 

But we have special difficulties. On the 
one hand our patients fail to approach ideal 
clinical types with quite the convenient facility 
that they should. And the variety of their 
presentation is of another order altogether, 
when compared with most physical problems 
in diagnosis. On the other hand, when we try to 
recognize departures from healthy states, we 
have all the immense problems created by 
asking ‘What is the norm?’ and all the qualifica- 
tions introduced by social norms and cultural 
norms. 

These difficulties arise because patients are 
unique and very various. Because they are 
unique we must have an approach which 
doesn’t grind away their individuality. Because 
they are very various we must have a place for 
personality assessment in our diagnostic method 
which allows for such variety, more especially 
because this variety leads to what I will call the 
Principle of Ambiguity. By this I mean that 
psychiatric symptoms are ambiguous because 
personalities vary. Two patients, if sufficiently 
different in personality, may have the same 
disorder and yet show quite different symptom- 
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complexes. Or, conversely, two patients, if 
sufficiently different in personality, may have 
the same symptom complexes and yet have 
quite different diseases. In my opinion, this 
Principle of Ambiguity is not sufficiently taken 
account of. Once accepted, it casts doubt on the 
value of trying to recognize patients as they 
approach ideal clinical types in the Jacksonian 
sense. T'wo patients with phobic anxiety may 
offer a similar picture, and yet we might well 
wish to say that one has a neurosis only and the 
other a metabolic depression. Two patients, 
each with endogenous depression, may appear 
strikingly different if the one is taken up with 
delusional thinking and the other with somatic 
pain. But more important than these distinctions 
is the fact that unless the Principle of Ambiguity 
is explicitly taken into account we may, by 
using current forms of thought, be led to ask 
questions which make it hard for us to see the 
difference between one patient and another. 

We are in a special case, in psychiatry, 
because we have the problems of mind. Much 
of our subject matter is not at all easy to quantify, 
or even possible to quantify. And we may be 
trying to be scientific inappropriately in order 
to be fashionable. Are there other approaches 
which allow us to drag our net more widely 
in the making of conjectures while allowing us to 
maintain a level of criticism which can be called 
scientific in a wider use of the term? We have, 
of course, other approaches—intuitive psychi- 
atry, empathic psychiatry, psychiatry based on 
philosophical systems; existential psychiatry, 
phenomenology, clinical theology. The draw- 
back is subjectivism. It will not do if the test of 
whether a psychosis is present or not depends 
upon whether the psychiatrist is able to feel 
empathy with the patient. 

But there is another discipline, that of history, 
claiming to have methods just as rigorously 
scientific, meaning here by scientific a sustained 
body of orderly, self-consistent thinking about a 
defined body of knowledge, having a theoretical 
structure powerful enough to deserve examina- 
tion. In a sense, we have no choice but to 
consider it. Doctors have always been taught 
that the history is pre-eminent in the making of 
a diagnosis. But, being brought up nowadays as 
scientists, we are not taught what being an 
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historian is. Nobody calls us historians; and, if 
we can’t get much of a history from an individual 
patient it is he who is called the bad historian. 
Whether we like it or not, the roleis thrust upon 
us. It may be objected that there is nothing newin 
urging good history-taking. But I am proposing 
something different. To explain what this is, 
something must be said about historical method. 

The Philosophy of History is in part the study 
of the nature of historical thinking—what 
exactly it is that we are doing when we ask and 
try to answer historical questions. It is a branch 
of philosophy which has received much attention 
in the last hundred years, though such work has 
tended perhaps to have been overshadowed by 
theories of history which are concerned with 
attempts to recognize historical laws, or cycles, 
or recurring themes, all of which are to be 
distinguished as being a quite separate en- 
deavour from the business of thinking about the 
nature of the historical method itself. 

A progression may be traced from the mere 
recording of facts as chronicle to a view of 
history as being testimony based on authorities 
whose evidence was pieced together to form 
what Prof. R. G. Collingwood called 'scissors 
and paste’ history, and thence to a position in 
which history is seen as the result of evidence, 
critically evaluated and assessed. Sources are 
then seen no longer as testimony but as evidence 
on which to base inference. 

Prof. R. G. Collingwood was the most 
powerful exponent in England of the nature 
and significance of this last view, stated in a 
number of papers written in the 1920’s and 
1930’s, and in his book The Idea of History 
published in 1946 after his death. His theory 
runs very briefly like this: historical evidence 
does not consist of ‘bare facts'—a mere collec- 
tion of data, however accurate, is not enought— 
the bare facts must be elements in a piece of 
reconstruction which must be tested against 
evidence critically assessed, and then made 
coherent and self-consistent. And the bare facts, 
however accurate, however sharply defined, are 
not in reality bare facts unattached to any 
generalization or speculation. There is first a 
point of view, a standpoint, rooted in pre- 
suppositions from which one asks a question. 
The question varies with the standpoint and 
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dictates what factors are observed. One only 
sees what one is looking for. 

But also, what happened is subordinate to why 
it happened; for what is to be studied is not 
events but actions. To a scientist an event is an 
event; for an historian it is an action. 

Central to his theory is his distinction between 
what he calls the outside and the inside of an 
event. By the outside of an event he means 
everything belonging to it which can be de- 
scribed in terms of bodies and their movements. 
By the inside of an event he means that in it 
which can only be described in terms of thought. 
Collingwood says the historian ‘may begin his 
work by discovering the outside of an event, but 
it can never end there; he must always remember 
that the event was an action, and that his main 
task is to think himself into this action, to discuss 
the thought of its agent’ (Collingwood, R. G. 
(5)). The use of the word action in this context 
may be expanded by quoting Collingwood’s 
view that for mind there is no analogy to 
anatomy. ‘. . . in the case of a machine we 
distinguish structure from function, and think of 
the latter as depending on the former. But we 
can do this because the machine is equally 
perceptible to us in motion or at rest, and we 
can therefore study it in either state indifferently. 
But any study of the mind is a study of its activi- 
ties; if we try to think of a mind absolutely at 
rest, we are compelled to admit if it existed at 
all (which is more than doubtful) at least we 
should be quite unable to study it.’ 

There is no useful analogy between the facts 
of natural science and the facts of history. The 
value of generalization in natural science 
depends on the fact that the data of physical 
science are given by perception, and perceiving 
is not understanding. Generalization is needed 
to understand. But to reveal the inside of an 
event and show the thought—the mind at work 
in it which makes it recognizable as an action— 
is to understand it. It then ceases to stand in 
need of generalization. Not that there is no 
place for generalization to be done; but it is to 
be done about the method and the criteria to 
be used, and not about the actions, which are 
themselves unique. 

History, so conceived of, is a scientific way of 
looking at unique actions involving minds in 
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order to understand them. Collingwood argues 
that the historical method is the only one by 
which we can know the mind of another. And 
the object of history is human self-knowledge. 

Inevitably, this is a bald and compressed 
statement of Collingwood’s theory of history. 
There are problems in it, not least that which is 
caused by the meaning of the phrase ‘the 
thought of its agent’. To show ‘the mind at 
work’ in an event is not necessarily the same 
thing as showing the ‘thought’ in it. He appears 
to place too exclusive an emphasis on thought 
as the sole or at least the pre-eminent determinant 
of action; and what he means by thought has 
been the subject of discussion by later writers 
(Walsh, W. Н. (6), Debbins, W. (7), Mink, L. O. 
(8)). But he does claim to provide a scientific 
_ way of looking at unique actions involving 
minds in order to understand them. 

How might the approach to diagnosis be 
influenced by such a view of historical method? 
Firstly, with regard to the facts of the patient's 
own story, an historian would say that we rely 
too much on what he would call chronicle or 
testimony, and that we don't critically evaluate 
evidence to a standard he would accept. No 
doubt we use commonsense and a healthy 
scepticism, but we risk missing a lot because 
we are not primarily seeking out historical facts; 
we are trying to spot the familiar features of an 
ideal type, endogenous depression or first rank 
symptoms or the like; or else we are spotting 
oddness as deviation from what we take to be a 
norm. Secondly, as well as evaluating critically 
the facts of the story, we need to know what is 
the patient's norm, his own healthy state, and 
this means obtaining not just the facts of the 
illness but his own story in a wider sense, with a 
view of his own social and cultural setting and 
also his own personality type. 

This assessment is vital because it enables us 
to ask: does his story make sense, for someone 
of his personality type, in terms of the forces 
acting on him? Is it congruous or not? Whether 
the story forms a consistent whole is an histo- 
rian's question. I would wish to set great store 
by this question of consistency or congruity, 
and to emphasize that congruity doesn't mean 
only that the story itself hangs together but that 
it also fits the personality type. 
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There are two difficulties in adopting such a 
position. The first is the practical difficulty of 
finding a satisfactory theory of personality types 
which can generate useful test material. It is 
familiar ground that no personality tests are 
free from criticism. In my own opinion the 
scheme proposed by Jung (9), which uses, as 
well as extraversion and introversion, the four 
types of thinking, feeling, sensation and intui- 
tion, is of considerable practical value. I hope 
to be able, in a later paper, to give substance to 
this opinion using the Myers-Briggs Inventory. 
The second difficulty is a theoretical one con- 
cerning the nature of the distinction between 
neurosis and psychosis. The Principle of Con- 
gruity demands a clear-cut distinction. In this 
matter the Maudsley Hospital has for many 
years, ever since the time of Prof. Mapother, 
propagated a philosophy of gradualness. I refer 
to the line of thinking which says, for example, 
that affective disorders gradually progress from 
normal moods to mild despondency and on and 
on to deepest melancholy, or that neuroses get 
gradually worse until they become psychoses. 
Dr. Kráupl-laylor, in his Psychopathology says 
‘today it is realized that there is no definite 
boundary line between psychoses and neuroses’ 
(Kráupl-Taylor, Е. (10)). Now, worsening is 
no criterion. An illness may progress from one 
of the very mildest degree to one of the most 
severe and we would not wish to say it had 
changed from one illness into another. And there 
are very mild psychoses and very severe neuroses. 
'This is not the place to argue out this problem 
at the length it needs. Here it is sufficient to 
suggest that the difficulties in it may derive 
from attempts to classify neuroses and psychoses 
either in terms of deviations from a norm or in 
terms of ideal clinical types, and that these 
difficulties fade away if the neurosis/psychosis 
dichotomy is seen as an expression of the 
historical question of whether or not the patient's 
story, in its setting, for a given personality type, 
is either congruous or incongruous, Defining the 
problem in these terms enables us to say that 
though it may not always be possible or 
necessary in every case to say on which side of 
the boundary a patient should be placed, such 
a boundary does exist in principle, and that to 
draw it requires an historical method. 
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What sorts of inquiry about diagnosis would 
these ideas generate? Of course, in parts of our 
subject we do have diagnoses of practical value 
in terms of ideal clinical types—for example, 
mania. And we do have fully elucidated diseases 
which are recognized as divergences from 
physical norms. But these are exceptions. We 
live with terms like Atypical Depression, 
Schizo-affective state, Psychogenic Psychosis; 
and we distinguish depressive-state-with-anxiety 
from anxiety-state-with-depression, and de- 
pression with paranoid colouring from paranoid 
state with depression; and we have patients 
who are ‘almost’ schizophrenic. Such ambiguities 
as these are all signals for an inquiry on historical 
lines. 

What practical investigations could be under- 
taken? Firstly, a series of cases could be assessed 
in terms of congruity/inconguity and the findings 
compared with conventional diagnosis in terms 
of neurosis/psychosis. Neurosis and psychosis are 
still not dead words, however debased by vague 
usage. They can still be used in clinical dis- 
cussion and be understood without pause for 
definition. They must mean something. Such an 
investigation might help to make more explicit 
what this meaning is. It is a difficulty in a paper 
such as this that there is no short way to demon- 
strate histories; and readers familiar with 
expositions on the scale of Dr. H. G. Baynes’ 
Mythology of the Soul may wish to argue that the 
making of histories is too elaborate and lengthy 
and time-consuming to be practical politics in 
the normal clinical setting. This may be true. 
I am concerned to argue here that there is in 
principle a method which may illuminate the 
significance of the terms neurosis and psychosis, 
and which may perhaps help to explain their 
lively survival in the face of years of attempts to 
water down and indeed extinguish the dicho- 
tomy which they express. 

Secondly, the use of the historical method 
might assist in the classification of depression. 
For example, Dr. John Pollitt (Pollitt, J. (11)) 
draws attention to the variety of presentations 
of depression—what he calls an elusive situation. 
His solution is to offer a possible vegetative 
nucleus of symptoms which he calls functional 
shift symptoms which don’t appear to depend 
on the recognition of altered mood or altered 


249 


thinking; and he makes an interesting case for 
confirmatory studies. The opposite end of this 
approach would be to try to correlate personality 
types with varieties of presentation of depression, 
perhaps the most obvious being somatic con- 
version symptoms in the extravert sensation type 
as the best available mode of expression of 
illness. There are others less obvious, for 
example the relationship between ideas of guilt 
and the personality type (which does of course 
involve a fresh consideration of the status of the 
word ‘feeling’ in the widely used term ‘feelings 
of guilt’). The object of such investigations 
would be to demonstrate and identify those 
symptoms which varied with the personality 
type. Once identified, they could be discarded 
in this context as not being of the essence of the 
illness 

Thirdly, there is the contribution which an 
historical method may be able to make to the 
general problem of classification. If we adopt 
such a classification as that given by the late 
Prof. Frank Fish in Clinical Psychopathology 
(Fish, F. (12)), we are committed to a concept 
of psychotic-like states occurring in what he 
calls abnormal variations in mental life, distinct 
from the functional psychoses. The phenomena 
which this concept is designed to identify causes 
difficulty, especially in the diagnosis of schizo- 
phrenia. As is well known, many American 
schizophrenics can be cured simply by crossing 
the Atlantic for re-diagnosis. Only by an 
historical analysis can we demonstrate that a 
psychotic-like reaction is congruous for a 
particular individual in a particular setting. 
There is at present a particular need to try to 
find some concept which enables us to make a 
practical distinction between those who have 
schizophrenia and those who have not. For the 
word is being stretched to such a width that 
already we are having to speak of ‘real’ schizo- 
phrenics. 

More important than any of these instances is 
the possibility that such an approach may help 
towards redefining the limits and the nature of 
our subject. At present we are still trying to be 
all things to all men, seeing unequivocal physical 
illness at one minute and problems in social 


health at the next, using medicine or depth- 
psychology or ethology or,gociology by turns. 
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Some problems may fit a medical model very 
well; others do not. In psychotherapy, when 
asking Jung’s question: what is this man’s 
story ?—is he living out his story as he should? 
—we are asking an historical question. And 
when a diagnostic interview becomes an act 
of treatment as well, this is not always simply 
because of the relief of sharing an anxiety pre- 
viously suppressed or unrecognized; sometimes 
it is the result of an access of self-knowledge 
gained by thought about the past, and such 
thinking is historical thinking. 

The use of the historical method offers an 
additional way of looking at individual patients 
which avoids the problems caused by trying to 
recognize deviation from a norm, and allows 
assessment without trying the case for fit against 
an ideal clinical type, making use of a Principle 
of Ambiguity which relates the symptoms to the 
personality type, and a Principle of Congruity 
which relates the history to the personality type. 

It is the purpose of this paper to suggest that 
it has value in defining an approach to the 
individual patient, who so often doesn’t fit 
such pigeon-holes as our present concepts 
provide for us to put him in. I believe that it is 
only by considering afresh our basic approach 
to patients that we can solve one of the big 
problems of our time: how to attain precision 
in our view of the individual. If we apply the 
methods of science alone we lose the individual; 
and soon we are speaking of cohorts. We force 
the individual into a mould which allows 
scientific appraisal and lose him in the process. 
On the other hand, if we describe him merely 
by the fullest observation and simply know a 
lot of facts about him or try to reach him by some 
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attempt at empathy, we become too anecdotal 
to be useful. 

It may be said that such an approach is 
already followed, though not explicitly. Were 
this to be so, then we can only be helped by 
making it more conscious and explicit; and thus 
add substance to Prof. Collingwood’s claim that 
the application of historical methods would do 
for the twentieth century what the application 
of scientific methods did for the century before. 
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Psychiatric Illnesses: Some Inferences from Symptomatology 


By A. E. MAXWELL 


INTRODUCTION 

In an earlier paper (Maxwell, 1972) the diffi- 
culties met in a dimensional approach to the 
description of symptomatology were discussed. 
In that study a representative sample of patients 
was considered under the three broad diagnostic 
categories, neurotics, affective psychotics and 
schizophrenics, and it was seen that all had a 
basic core of symptoms of the type generally 
referred to as ‘neurotic’, which lent themselves 
fairly well to a dimensional description and 


which indeed accounted for the greater part of - 


the covariability of the symptoms in all three 
categories. But in addition the schizophrenics, 
and to some extent the affective psychotics, 
showed further symptoms of the type generally 
referred to as ‘psychotic’, though these occurred 
in a patchy and less general way than did the 
‘neurotic’? symptoms. As a consequence these 
symptoms were not amenable to a dimensional 
description, nor did they lead to clear-cut 
typologies, as Everitt, Gourlay and Kendell 
(1971) have already shown. 

In the earlier study the author had accepted 
without question the diagnoses of the patients 
given by the psychiatrists who examined them. 
But in the course of inspecting the data it 
became clear that from a statistical viewpoint 
the lines of demarcation between the categories 
employed by the psychiatrists were not quite 
those which the data, considered on their own, 
indicated would be the most optimal. It was 
therefore decided to reanalyse the data in the 
light of the demarcation lines which the data 
themselves suggested, and to present the re- 
analysed results for consideration. At this point 
it is well to emphasize that the data in question 
do not contain information about the case- 
histories of the patients, nor can they be deemed 
to reflect fully all the considerations which the 
interviewing psychiatrists felt compelled to use 


in making a diagnosis. The reanalyses may thus 
in some measure be unfair to the psychiatrists. 


Tae Data 


The list of variables for analysis appears in 
Table I and is the same as that used in the earlier 
study. Variables 25 to 44 inclusive in the list are 
taken to be representative of ‘psychotic’ vari- 
ables. They have negligible incidence in the 
neurotic sample and are automatically omitted 
where it is concerned. 

The original sample of 146 schizophrenics 
(Maxwell, 1972) was now examined, and it was 
found that there were 15 patients who had no 
scores on the psychotic variables and a further 
15 who had negligible scores on them. It was 
therefore decided to transfer these 30 patients 
to the affective psychotic sample. On the other 
hand, amongst the original sample of 146 
affective psychotics, 66 patients had no scores 
on the psychotic variables, while 24 patients, 
mainly diagnosed as manic or circular psycho- 
tics, had quite an array of scores on them, and so 
it was decided to transfer these 24 patients to 
the Schizophrenic sample. These transfers gave 
a new ‘Schizophrenic’ sample of 140 patients 
with a reasonable incidence of scores on all 44 
variables, and a new ‘Affective Psychotic’ 
sample of 152 patients for which variables 25 to 
44 could be omitted as being of little or no 
apparent consequence. 


A REANALYSIS OF THE DATA 


As in the original study, log-scores were used 
as an aid to the elimination of positive skewness 
in the data. The mean scores for the original 
sample of 95 Neurotics and for the new samples 
of 152 Affective Psychotics and 140 Schizo- 
phrenics appear in Table I. For variables 1 to 
24 the means tend to decrease as we pass from 


251 


252 


TABLE I 


Variables with mean scores for Neurotics and the newly- 
Jormed Affective Psychotic and Schizophrenic samples 


Affective Schizo- 
Variables Neurotics psychotics phrenics 
1. Worry i 0-666 0* 541 0:400 
2. Muscular tension 0:673 0:556 0: 503 
3. General anxiety » 0:516 0:390 0° 337 
4. Signs of anxiety .. 0-418 0:414 0'429 
5. Situational anxiety .. 0:345 0: 169 0* 103 
6. Phobic avoidance 0: 362 0:171 0'095 
7. Specific autonomic 
symptoms 0'425 0:279 0:167 
8. Slowed thought 0:575 0'520 0*503 
9. Retardation .. .. 07491 0:371 0* 305 
то. Shyness and sensitivity 0-426 0: 382 0-433 
II. Low self-opinion 0'510 0:497 0* 390 
12. Depressed mood . 0:873 0:707 0:576 
13. Signs of depression .. 0:304 0:348 0:276 
14. Somatic symptoms .. 0:505 0:468 0:358 
15. Irritability 0'440 0:369 0:326 
16. Hypomania .. 0'059 0-163 0'134 
17. Obsessions... 0:174 0-144 0:089 
18. Fading interests 0:390 0'334 0:276 
19. Lack of concentration 0-418 0:329 0:262 
20. Depersonalization .. 0-150 0° 133 0:224 
21. Perceptual disturbances 0-064 0:102 0:257 
22. Complaints of poor 
memory E .. 0'258 0* 190 196 
23. Lack of insight .. 07107 0:240 453 
24. Motor symptoms .. 0:057 O*12I 170 


25. Frequency of voices.. 

26. Subjective thought disorder 
27. Delusions of control . . 

28. Delusions of reference 

29. Delusions of persecution 

30. Delusions of grandeur 

31. Religious delusions .. 

32. Fantastic delusions .. 

33. Sexual delusions А 

34. Delusions of self-depreciation 
35. Somatic delusions 

36. Hallucinations 

37. Other delusions 

38. Affective accompaniments of experience 
39. Blunting a re: 

40. Abnormalities of behaviour 
41. Non-social speech .. 

42. Restricted quantity of speech 
43. Manner of speech .. 

44. Incomprehenaibility . . 


9090000000000000000000000 
o 
со 
= 





Neurotics to Schizophrenics, but there are 
exceptions, notably variable 23 (lack of insight), 
in which the trend is strongly in the reverse 
direction. 

Correlation matrices for the three samples 
were now obtained, but for reasons of space 
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they are not reported in full here. As a first step 
in investigating them, factor analyses were 
carried out and the factor loadings, after 
varimax rotations, are given in Tables II, III 
and VII. Comparison of the factors must be 
made with care, since all the variables common 
to the three analyses do not necessarily have the 
same interpretation in each sample. This is 
especially so in the case of variables 20, 21 and 2 3. 








TABLE II 
Five factors for the Neurotic sample 
a ee 
Factors 
Variables 
I II III IV V 
I. 0:47 0°33 0.32 
2. 0-64 0-36 0:28 
3. 0°34 0:62 0°44 
4 0:34 
5- 0°97 
6. 0-88 
7. 0.27 0:73 0:38 
8. 0:58 0:24 0:25 0°31 
9. 0:46 0-23 
10. 0°20 0+ 64 
II. 0-22 0°45  —0:26 0°45 
12. 0°39 0:28 —0:30 0:38 
13. 0-32 0:26 0°32 
14. 0°45 
15. 0°33 0:29 
16. 
17 0-26 
18 0-77 
19 0:67 
20 0:29 0:39 
21 0:52 
22. .. 0:99 
29. .. —0:20 —0:23 0°45 
24. .. 0:67 





(Loadings less than 0-20 in absolute value omitted) 


Comparison of the results given in Tables II 
and III shows that there is a broad resemblance 
between the first five factors for Neurotics and 
Affective Psychotics respectively, since the higher 
loadings in the two tables appear in correspond- 
ing positions. These five factors are tentatively 
labelled: 

I Retarded depression, 
II General anxiety, 
III Selfdepreciation, 
IV Motor symptoms, 

V Delusional mood. 
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Tase III 
Six factors for the newly-formed Affective Psychotic sample 
Factors 
Variables 
I B II IV V VI 
CENE 0:39 0:63 0:24 
2. . 0:89 0'59 
3. . 0:73 0:21 O:Q1  O':21 
4e 0°45 0:38 
5. . 0:24 0:26 o-86 
6. . 0:27 0-21 0-82 
Tes 0:65 0:37 
8.. 0:73 0:86 0:23 
9. . 0:67 0:20 
10. 0:90 о:31 0'50 
II. 0°49 0:23 0:66 0:23 
I2. . 0:55 0-43 0°50 
18. . 0:46 0:27 0:26 0:43 
14. . 0:40 0:99 
I5. . 0:30 0:33 0:41 
16. .. —0:38 —0:20 0:23 
І 0:20 
18. .. 0:70 0-30 
19. 0-76 0:24 0:24 
20 0:28 0°34 0:29 
21 0:61 
22 0:44 0:27 
28. .. —0:20 —0:32 0-22 
24. ..  O'2I 0:82 





(Loadings less than 0-20 in absolute value omitted) 


The first three of these also appear as the first 
three factors for the Schizophrenics (Table IX); 
indeed in all samples these three factors tend to 
account for the greater part of the covariation 
of variables 1 to 24. Compared with Neurotics 
the Affective Psychotics have an additional 
‘factor’, namely, 
VI Phobic avoidance, 

but it is largely artifactual (Maxwell, 1972), 
indicating primarily that within the Affective 
Psychotic sample there is a small subgroup of 
patients who tend to have symptoms 5, 6 and 7 
in common. For a similar reason the excessively 
high loadings shown by these three variables on 
the second factor in Table II should not be 
taken at face value. 

In view of the general resemblance between 
the factors found for Neurotics and Affective 
Psychotics, and the additional fact that the 
mean scores (Table I) for these categories of 
patient do not differ dramatically, the question 
arises as to what the distinguishing features, 
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statistically speaking, between the two cate- 
gories really are. To investigate this point more 
fully a closer look at their respective correlation 
matrices was taken. It revealed an interesting 
and rather unexpected difference for the vari- 
ables 8, 9, 10, ІІ, 12, 14, 18 and 19. The inter- 
correlations for these variables are given in 
Table IV, and it is seen that for the Affective 


Tase IV 
Correlations for eight specific variables for (a) Neurotics, 
(b) Affective Psychotics, (c) Schizophrenics 
(a) 


9 10 її 12 14 18 19 























8. .. 0:487 0:343 0:304 0:449 0:281 0:463 0:540 
9. .. 0:172 0:348 0-381 0-318 0-427 0:305 
0. .. 0:848 0:221 0:199 0:025 0:223 
ll. 5 0:539 0:128 0:224 0-239 
TBren 0:298 0:364 0:307 
14. 0:942 0:234 
18. о: 506 
(b) 
8. .. 0-618 0:428 0:573 0-613 0:435 0-584 0-742 
Oo эх 0°415 0:525 0:575 0-311 0°571 0:568 
IO. .. 0:603 0:545 0:312 0:416 0:390 
Bier us 0:722 0:345 0-621 0:505 
12. 0:493 0:643 0:569 
14. 0:453 0'448 
18. 0:687 
(c) 
8. .. 0-530 0:422 0:416 0°551.0°373 0:394 0:517 
Qe is 0:299 0:382 0:441 0:377 0:451 0:476 
10. .. 0'475 0:439 0-309 0:291 0:348 
Ils 0:562 0:388 0:341 0:353 
12. 0:342 0'446 0:451 
14. 0:212 0:274 
18. .. 0:503 





Psychotics they are consistently larger (on 
average by 64 per cent) than those for the 
Neurotics. In the same table the correlations for 
Schizophrenics are also given, and they are seen 
to occupy an intermediate position between 
those for the other two groups. 

Now, given bivariate normality, the size of a 
correlation coefficient as determined by samples 
from a population is known to vary as the 
standard deviations of the variables vary, being 
depressed where the sample is a highly selected 
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one with consequent diminished scatter in the 
scores. In view of this it is necessary to examine 
the standard deviations of the eight variables in 
question in the three samples of patients. They 
are shown in Table V, and it is seen that 
whereas those for Neurotics tend to be lower 
than their counterparts, for the other two 


TABLE V 
Standard deviations of the eight variables involved in 
Table IV, for scott ee Psychotics and 
Schizophrenics 


Standard deviations 





Variables Affective Schizo- 

Neurotics Psychotics phrenics 

8. Slowed thought 0:981 0:417 0:360 
9. Retardation .. .. 0'298 0:330 0:911 
10. Shyness and sensitivity 0'303 0:325 0:328 
11. Low self-opinion 0-291 0'344 0'301 
12. Depressed mood 0:282 0'389 0:387 
14. Somatic symptoms .. 0:259 0:283 0: 282 
18. Fading interests . 0:246 0:311 0'259 
19. Lack of concentration 0: 295 0-309 0:287 


groups the differences in general are small. It 
thus appears that the marked differences 
between the respective correlation matrices 
cannot be explained away in terms of differences 
in the observed variances of the variables. But 
the distribution of the variables in the respective 
populations is also a relevant issue, and in this 
respect the problem of comparison is more 
complicated. At the outset we may note that 
à broad classification of patients into Neurotics, 
Affective Psychotics and Schizophrenics does 
not necessarily imply three homogeneous popu- 
lations, for psychiatrists tend to divide the 
patients in each population into about six sub- 
categories. However, from a statistical viewpoint 
these subcategories are not clearly defined, and 
when combined they tend to give flattened 
distributions of scores rather than multimodal 
distributions. In the present study the best that 
can be said is that of the 44 variables under 
consideration, the eight referred to in Tables IV 
and V do tend to have similar distributions 
from one sample to another. In addition the 
distributions tend to be unimodal in shape, 
apart from an excess of zero scores (most pro- 
nounced in the Schizophrenics sample) which 
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arises from the way in which the psychiatrists 
score the variables (see Maxwell, 1972). All 
things considered, it seems only realistic to 
conclude that the gross differences in the correla- 
tion matrices (Table IV), at least for Neurotics 
and Affective Psychotics, are not due to distribu- 
tional differences in the variables, and conse- 
quently it is well to look for an alternative 
explanation for them. 


A MODEL For INTERPRETING CORRELATIONS 


Correlation coefficients are notoriously diffi- 
cult to interpret without the aid of a model. In 
the case of cognitive variables the problem was 
faced many years ago by Godfrey Thomson (see 
Thomson, 1948, chapter 3) and a model similar 
to that which he used may be of value in the 
present situation, especially as it was developed 
in the context of factor analysis. 

Thomson depicted the brain as consisting of a 
very large number, say N, of elemental com- 
ponents, which for concreteness we may think 
of as the neurons, or perhaps as the modifiable 
synapses in the brain (see Brindley, 1967; 1969). 
He postulated that the performance of a given 
mental test or task involved a proportion p of 
these components, chosen at random from all 
N components. He then showed that for two 
tests, 1 and j, sampling proportions р; and р; 
respectively of the components, the most likely 
value of the correlation coefficient between 
them was given by 4/ (p;p;). Using this model, 
he also showed that when several tests of 
homogeneous content are considered simulta- 
neously their intercorrelations can be accounted 
for by a single general factor, g, on which the 
loading pj, of test i on the factor is 4/pi, while 
the communality of the test is given by p; itself. 
But in practice it frequently happens that some 
of the tests chosen are rather specific in content. 
If, as Thomson argued, it is assumed that these 
sample from a fraction only of all the compo- 
nents of the brain, then the expected values of 
their inter-correlations will be increased. In this 
instance a single general factor on its own will 
prove inadequate to account fully for all the 
correlations, and additional (group) factors have 
to be postulated. 

Thomson’s model was later elaborated by 
Bartlett (1937; 1962), who showed that, on 
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statistical grounds alone, it led directly to the 
psychologists’ concept of a general factor 
supplemented by group factors. This finding 
added great weight to the plausibility of the 
model and to its potential value in the inter- 
pretation of experimental results. 

On the basis of Thomson’s model it is clear 
that an increase in a correlation coefficient from 
one population to another could be due to 
either or both of the following causes. The 
variables might sample greater proportions of 
the basic mental components in one population 
than in the other or they might sample more 
selectively in one population than in the other. 
Here it is necessary to emphasize that the 
comparison does not necessarily imply that the 
numbers of basic components (i.e. the N-values) 
are the same in the different populations, since 
it is the proportions rather than the absolute 
numbers of components which are being com- 
pared. 


A TENTATIVE EXTENSION ОЕ Тномѕомѕ MODEL 


A close examination of the content and 
structure of the Mental State Schedule used by 
the psychiatrists in collecting the data under 
analysis reveals that it is concerned largely with 
recall on the part of the patients of worries, 
anxieties and other subjective impressions of 
their mental condition, and with an external 
assessment on the part of the psychiatrists of the 
patients’ states—physical, affective, sociable, 
and so on. The variables in Table V fall in the 
former category. 

In applying a model similar to Thomson’s to 
explain the differences in the correlation 
matrices in Table IV we now assume that the 
variables in question reflect activity in a large 
number of basic components, probably neurons, 
in the brain. A comparison of our three samples 
can then be made in terms of factor analyses of 
the respective correlation matrices which pro- 
vide estimates of the p-values of the variables 
and indicate the degree of selectivity of compo- 
nents from one sample to another. 

In the case of Neurotics and Schizophrenics 
two factors were found to account adequately 
for the correlations, but an additional factor of 
small magnitude was required in the case of 
Affective Psychotics, though it probably arose 
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because of the larger sample size for this 
category. It thus appears that the overall 
degree of selectivity of basic components is 
similar from one sample to another. Of the 
factors extracted the first one in each analysis 
was dominant, and consequently it seemed 
sensible to base the estimates of the p-values of 
the variables on just a single factor for each 
sample. These values are estimated by the 
squares of the loadings on the single factors, and 
they are given in Table VI. 





Taste VI 
The p-values of eight variables in the three samples 
p-values 
Variables Affective Schizo- 
Neurotics Psychotics phrenics 
8. Slowed thought 0:528 0-629 0:543 
9. Retardation .. .. 0:382 0:504 0:426 
IO. Shyness and sensitivity 0-120 0* 355 0-311 
1I. Low self-opinion 0:247 0-621 0'419 
12. Depressed mood .. 0-389 o: 664 0:554 
14. Somatic symptoms .. 0:185 0: 286 0:244 
18. Fading interests . 0°396 0:627 0:354 
19. Lack of concentration 0:392 0:637 0:437 
Average a .. 0°336 0* 540 0*41I 


Inspection of the results shows that for all 
eight variables the p-values for Affective 
Psychotics considerably exceed those for the 
Neurotics, with those for Schizophrenics occupy- 
ing an intermediate position. Consequently, 
on the assumption that the model is realistic, 
we may conclude that when presented by the 
psychiatrist with the numerous queries which 
comprise the eight variables in question, 
Affective Psychotics on average employ a 
greater proportion of the available basic 
components of the brain in formulating replies 
than do the other two categories of patient. In 
other words their brains on average are more 
active than those of the other two groups; but 
the model also implies that the responses they 
give to these eight variables should be more 
concordant than those elicited from Neurotics 
and Schizophrenics. 

The excess of neural activity which our results 
indicate for Affective Psychotics, and to a 
lesser extent for Schizophrenics, suggests some 
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malfunction of the inhibitory mechanisms of the 
brain. In this respect one is reminded of the vast 
body of literature (e.g. Payne and Hewlett, 
1960; Hawks and Marshall, 1971) on over- 
inclusive thinking in the case of schizophrenic 
patients, the gist of the argument being that 
such patients are unable to screen out extraneous 
sources of mental stimulation when confronted 
by a specific problem, with the result that their 
brains are called upon to deal with an overload 
of sensory input. The suggestion has been made 
(see Venables, 1964) that acute schizophrenics 
tend to cope with this overload by restricting 
their range of attention: in terms of our model 
this would imply that the N-values for Schizo- 
phrenics were smaller than those for Neurotics. 
Where retarded schizophrenics are concerned, 
the suggestion is (Hawks and Marshall, 1971) 
that a slowing in the rate at which information 
gets processed takes place, but this would not 
necessarily imply a difference in N-values. The 
problem of overinclusive thinking does not 
seem to have been investigated where Affective 
Psychotics are concerned, but our results 
suggest that it might be a fruitful field of 


enquiry. 


Tse New SCHIZOPHRENIC SAMPLE 


We now return to a full analysis of the 
correlation matrix for all 44 variables for 
the schizophrenic sample. This sample has the 
statistical advantage of having had removed 
from it 30 patients with zero or near zero scores 
on the ‘psychotic’ variables and of having added 
to it 24 patients with a considerable incidence 
of non-zero scores on these variables. In one 
sense this addition raises a controversial issue, 
as the group largely consisted of manic patients, 
which in the study by Everitt et al. led to a 
clear-cut manic cluster. Nevertheless the change 
in composition of the schizophrenic sample had 
a noticeably stabilizing effect on the subsequent 
factor analysis of the data as compared with that 
reported earlier (Maxwell, 1972), and it is 
considered to be justified on this account. The 
new analysis yielded 9 significant factors and 
the varimax rotated loadings are shown in 
Table VII. i 

The first three factors, as already noted, are 
labelled respectively, 
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I Retarded depression, 
. II General anxiety, 
III Self-depreciation, 


and correspond to the first three in both the 
neurotic and affective psychotic samples. The 
fourth and fifth factors labelled 


IV Paranoid symptoms, 

V Schizophrenic deterioration, 
both now appear to be sufficiently well defined 
to be rated as substantive dimensions of psy- 
chosis. Factor V, while having high positive 
loadings of 0-736 and 0-718 on blunting and 
manner of speech respectively has negative loadings 
of —0:337 and —o-484 on delusions of reference 
and of persecution respectively, and an examina- 
tion of the patients’ raw scores on these variables 
shows that these two classes of symptoms tend 
to be reciprocally related. In brief, paranoid 
patients are unlikely to show signs of apathy. 

The remaining four factors are labelled 


respectively, 
VI Phobic anxiety, 
VII Grandiose delusions (mania), 
VIII Delusions of control, 
IX  Catatonic symptoms. 


These factors are defined by variables of 
rather low incidence in the sample and so may 
be deemed to be artifactual. As in the earlier 
study, they indicate that there exist small sub- 
groups of patients within the sample with 
rather rare and specific symptoms in common. 
Of particular interest here is the fact that 
variable r6, namely hypomania, is loaded highly 
on factor VII, namely Grandiose Delusions, and 
has negligible loadings on the other factors. 
Perhaps it is not unreasonable to suspect that 
manic patients, in whom manic-type symptoms 
persist, degenerate into chronic psychotics with 
grandiose delusions. 


SUMMARY 

This study was prompted by the observation 
that in the score profiles of patients diagnosed 
either as Affective Psychotics or Schizophrenics 
there was a fairly clear-cut line of demarcation 
between patients who had ‘psychotic’ symptoms 
(variables 25 to 44 in Table I) and those who 
had not. On the basis of this line, certain 
patients in the two original samples were re- 




















BY A. E. MAXWELL 257 
Taste УП 
Factors for schizophrenic sample 
Variables 
I II III IV V VI УП VIII IX 

19. Lack of concentration .. sz ES 7 

9. Retardation T 2s Pe ES 66 
18. Fading interests кз 3 25 63 

8. Slowed thought .. 5 i^ is 68 20 
13. Signs of depression % "s np 24 28 дә 24 37 

I. Worry .. К БЯ a Ps 41 34 

2. Muscular tension nm A a 63 46 

3. General anxiety . s i s 28 73 22 22 

4- Signs of anxiety . vs ES Же 24 21 
12. Depressed mood - Р - us 61 21 48 
21. Perceptual disturbances. ES Ai 28 32 40 33 
20. Depersonalization 25 = a 25 40 25 21 37 

14. Somatic symptoms ES is s 36 2 20 29 

17. Obsessions E m es г 12 24 28 
23. Lack of insight .. n T +. —I19 —32 33 —3I 

5. Situational anxiety um ра za 12 88 

6. Phobic avoidance 2 ee ns 23 86 

7. Specific autonomic dis m ер m II 66 51 

IO. Sensitivity " s 41 28 31 26 

11. Low self opinion | m M ud 46 40 26 

15. Irritability vs AE m m 95 21 25 

16. Hypomania зу es I (2—04 75 
22. Fading memory S es 2s 46 
28. Delusions of reference .. 55 га 18 68 —34 
30. Delusions of grandeur .. - 2.0 I 67 
31. Religious delusions " Pa $e оо 74 
32. Fantastic delusions : "E .. 05 42 
34. Delusions of self-depreciation bs 28 37 
38. Affective accompaniments of experience 25 —21 
25. Frequency of voices .. m E 22 —23 36 
26. Subjective thought disorder .. - I2 26 50 
27. Delusions of control  .. s$ s 17 40 
29. Delusions of persecution "S .. —08 34 —48 30 
33. Sexual delusions T zi ‚о 14 2I —21 22 
35. Somatic delusions às - m I2 бт 
36. Hallucinations .. Şi ы - 19 21 44 
37. Other delusions .. a КЕ 24 05 27 —22 31 
39. Blunting . 23 ss S00 —II 74 
24. Motor symptoms - vx - es 01 21 78 
40. Abnormal behaviour .. ЯЕ .. 05 43 
41. Non-social speech : ka .. 1g 42 
42. Restricted quantity of speech E РА 01 60 35 
43. Manner of speech a 25 .. 05 72 37 
44. Incomprehensibility .. oe 24 оо —37 —22 33 





(Decimal points omitted for reasons of space, and 


allocated so that all patients in the new ‘Schizo- 
phrenic’ sample showed psychotic symptoms 
while those in the new ‘Affective Psychotic’ 
sample did not. The scores for these two newly 
constituted samples together with those for a 
sample of Neurotics were then analysed. 


loadings less than 0-200 omitted on factors ЇЇ to IX) 


In the 24 variables which all three categories 
of patient had in common there was a tendency 
for the mean scores to decrease as one passed 
from Neurotics through Affective Psychotics to 
Schizophrenics, though notable exceptions to 
this tendency existed (Table I). Factor analyses 
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of the correlation matrices of the variables 
showed that the covariation between tbe first 
24 was accounted for, in each sample alike, 
largely by three factors which were labelled: 
I Retarded depression, 
II General anxiety, 
III Selfdepreciation. 

But since this overall resemblance between the 
factors did not greatly assist in distinguishing 
between the different categories a more detailed 
look.at the correlation matrices was undertaken. 
This revealed an unexpected difference in 
“correlational structure for the variables listed in 
"Tables IV and V. In brief the correlations for 
these variables for Affective Psychotics greatly 
exceeded those for Neurotics, with those for 
Schizophrenics occupying an intermediate posi- 
tion. Since these differences did not appear to be 
due to differences in the distributions of the 
variables from one category of patient to 
another, an attempt was made to explain them 
in terms of a neurophysical model of the brain. 
‘The subsequent analysis strongly suggested 
greater mental activity in the case of Affective 
Psychotics, and to a lesser extent of Schizo- 
phrenics, than in the case of Neurotics, and in 
this context reference is made to the widely 
‘discussed topic of overinclusive thinking where 
schizophrenic patients are concerned. 

Finally, the correlation matrix for all 44 
variables for the schizophrenic sample was factor 
analysed. Apart from the specific points already 
mentioned, noteworthy features of the analysis 
(see Table VII) are the clusters of variables 
with relatively high loadings on factors VI to 
IX inclusive. In the first place these clusters 
‘indicate the existence of subgroups of patients 
‘within the sample who show the symptoms in 
question, but of equal interest is the fact that 
the variables concerned have negligible loadings 
‘on other factors. This fact emphasizes the almost 
total isolation of these syndromes of symptoms 
from other aspects of the patients’ mental state 
and indicates the pronounced fragmentation of 
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mental activity which can take place where 
schizophrenic patients are concerned. 
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Use of a Category System in the Diagnosis of 
Abnormal Personality 


By H. J. WALTON and A. S. PRESLY 


From beginnings in imaginative literature 
and philosophy, the study of abnormal person- 
ality was taken up by clinicians who founded 
their investigations on the methods of observa- 
tion and intuition. On the basis of case notes, 
experience and recollection, the pioneering 
psychiatrists constructed descriptive classifica- 
tions which served as an initial taxonomy and 
enabled diagnostic and therapeutic work to 
proceed. 

Prichard (1835) described ‘persons of a 
singular, wayward and eccentric character’, 
and quoted from Pinel (1809) who had earlier 
published an account of a youth of ‘furious 
deportment’ who ‘when unmoved by passion, 
possessed a perfectly sound judgement’. Conolly 
included in his 1830 publication a chapter on 
‘Inequalities, Weaknesses and Peculiarities of 
the Human Understanding, which do not 
amount to Insanity’. One of his anecdotes 
portrays a ‘middle-aged gentleman, who had 
never married, was remarkable for the exactness 
of all his domestic arrangements, and the 
religious punctuality with which he observed 
his dinner hour’. The psychiatrists of the early 
nineteenth century were well aware of such 
disorders as psychopathic personality, obsessional 
personality, etc., although they did not employ 
these terms. 

When Schneider (1923) came to write his 
authoritative work, Psychopathic Personalities, he 
intended the book to be ‘first and foremost a 
description . . .”. In the ‘Illustrative Section’ he 
described ten types of abnormal personality 
or, as he called them, psychopaths: the hyper- 
thymic (expansive) ; the depressive; the insecure 
(sensitives and obsessionals) ; the fanatic (assert- 
ive and combative with over-valued ideas); the 
attention-seeking; the labile (morose and irrit- 
able); the explosive (irritable and outgoing); 


the affectionless (anti-social); the weak-willed. 
(shiftless); and the asthenic (neurasthenic). 
His classification was important for delineating 
graphically a broad range of personality devia- 
tions. His work clouded issues, however, in its 
failure to differentiate clearly between illness 
syndromes and personality types. Indeed, 
Schneider rejected entirely the concept of 
psychoneurosis, holding that a person 'does not 
have a neurosis, he is neurotic, and to gain some 
insight into this is the first thing he has to do' 
(Schneider, 1950). He was eager that such 
patients should not be absolved from *personal. 
responsibility'. . 
Henderson's Psychopathic States (1939) set the 
pattern which subsequently characterized Anglo- 
American practice: he confined attention only: 
to the grossest forms of abnormality, differen- 
tiated by him into aggressive, inadequate and. 
creative forms. The attention given in the 
previous decade to abnormal people with dis- 
order short of sociopathy, those who suffer 
themselves from their disorder but do not cause 
harm to society, was suspended. Later authors. 
(Cleckley, 1964; McCord and McCord, 1964) 
have gone even further, and narrowed the 
category to concentrate on aggressive psycho- 
paths. A recent influential book (Redlich and 
Freedman, 1966) contains no separate section 
on abnormal personality, instead subsuming 
sociopathy in a chapter on ‘Neurotic Behaviour’. 
After бо years of application, the system of” 
classification used in psychiatry has become 
traditional, with marked variations among 
countries (Cooper et aL, 1972). Pathological 
phenomena can only be ordered into classes. 
with confidence if the categories in the classifica-- 
tion scheme are defined with precision. 
Unchecked subjective observations of single- 
clinicians need no longer be the ‘basis of a. 
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diagnostic system. The use of objective tech- 
niques and statistical checks have repeatedly 
supported the clinical viewpoint that discrete 
syndromes or patterns of disorder exist in patient 
populations (Wittenborn and Holzberg, 1951). 
However, psychiatrists do not agree satisfactorily 
in assigning individual patients to categories of 
disorder (Ash, 1949). It is mandatory for a 
classification system to be reliable. Unreliability 
of diagnosis increases in practice when finer 
discrimination into sub-categories is called for 
(Zigler and Phillips, 1961). 

The diagnostic process in psychiatry has been 
more impaired than need be the case, because 
illness and personality have not been differ- 
entiated as separate observational sectors. Ill- 
ness, in contrast to abnormal personality, is 
defined as a state or process which consists of 
signs and symptoms. These manifestations are 
new developments for the patient, such as 
gross anxiety, depression, obsessions, hallucina- 
tions, etc. For each patient evaluated in the 
present investigation, the psychiatrists were 
asked to specify the degree of psychiatric illness 
present. 

As a separate operation the psychiatrists who 
carried out the ratings were first required to 
assess the presence or absence of abnormal 
personality. Personality types, unlike illness 
states, are relatively enduring. Abnormality of 
the personality is considered to be present if the 
history and examination discloses that there are 
overt failures of a lasting and recurrent type in 
the patient’s important personal relationships. 
Emphasis is placed on the deviation being 
observable and not simply inferred by the 
clinician. 

One diagnostic problem applies to the most 
mild deviations, those which only become 
apparent when the patient himself draws 
attention to them. Such minor deviations, 
referred to below аз character disorders, 
although distressing to the patient, may be so 
common in the population that some clinicians 
may prefer to view them as types, and not 
admit them as disorders. Patients, on the other 
hand, may have become aware through greater 
literacy or from the public media that medical 
and psychological measures have been deve- 
loped with ‘promise of alleviating many inter- 
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personal difficulties. Some mildly deviant indi- 
viduals may disclose their problems in relation- 
ships when consulting for another (e.g. physical) 
illness. 

A further diagnostic difficulty encountered in 
practice is that the personality features of a 
patient may be obscured by gross concomitant 
psychiatric illness, and a proper assessment of 
the personality will then be possible only on 
recovery from the presenting illness. 

The view taken of personality in the present 
investigation is that it becomes manifest in a 
person's social relationships, and can be 
regarded as consisting of what people actually do 
in social contexts. To diagnose personality the 
clinician is called upon to explore by clinical 
interview, the person's pattern of relationships 
with other people (including his behaviour to 
the clinician himself). 


THe CATEGORY System or DIAGNOSIS 


The descriptive classification in current 
clinical use has its staunch defenders: *. . . a 
descriptive classification appears far from dead, 
and if properly employed it can lead to a fuller 
as well as a more conceptually based under- 
standing of the psychopathologies’ (Zigler and 
Phillips, 1961, p. 616). A category system for 
diagnosing abnormal personality is justifiable if 
it “conduces to clarity’ (Slater and Roth, 1969) 
by singling out the central features of behaviour, 
e.g. sociopathy, obsessionality, etc., and dis- 
regards the less prominent traits of the patient. 
The labels which have come to designate some 
categories of personality deviation suggest an 
affinity with certain types of psychiatric illness, 
but the implied similarity may be merely 
superficial (Odegaard, 1964). 

The classification scheme for abnormal per- 
sonality used as a basis for this investigation was 
that previously described (Walton et al., 1970) 
which combines two levels, (i) severity, and 
(ii) type of abnormality (Table I). 

Two weaknesses which are apparent in the 
system have been pointed out (Walton et al., 
1970). The mild and severe forms are described 
in terms of the patient’s predominant impair- 
ment in relationships with other persons, while 
the intermediate class bears classical labels 
signifying well-known personality dispositions 
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often thought to be related to psychiatric ill- 
nesses for which similar terms are employed. 


ТАВІЕ I 
Categories of abnormal personality 
o. No abnormality 
т. Mild—character disorder (usually complained 
of by the patient himself) 
(a) withdrawn type 
(b) dependent type 
(c) over-assertive type 
2. Moderate—personality disorder (usually 
identified clinically) f 
(a) schizoid type 
(b) hysterical type 
(с) paranoid type 
ts) cycloid type 
e) obsessional type 
3. Severe—sociopathy (usually identified socially) 
(a) passive type 
(b) aggressive type 


Secondly, although classes are differentiated 
according to seriousness of impairment, patients 
allocated by clinicians to the first two classes 
may be designated as impaired to any degree of 
severity. Psychiatrists may want to label a 
patient as dependent, but grossly so; they may 
want to categorize another patient as mildly 
hysterical, etc. 

A requirement in using a diagnostic schema 
is that criteria of normality have to be set. A 
person was considered normal if he did not 
himself complain of disturbances in his personal 
relationships, and was not perceived by the 
rating clinicians to have such difficulties. 
Abnormality not evident to the psychiatrist but 
complained of as maladaptive by the patient 
himself was classed as mild, a character disorder. 
As indicated above, the view may be taken that 
these are types still within normal limits, and not 
to be classed as pathological. If the abnormality 
was evident to clinicians it was classed as 
moderate, the term personality disorder being 
used to imply an intermediate degree of 
severity. The most gross degree of abnormality, 
sociopathy, was applied when the disorder was 
blatant, obvious to the public in general. 
These two levels of rating, having reference to 
both severity and type of abnormality, pro- 
vided the psychiatrists with а category 
system of eleven descriptive labels. From it they 
were asked to select the one label most appro- 
priate in each case they rated. 
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The degree of inter-rater reliability of this 
diagnostic scheme when applied by six psychi- 
atrists to a sample of 40 patients has been 
reported (Walton et al., 1970). Agreement was 
reached with respect to both level of severity 
and descriptive label in only seven (17:5 per 
cent) cases. Nine cases obtained diagnoses from 
all three levels of severity and with at least 
three qualifying labels. Several factors were 
thought to contribute to this unreliability: lack 
of clarity of definition of the diagnostic terms, 
wide differences in the clinical experience of 
the psychiatrists performing the ratings, and 
wide variation in the amount of information 
available to raters about the cases. 

The present investigation adopted the same 
category system as its basis, but established 
better control over the contaminating factors 
mentioned above. In addition, the psychi- 
atrists were encouraged to make separately the 
two judgements as to (a) the type and (b) the 
severity of the disorder. 


METHOD 

A. Samp'ing. Every patient admitted to H.J.W.’s 
firm in the Professorial Unit of the Royal Edinburgh 
Hospital over a period of 27 months was considered 
for inclusion. Patients were excluded if one or more of 
the following criteria applied to them: (i) over 55 
years of age; (ii) under 18 years of age; (iii) primary 
diagnosis of organic illness; (iv) diagnosis of chronic 
schizophrenia (over two years since first diagnosis) ; 
(v) already included in the sample at an earlier 
admission; (vi) inability to complete the psycho- 
logical tests which were also part of the investigation. 
Of 192 patients admitted during the study period, 52 
were excluded according to these criteria, leaving a 
sample of 140 patients (55 males and 85 females) 
with a mean age of 30-2 years (S.D. 9:9 years). 
These patients were collected in two consecutive 
samples, the second intended for replication purposes 
regarding certain aspects of the investigation (Presly 
and Walton, 1973). The first sample contained 30 
men and 57 women, and the second 25 men and 
28 women. 

B. Conditions of observation. In order to permit the 
rating psychiatrists to make systematic observations 
of patients’ behaviour under specified conditions, and 
in relation to specific stimuli, a defined observational 
procedure was developed. First, a psychiatrist in the 
setting of a twice-weekly ward round gave a com- 
prehensive account of the patient's psychiatric history 
and described the mental state on admission. The 
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case presentation generally took place within one 
week of admission (the mean time between admission 
and presentation was 6-28 days, S.D. 4:14 days). 
The patient was then interviewed by the senior mem- 
ber of staff to clarify further any points not clear from 
the initial presentation. Next, any staff member was 
able to put further questions to the patient. Finally, 
the patient was invited to ask any questions he might 
wish to raise himself. This procedure was standard 
for assessing all the patients, and was devised to 
provide an equal amount of information for all 
psychiatrists rating the case, and also to keep the 
observational setting reasonably constant. Additional 
information was unavoidably available to some raters 
in certain cases, owing to their other contacts with the 
patients. 

C. Rating procedure. The practice of the ward on 
which the present study was carried out is to consider 
the diagnosis of illness and the description of the 
personality as separate issues. Consequently, most 
patients are given an illness diagnosis and are allotted 
a personality type as well, rather than simply being 
labelled one or the other. 

The consultant and two senior registrars of the 
ward rated patients independently and without 
conferring. In all, owing to staff changes, four senior 
registrars took part in the study, and the minimum 
length of experience in psychiatry of the five raters 
involved was 5:5 years. All but one of the five raters 
had worked together for a minimum period of one 
year before the study started, and thus were familiar 
with the classification scheme in use. A glossary of 
diagnostic terms (see Appendix) was provided for the 
raters. They were encouraged to make two separate 
judgements as to: (i) severity (from ‘none’ to ‘severe’) 
and (ii) type of any abnormal personality observed. 
Raters were instructed not to adhere to the associa- 
tion of type labels with degree of severity specified 
in the diagnostic scheme when they felt it did not 
apply. 


RESULTS 


Statistical techniques are available for assess- 
ing levels of agreement for nominal scales (e.g. 
Cohen, 1960; Maxwell, 1970), but the data from 
the psychiatrists’ ratings were not considered to 
fulfil the assumptions underlying these tests, 
especially with regard to independence between 
judgements and scale categories. Also, these 
methods of analysis are of dubious applicability 
with small numbers per cell, as was the case for 
any particular pair of raters in the present 
study. Results are therefore descriptive only, in 
terms of the percentage agreement on allocation 
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to categories, the favoured method in most 
studies of diagnostic reliability (Zubin, 1967). 
1. Severity 

To find out how reliably psychiatrists can 
diagnose patients’ personalities in terms of this 
category system, their diagnostic decisions were 
inspected. Table IT shows the percentage agree- 
ment between raters for level of severity of 
personality type considered separately. 











ТАВІЕ П 
Agreement on level of severity of observed 
abnormality of personality 
2 raters 3 raters 
N % N % 
2 raters in 3 raters in 
agreement 39 68-4 agreement 30 36-1 





No agreement 18 31:6 2/3 raters in i 
' agreement 51 61:4 
Noagreement 2 2°5 

57 83 





Agreement was achieved in 68-4 per cent of 
cases rated by two psychiatrists, i.e. they agrecd 
in deciding whether a patient was normal or 
mildly, moderately or severely abnormal in 
over two thirds of the cases. 

The use of a third rater reduced the percent- 
age agreement almost by half: of patients 
evaluated by three psychiatrists, 36:1 per cent 
were assessed similarly regarding the degree of 
their abnormality. Two of the rating trio 
agreed regarding severity in another 61:4 per 
cent of the cases. 

2. Categories of abnormal personality 

Table III shows the percentage agreement 
between raters for categories of abnormal 
personality. 

Of patients rated by two psychiatrists, an 
agreed personality diagnosis was assigned to 
only half of the cases. 

Of patients rated by three psychiatrists, the 
same label was applied by all three clinicians to 
half the cases. Two of the trio agreed about the 
type of abnormality in another third of cases. 
In 14:4 per cent of the cases seen by three 
psychiatrists, three different diagnostic terms 
were assigned. 
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Taare ПІ 


Agreement on descriptive label given to observed 
abnormality of personality 














2 raters 3 raters 
N % | N % 
2 raters in 3 raters in 
agreement 27 47:4 agreement 40 48:2 
No agreement 30 53:6 2/3 raters in 
agreement 31 37:4 


No agreement 








57 83 


3. Dual diagnostic decisions 

How reliably the psychiatrists operated a dual 
category system, diagnosing the personality of 
patients in terms of both type and severity is 
shown in Table IV. 


TABLE IV 
Agreement on specific categories of personality abnormality 
by level of severity and descriptive label 





3 raters Level of severity 
Agree- Disagree- 
ment ment 
Descriptive Agreement 18 22 40 
label Disagreement 12 3I 43 
30 53 87 


х = 1:935 (N.S.) 





2 raters Level of severity 
Agree- Disagree- 
ment ment 
Descriptive Agreement 22 5 27 
label Disagreement 17 13 30 
39 18 57 


x? = 2:983 (N.S.) 


For both two and three raters, y? tests of 
association did not reach significance. 

There was complete agreement on both 
variables of type and severity for 18 (21:7 per 
cent) of the cases rated by three psychiatrists 
and for 22 (38:6 рег cent) of the cases seen by 
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two raters. It is clear that the level of agreement 


on both variables is considerably less than the 
level of agreement for either variable alone. 
Thus in cases where agreement was reached on 
the descriptive label probability of agreement 
on level of severity was no greater than chance; 
and vice versa. 

With regard to the grouping of descriptive 
labels according to supposedly usual level of 
severity, the psychiatrists had been told that 
they need not adhere rigidly to the proposed 
scheme, and for one in five (21 per cent) of their 
diagnostic decisions they departed from the 
scheme’s suggested association of severity with 
particular types of disorder. 


4. Diagnostic preferences of psychiatrists 

The frequency of occurrence of the various 
descriptive lables in one group of 41 patients 
rated by the same three psychiatrists is shown 
in Table V. 

This was the largest single group of patients 
rated by the maximum number (3) of psychi- 
atrists. 

Two important facts call for comment: (i) 
There are very marked differences in the fre- 
quency of usage of different labels by different 
psychiatrists. For instance, Rater A used the 
category ‘schizoid’ twice as often as the other 
two psychiatrists. Rater B over-used the label 
‘hysterical’ as compared with his two colleagues, 
who were equal in the frequency with which 
they employed this diagnostic category. Rater C 
was liberal in his diagnosis of the ‘dependent’ 
personality type, a category used only half as 
often by Rater A and hardly at all by Rater B. 

It is very clear that psychiatrists showed 
distinct preferences for diagnosing one type or 
another. This finding indicates that the un- 
reliability of the classification system is partly 
due to bias in the individual rater as well as to 
the inadequacy of the system itself. A similar 
conclusion was reached by Raines and Rohrer 
(1955), who found significant differences in the 
frequency with which psychiatrists observed 
different personality types in random samples 
from a large group of officer candidates. Also 
finding that different labels were applied to the 
same subjects, they concluded that observed 
differences between raters reflected significant 
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TABLE V 
Frequency of occurrence of descriptive labels 
Rater A Rater B Rater C 
Descriptive label Total Total Total 
N % N % N % 
None .. o o о о о о o о о o o o 
Withdrawn о о о o I I 2 4°9| о o о о 
Dependent o 6 6 14°6 | o I 1 2:4| 2 11 13 31:8 
Over-assertive .. о о o о o o o o o o o o 
Schizoid 5 6 II 26:8 | 3 3 6 14:6 | 4 2 6 14:6 
Hysterical I 19 14 342 | 2 18 20 48-8 | 1 13 I4 34:2 
Paranoid 2 o 2 49| I I 2 49| I o I 2:4 
Cycloid .. о о о о о o о o o o o o 
Obsessional o I I 2:4 | I 3 4 9:8| o I I 2:4 
Sociopathy, passive 5 2 7 IT:'1| 5 1 6 14:6 | 4 1 5 12:2 
Sociopathy, aggressive о o о о о о о о I o I 2:4 
13 28 41 13 28 41 13 28 41 
aspects of the psychiatrist’s frame of reference, TABLE VI 
for which the evaluation procedure was by Frequency of occurrence of descriptive labels 
way of a _ ‘projective device’. Psychiatrists 36 patients seen by raters A and D 
vary in their greater sensitivity to particular 
facets of the patient’s personality structure, and Rater A Rater D 
greater perceptual neglect of other facets. Descriptive 
Mental sets on the part of psychiatrists could label M. F. Total Total 
also be demonstrated in the diagnoses applied _ _ 
to other sub-samples of patients. Table VI MON ON DEAE 
shows the contrast between Psychiatrists А апа None oo ч а о а 56 
D. Rater A continued to use the category Withdrawn o 1I ri 28|o r с 28 
‘schizoid’ more than his colleague. Rater D Dependent 4 2 6167| 3 9 12 33:3 
diagnosed ‘dependent type’ twice as often as A. Over-asertive .. о 4 4111 o з 3 8:3 
Th wo chus А d din Schizoid 4 5 9250| 3 2 5140 
ese two clinicians were in accord regarding Hysterical бз es ова тона 
hysterical personality disorder. Paranoid о о оо 0 0 оо 
(ii) A second important difference apparent Cycloid .. о о оо о о о о 
in Table VII is the varying frequency with Бани 2 3 5140| 1 1:1 а 56 
which certain labels are applied to men as PPS ay 
7 : . = passive о 1 1 2.8 о І I 2:8 
compared with women. The glaring difference is — sociopathy, 
with regard to the categories ‘hysterical’ and aggresive .. 2 1 3 83] 2 1: з 8-3 


‘sociopathy, passive’. This discrepancy was 
evident also in the earlier investigation (Walton 
et al., 1970). It will be seen that for all five 
raters the label ‘hysterical’ was applied only 
eight times to male patients, compared to 73 
times for female patients. In contrast, all 
psychiatrists more rarely diagnosed passive 
sociopathy in women than in men. Finally, 
schizoid personality disorder was twice as 
commonly diagnosed in men. : 





5. The diagnostic categories most employed 
Inspection of Table V will show that three 
categories were not used at all: (1) no abnor- 
mality ; (1) over-assertive type’ ; and (iii) ‘cycloid’. 
Five out of the 11 diagnostic types accounted for 
93:5 per cent of all the decisions made. Effect- 
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TABLE VII 
Frequency of application of descriptive labels to 
males and females 
M. F. 

Label No. of % of No. of % of 
diag- diag- diag- diag- 
nostic nostic nostic nostic 

decisions decisions decisions decisions 

None .. ё, 2 1*5 1 0*5 
Withdrawn .. 3 2:8 4 1:0 
Dependent .. 24 18:2 52 24:5 
Over-assertive 6 45 10 47 
Schizoid 96 27:3 29 13:7 
Hysterical .. 8 6:1 73 34° 4 
Paranoid 7 5'3 I 0:5 
Cycloid I o:8 2 0:9 
Obsesional .. 14 10:6 23 10:8 
Sociopathy, 

passive 925 18:9 16 15 
Sociopathy, 

aggressive .. 45 I 0:5 
a 
Totals 132 212 


ively, therefore, the list can be reduced to the 
categories: dependent, schizoid, hysterical, 
obsessional, and passive sociopathy. 

Of the total number of decisions made about 
the total sample of patients, 87 "2 per cent were 
accounted for by the same five diagnostic 
categories. No other label accounted for as 
much as 5 per cent of decisions. It is of consider- 
able interest that only one of the five raters 
used the category ‘no abnormality’, and he 
applied it to only 5 per cent of the patients he 
rated. 


Tug CASE FoR A DIMENSIONAL RATHER THAN 
A CATEGORY SYSTEM or DIAGNOSIS 


The results of the present study have again 
demonstrated the inadequacy for clinical pur- 
poses of a category system for classifying 
abnormal personality. The results indicate an 
improvement on the results of the study by 
Walton et al. (1970), most probably due to 
standardization of the level of information 
about patients and the use of experienced raters. 
United States studies of the reliability of the 
diagnosis of personality disorders have con- 
sidered only the descriptive label. The range of 
agreement between raters in these studies of 
reliability is uniformly low and very variable 
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(Zubin, 1967), rarely reaching 50 per cent and 
that usually only for the category of psycho- 
pathy; figures as low as 6 per cent and 8 per cent 
are quoted for other specific categories. The 
results of the present study are in keeping with 
these reports. In the present investigation, for 
both three and two raters, agreement regarding 
descriptive labels failed to reach 50 per cent. 
There was no evidence that agreement was 
better for the categories of sociopathy than for 
the less gross deviations. The low level of agree- 
ment was obtained despite the opportunity in the 
rating situation for bias to operate in the 
direction of greater agreement between psychi- 
atrists who for the most part had worked 
together for some time; they were familiar both 
with the categories in use, and how the other 
psychiatrists applied them. 

'The adoption of a dual diagnostic system for 
abnormal personality raises further difficulties. 
Inter-judge agreement was lowest where agree- 
ment was required both on the level of severity 
and on allocation to a descriptive category. 
Agreement on both variables together was at 
a chance level for both two and three psychi- 
atrists. (Further, for a substantial proportion of 
cases psychiatrists departed from the proposed 
system of attaching specific levels of severity to 
groups of descriptive categories.) 

The results of the present investigation have 
serious implications for the many studies which 
purport to relate personality types to psychi- 
atric illness (c.g. Kringlen, 1965; Holmboe and 
Astrup, 1957; Odegaard, 1964), since most of 
these have classified the personality of patients 
into single descriptive categories. The reliability 
of such classifications has been repeatedly shown 
to be inadequate, and the present study, under 
very favourable circumstances, has failed to 
indicate that sufficient improvement can be 
made to rehabilitate a category system. (It may 
be an appropriate approach to classifying 
symptoms of illness, which have been defined 
as new developments that are relatively 
transient.) 

If the major source of disagreement in 
diagnosis is the inadequacy of the nosology 
(Ward et al., 1962), the question presents: what 
alternative procedure suggests itself for classi- 
fying personality? Traits are continuities, not 
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discontinuities. Rather than simply the quality 
itself, a person has more or less of a particular 
quality. The solution to the classification 
problem may be in the use of a dimensional 
system. 

There is precedent for the use of a co- 
ordinate system in the field of normal personality, 
where profiles are found necessary. Eysenck 
(1959) has found three factors sufficient. Cattell 
(1970), for his purposes, has indicated that at 
least eight second-order factors are to be taken 
into count when describing normal personality, 
the first two of these, Extraversion and Anxiety, 
corresponding closely to Eysenck's E and N. 

The possible application of a multi- 
dimensional system for describing abnormal 
personality requires to be explored (Presly and 
Walton, 1973). Such an approach may have 
greater potential for reliability. That it may be 
appropriate was suggested in this investigation 
by the frequency with which psychiatrists 
indicated they wished to specify more than one 
type, and the variety of labels used in many 
instances for the same patient by different 
psychiatrists. 


SUMMARY 


A category system has been in use in psyhci- 
atry for over 60 years. Psychiatrists are unlikely 
to give up this diagnostic nosology, but objective 
study of their clinical decisions can increase 
awareness of the limitations in current practice. 

With regard to abnormal personality, psychi- 
atrists were found to agree about the severity of 
the disorder in less than half of the patients they 
rated. Diagnosis of the type of disorder was 
similarly unreliable. Disagreement increased 
when psychiatrists attempted diagnoses of dual 
dimensions, inclusive of both type and severity. 

Psychiatrists may do well to keep in mind that 
considerable variation exists among clinicians in 
the selective emphasis they give to particular 
categories. Moreover, they over-use the diag- 
nosis ‘hysterical’ for women, while practically 
reserving ‘passive sociopathy’ for men. A list of 
five categories effectively serves to classify most 
patients: dependent, schizoid, hysterical, ob- 
sessional and passive sociopathy. 

The unreliability of diagnosis casts consider- 
able doubt on those investigations which purport 
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to demonstrate an association of certain psychi- 
atric illnesses with particular personality types. 

Accuracy of personality diagnosis can pro- 
bably be improved by evaluating illness sepa- 
rately from personality in each patient. In time, 
psychiatrists may give consideration to the 
advantages of a dimensional system of per- 
sonality diagnosis, when the patient will be 
described in terms of a profile taking account 
simultaneously of a number of trait dimensions. 


ACKNOWLEDGEMENTS 


This investigation was carried out in Professor Walton’s 
firm in the Professorial Unit of the Royal Edinburgh 
Hospital. Psychiatrist colleagues who assisted us in the 
project and in rating patients were Drs. S. К. Littmann, 
J. Iqbal, A. J. Cooper and G. Barrow. The nursing staff, 
particularly Mr. T. Johnstone, assisted considerably in the 
ward organization which made the investigation possible. 
Dr. Graham Foulds gave valued advice. 
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. APPENDIX 


ABNORMAL PERSONALITY GLOSSARY 
Definition 

No symptoms of (neurotic or psychotic) illness are 
required to make the diagnosis. The abnormality is in the 
personality itself, consisting of deviant patterns in the 
person's observed behaviour. The abnormality is quanti- 
tative, not qualitative (there is no sharp dividing line 
between abnormal personality and the normal). It is also 
durable, i.c. prolonged in time, and socially repetitive. 
The deviation from average behaviour shows itself in the 
patient's relationship with other people. 

Note. Personality disorder is often complicated by illness 
(e.g. psycho-neurosis, psychosomatic disorder). 

Diagnosis 

Two clinical procedures are used by the clinician to 
clicit and determine the extent and type of personality 
disorder: 

1. The patient's account of disturbed and ineffective 
social interactions as his story is elicited, revealing defect in 
the degree and type of his capacity to form relationships. 

2. During examination of the mental state. deviant 
behaviour patterns of the patient can be observed directly 
by the doctor, e.g. over-dependent, or isolated and 
reserved, or aggressive, etc. 

The diagnosis should rest on overt, manifest behaviour 
patterns or responses in personal relationships, which 
would be evident to all skilled clinicians observing the 
patient, i.c. the clinician should not proceed on unsubstan- 
tiated hunches, intuitively sensing some impulses or 
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tendencies which he merely assumes to operate. Public, 
observable, manifest behaviour should be rated, rather 
than latent traits intuitively believed to be possibly active. 
Classification 

The first step is to decide on the severity of the condition. 
Three degrees of severity are differentiated: 

т. Mild: Character disorder. 

2. Moderate: Personality disorder. 

9. Severe: Sociopathy (or psychopathy). 

The second step is then to pay attention to the qualitative 
nature of the disorder, within its particular severity range 
already determined, e.g. if the patient has a mild disorder 
(character disorder), it can be sub-classified into one of 
three types—see below. If a severe disorder, it may be 
either of two types. Once the condition has been consi- 
dered moderate in degree, the clinician bas fiw sub- 
categories from which to select the most appropriate 
designation. 

Determining severity 

Ordinarily, the three degrees of severity will be distin- 
guished by the following features: 

Mild: The impaired personal relationships are disturb- 
ing to the patient himself and are not usually evident 
to other people. 

Moderate: The disorder is sufficiently marked for other 
people to perceive, so that the patient is perceived 
socially as odd, unusual or eccentric. 

Severe: The personality disorder is so gross that the 
person harms others to a marked extent, either 
through commission of aggressive, etc. acts, or 
through omission to meet the ordinary obligations. 


Degrees of severity 

1. Mild. The personality is disordered only to the extent 
that the person concerned is dissatisfied with the quality of 
his relationships with other people. He may consider that 
he cannot make satisfying contacts with others, being too 
detached, too over-bearing, or too demanding. 

Some individuals with disorder of this degree may 
complain that they fail to achieve their potentiality, 
e.g. not getting promotion, not being able to compete 
with others, or not being productive enough in their 
chosen field. The disorder, characteristically, is not evident 
to other people who do not know the patient intimately. 
Also characteristically, they seek clinical help on their 
own initiative or come to attention because of some other 
reason, e.g. super-added neurotic illness. 

Types of mild personality disorder. These conditions are 
the CHARACTER DISORDERS, of which three varieties are 
distinguished : 

(a) Withdrawn type: socially isolated, emotionally 

inhibited. 

(b) Dependent type: compliant, rather helpless, cannot 
compete, seeks support of some other more 
assertive person. 

(c) Over-assertive type: over-assertive, officious, often 
impulsive, often has guilt feelings after over- 
bearing behaviour. 

2. Moderate. These are people who are maladjusted 

socially to a fairly marked degree, but can function 
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autonomously to some extent and do not necessarily 
cause harm in their environment. 

They may be identified as abnormal in personality 
because of an associated illness, e.g. a psychoneurotic 
syndrome, or a psychosomatic disorder such as asthma, 
peptic ulcer, etc. Unlike the character disorders, their 
disturbance in personal relationships is sufficiently marked 
to be evident to observers. They are identified as unusual, 
odd or eccentric. They are poor at reality-testing and 
mistake cues from the environment; they tend also to 
misperceive the effect they have on other people. 

Types of moderate personality disorder. These conditions are 
the various types of PERSONALITY DISORDER, of which five 
varieties are distinguished: 

(a) Schizoid type: reserved, aloof, lonely; sometimes 

. appear queer; bookish; intellectualizing; solitary 
workers; incapable of intimacy. 

(b) Hysterical type: showy, histrionic in dress and beha- 
viour, outgoing, sociable and vivacious, but 
lacking a solid personality core. Theatrical and 
often impress one as shallow and insincere. 
Women often frigid; relative inability to form 
stable personal relationships. Some patients are 
more ‘genital’, while others have basic depend- 
ency need patterns. 

(c) Paranoid type: hyper-sensitive, basically mistrustful of 
others; upset by real or imagined criticism; un- 
certain of own value; prejudiced; reveals occa- 
sionally a contempt of other people; envious and 
suspicious; often jealous; critical, with extremist 
views often. 

(d) Cyclothymic type: mood phases, with spells of sponta- 
neous, outgoing activity giving place to dejection 
and loss of drive. Moody yet warm; fluctuations of 
mood not necessarily related to a precipitant. 

(е) Obsessional type: orderly, neat, punctual, pedantic, 
needing to control emotions tightly; over- 
conscientious, with fixed standards; work com- 
pulsively and cannot relax; under conditions of 
stress need to check up on things; often perfec- 
tionistic and rigid; concerned with minute detail ; 
a preference for routine. 

3. Gross. The most serious form of personality disorder. 
Lifelong personality impairment of such severity that the 
person is unable to fit into his social group, coming into 
serious conflict with its Jaws and customs. 


Types of gross personality disorder. These conditions are the 
SOGIOPATHIES, and are of two main types: 

(a) Aggressive sociopathy: cannot inhibit aggressive 
impulses; affectionless with emotional blunting; 
harmful to society; unreliable; cannot form close 
relationships and are incapable of loyalty; suffer 
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from tension built-up from which release is 
obtained by sometimes violent short-circuit 
reactions (assault, stealing, pyromania, etc.). 

(b) Passive sociobathy: inept, with poor judgement, lack 
of drive and stamina, passive and dependent; 
may adopt an aimless way of life, without fixed 
ties to any other person; poor work record. 


Alcoholism 

The condition is present when the patient has passed 
beyond the phase of excessive drinking, to reach the 
condition of addiction, ie. alcohol is psychologically, 
physically or socially necessary, the dependence being 
such that the patient finds it difficult to function without 
alcohol,* and in fact does not stay without i: for more than 
a number of days.t Alcoholic amnesias are common 
signs that addiction has occurred. Morning drinks, the 
withdrawal syndrome and job loss are late developments. 


Drug addiction 
The patient is emotionally or physically dependent on 
a drug, c.g. dexedrine, barbiturate. 


Degrees: 
о = absent 
1 = medically prescribed drugs 
2 = 1 obtained illicitly, and soft drugs 
3 = hard drugs 
Sexual deviation 


The patient, instead of or in addition to heterosexual 
impulses, overtly shows erotic impulses towards other sex 
objects (e.g. same sex, children, self—i.e. masturbating 
when tied up, etc.) or demonstrates sex aims other than 
intercourse (e.g. fetishism, voyeurism, cross-dressing). 
The deviant sex pattern must be observable or clearly 
demonstrable clinically from the account provided, and 
not intuitively assumed to be present by the clinician. 


Associated psychiatric illness 

Symptoms comprising one of the well-known syndromes, 
e.g. anxiety neurosis, obsessional neurosis, schizophrenia, 
delirium tremens. While the personality disorder is 
diagnosed on the basis of impaired personal relationships, 
an illness is diagnosed from symptoms of subjective distress 
and signs characterised of the various illness-entities. 

(Note. Difficulty in deciding, e.g. where obsessional 
personality disorder becomes complicated by obsessional 
psychoneurosis). 


* Of course, many alcoholics have no craving when 
institutionalized, e.g. in hospital or jail. 

+ Bout addicts are an exception. 

Note, Definitions of excessive drinking; alcohol addiction 
of two types; bout addicts. 
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| you cannot ignore these two important facts 


1. Nearly half of all suicides have an affective disorder 
of the manic-depressive їуре.1 


2. PRIADEL is reported to prevent relapse in 86 per cent of both 
recurrent depressive and manic-depressive patients.2 


^. The majority of depressive and manic-depressive patients experience 
^ an increase in frequency and intensity of relapse with 
E advancing age. After three or more episodes patients treated by 

\ conventional methods can expect to spend nearly half their 

; ЕХ | AD EL ' lives incapacitated by their illness.? The risk of suicide also increases 
` b TOEN T aa; | and more than 15 per cent will kill themselves. There is clear 

= ^ Е evidence that PRIADEL significantly controls the course of 

recurrent depressive and manic-depressive illness.?3 
Retrospective studies suggested that as many as 
20 per cent of 100 known suicides might have been 
prevented by the prophylactic use of lithium.* 






PRIADEL tablets contain 400 mg. Li,CO, В.Р. ina 
controlled release formulation ; a single daily dose of up 
to 4 tablets provides effective prophylaxis in manic-depression. 


Active supervision of serum levels to ensure values in the 
range 0.6 — 1.5 mEq/L is essential initially ; less frequent estimations 
^ should be performed during long term treatment.’ 





A guide giving full details of the prophylactic use of PRIADEL is available from: 
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Dimensions of Abnormal Personality 


By A. S. PRESLY and H. J. WALTON 


Psychiatrists differentiate types of abnormal 
personality in practice by assigning a descriptive 
label to indicate the chief way in which the 
patient’s behaviour deviates from what is 
usual in society. The use by psychiatrists of 
such a category system for diagnosing abnormal 
personality has been discussed in two previous 
papers (Walton et al., 1970; Walton and Presly, 
1973). The diagnostic system evaluated was one 
which included categories contained in the 
American Psychiatric Association classification 
(1968) and in the relevant section of the 
International Classification of Diseases (1965). 

Inter-judge reliability among psychiatrists in 
allocating patients to the diagnostic categories 
was found to be low, although the clinical 
setting in which the investigation was conducted 
was one which might be expected to facilitate 
agreement among clinicians. The individual 
bias of psychiatrists in favour of particular 
categories was also shown, a factor which further 
contributes to reduce the level of diagnostic 
agreement, 

A third question raised was whether, in 
addition to rater bias, an important source of 
unreliability lay in the classification system 
itself. This report considers whether a category 


system of classification should be dispensed with, ` 


and a dimensional system of classification used 
instead for classifying abnormal personality. 

A dimension in personality theory is a basis 
for measurement and classification. It represents 
a theoretical construct, and therefore is inferred. 
Disagreement exists about the number of 
dimensions needed to study personality. As few 
as three have been claimed as sufficient (Eysenck, 
1953), whereas a rival viewpoint advances that 
over 30 dimensions have been identified and 
more will be defined (Cattell, 1957). Dimensions 
or traits are thus empirically derived constructs. 

Personality traits have been viewed as uni- 
versal and enduring, in contrast to symptoms of 
illness, which are not universal, are transient, 
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and аге distressful to the patient or his associates 
(Foulds, 1965; Caine, 1970). 

The investigation to be described aimed to 
discover appropriate dimensions of variation 
with which to describe patients who are usually 
diagnosed clinically by a single descriptive 
category of abnormal personality, e.g. hysterical, 
schizoid, etc. This report presents a comparison 
of the two systems, dimensional and categorical, 
as applied to the same group of patients. 


METHOD 


The category system, the patients and the rating 
system are all fully described elsewhere (Walton and 
Presly, 1973). As well as assigning a category label 
and assessing the degree of severity of the observed 
abnormality of personality the psychiatrists who 
acted as raters were asked to complete a rating 
inventory designed primarily to cover all those 
personality traits which are to be found under the 
traditional personality disorder categories (e.g. 
hysterical, obsessional, schizoid, psychopathic, etc.). 
The rating inventory, being concerned with abnormal 
personality and not with illness, was devised to avoid 
reference to symptoms as far as possible. Each patient 
in the series was rated on all the traits, with the 
intention of seeing whether the dimensions of variation 
underlying the ratings were similar to the category 
labels of personality disorder under which the traits 
are usually grouped. Items were presented to raters in 
the form of a four-point scale, of which one end-point 
represented the supposedly normal degree of the 
trait, and the other an extreme manifestation of it. 
The inventory consisted of 46 items, most referring 
specifically to personality traits. Other items were 
added which were supposed to have a relationship to 
certain trait constellations, e.g. ‘poor work record’ 
which is supposedly associated with abnormal 
personality of psychopathic type. Three items from 
the inventory are given for illustration: 


Item тї. Ability to profit from experience 
о. Usual capacity to learn from experience 
I. Rather unable to alter unsuccessful behaviour 
patterns 
2. Marked inability to learn from any but 
drastic setbacks 


3. Does not show any ability to modify self- 
destructive or maladaptive behaviour as a 
result of setbacks or disasters 


Шет 21. Need for attention 
о. No undue need to be appreciated 
I. - At times shows off, to draw attention 
2. Moderately strains to appear more than he is, 
to evoke attention through startling or 
striking behaviour 


3. Theatrical, showy, histrionic, craves atten- 
tion. 


Пет 34. Meticulousness 
о. Not over-careful 
I. Mildly over-careful, methodical 
2. Moderately over-careful, e.g. likes things ‘cut 
and dried’, concern over neatness and order. 
3. Very meticulous, dots i’s and crosses t’s to 
extent of being perturbed if routines upset. 


RESULTS 


Each patient in a series of 140 patients 
described previously (Walton and Presly, 1973) 
was rated on the inventory of personality traits. 
On the basis of results from the first sub-sample 
of 87 patients (30 men and 57 women), each of 
the 46 items in the inventory was assessed 
separately for the degree ofinter-rater reliability, 
by the method described by Maxwell and 
Pilliner (1968). Five psychiatrists were involved 
as raters at different times during the study, 
although no more than three assessed any one 
patient. Thus several combinations of raters were 
possible, and it was decided to assess the reli- 


ability of items for combinations of psychiatrists ' 


rating a substantial number of patients. There 
were four such sets, two consisting of three 
psychiatrists and two of two psychiatrists. If an 
item proved to be reliable in at least three of 
the four rater sets, it was considered satisfactory; 
42 of the 46 items met this criterion. Each 
patient in the first sub-sample was then given a 
single averaged score on each reliable scale. 
The matrix obtained was analysed for principal 
components (Slater, 1967). The main results of 
this analysis can be seen in Table I. Items are 
presented in order of their loadings on the 
relevant component. 

This Table provides a summary of the 
constituent attributes of each component. A 
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detailed table of loadings is added in the 
Appendix, 

The first four components together accounted 
for 63-34 per cent of the total variance; their 
individual contributions are indicated. 

I. The first component accounted for 30:63 
per cent of the variance. It is a general factor, 
and nearly every one of the 46 items had a sub- 
stantial loading on it. The items with the highest 
loadings were: egocentricity; lack of regard for 
the consequences of acts; inability to learn from 
experience; irresponsibility ; impulsiveness; con- 
science-defect. These items give a clear indica- 
tion of the nature of the component and leave 
little doubt that a person scoring highly on this 
component would clinically be labelled psycho- 
pathic or sociopathic. However, it must be 
stressed that to label the component one of 
psychopathy would be to ignore the fact that it 
is a general component, with nearly every item 
contributing to it. Because of this, it was 
labelled a general factor of social deviance, with 
the implication that someone presenting as 
deviant in the sense of being rated extremely 
deviant on the items with highest loadings on 
the component will be rated as deviant in all 
sorts of other ways in addition; that is, he is 
also likely to be rated as deviant on traits 
more usually classified as hysterical, schizoid, 
etc. 

Of further interest in connection with this first 
component was the fact that only one item had 
a high loading in the direction opposite to the 
majority, and that was the item which referred 
to the degree of associated psychiatric illness. 
The component loadings thus reflected a tradi- 
tional psychiatric view that extreme personality 
deviants, often called psychopaths, frequently 
present without any marked degree of psychi- 
atric illness, a view stressed for example by 
Cleckley (1964). It also suggests, however, that 
in the sample rated the converse was equally 
true; that many of those patients with the most 
severe illnesses were not extremely deviant 
personalities. Thus, in summary, the most 
important judgement made by the raters with 
regard to the personality of patients in this 
study (in the sense of accounting for a large 
proportion of the total rating variance) was a 
global assessment of how much the patient 
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ТАВІЕ 1 
Results of principal components analysis 
Component I Component П 
(accounting for 30°63% of total variance) (accounting for 14° 87% of total variance) 

Egocentricity Timidity 
Lack of regard for consequences of acts Meekness, submissiveness 
Inability to profit from experience Intropunitiveness 
Severity of personality disorder Indecisiveness 
Irresponsibility Avoidance of competition 
Impulsiveness Detachment from others 
Conscience-defect Avoidance of close relationships 
Personality disorder dominant over illness Guilt-proneness 
Superficiality in personal relationships Dependency 


Disturbance of interpersonal relationships 
Exploitativeness of others 

Insensitivity to feclings of others 
Insincerity 

Poor work record 

Need for attention 

Absence of psychiatric illness 

Sexual provocativeness 


Component IH 

(accounting for 9:92% of total variance) 
Stubbornness 
Over-independence 
Meticulousness 
Officiousness 
Detachment from others 
Avoidance of close relationships 
Suspiciousness 
Insensitivity to feelings of others 
Lack of suggestibility 


Absence of officiousness 


Component IV 
(accounting for 7°92% of total variance) 
Excessive display of emotion 
Ingratiation 
Need for attention 
Unlikeability 
Insincerity 


hen ee SS eS 


deviated from some general norm of acceptable 
social conduct. 

2. The second major component, accounting 
for 14°87 per cent of the variance, was tenta- 
tively labelled submissiveness, since the items 
contributing to it were: timidity; meekness; 
submissiveness; intropunitiveness; indecisive- 
ness; avoidance of competition. At the con- 
trasting pole of this dimension were the items: 
officiousness; need for attention; -and extra- 
punitiveness. 

Unlike the other dimensions emerging from 
this analysis, there is no clear equivalent to this 
dimension in most psychiatric personality 
typologies. The categorical system of classifica- 
tion used as an initial basis for this investigation 
contained the obviously related type, ‘dependent’ 
personality, but such a type does not appear, 
for example, in the A.P.A. or LC.D. system. 
Some of the types which do appear in these 


classifications reflect some of the aspects of this 
component; the ‘inadequate’ personality de- 
scribed as ineffectual and socially inept; and the 
‘asthenic’? personality characterized by easy 
fatiguability, low energy level, and lack of 
enthusiasm. The ‘anxious’ personality type 
described by Henderson and Batchelor (1962) as 
tense, timid, self-doubting, pessimistic and 
insecure, is possibly the nearest equivalent. 
There clearly is considerable disagreement over 
what to label this constellation of traits, although 
according to the present analysis it accounts for 
twice as much variance in psychiatrists’ ratings 
as do clusters such as the hysterical, obsessional 
or schizoid, about the form of which nearly all 
textbooks and classification systems are in 
general agreement. 

3. The third component accounted for 9:92 
per cent of the variance and is apparently a 
mixture of commonly described obsessional and 
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schizoid qualities. The obsessional aspect com- 
prises: meticulousness, stubbornness, lack of 
suggestibility and over-independence; these 
appear with schizoid characteristics: detachment, 
suspiciousness and avoidance of close relation- 
ships with other people. The association of the 
two groups of traits in the same component 
indicates that the coincidence of obsessoid and 
schizoid traits in patients was a fairly common 
occurrence, a clinical presentation to which 
there appear to be few references. An exception 
is the textbook of Noyes and Kolb (1958) in 
which they state: ‘Frequently they (schizoid 
personalities) are ambitious, conscientious, meti- 
culous and perfectionistic. The over-conscien- 
tiousness of the schizoid tends, however, to 
exert a paralysing effect on initiative or varia- 
tion, with the result that he often performs his 
duties in a stereotyped almost ritualistic manner. 
Some schizoids are over-scrupulous, and by 
making a virtue of their repression become 
ascetic or prudes.' It may well be that obsessional 
and schizoid personalities are in many ways 
more alike than is often recognized. A difference 
may be that in obsessionals the particular traits 
may more usually function adaptively, whereas 
in schizoids they more frequently do not. The 
obsessional personality perhaps tends actively to 
remain apart and uninvolved, while the schi- 
zoid's lack of involvement possibly relates more 
to absence of attributes attracting other people 
to interact socially with him, e.g. sensitivity to 
the feelings of others. 

4. Loaded highly on the fourth component, 
which accounted for 7-92 per cent of the 
variance, are a number of items traditionally 
associated with the category: Aysterical person- 
ality. This component comprised: ingratiation; 
need for attention; excessive emotional display; 


unlikeability; and insincerity. It is of some | 


interest that this component was only fourth in 
order of importance in terms of variance 
accounted for. This is in marked contrast to the 
frequent use of the label *hysterical personality? 
which alone accounted for 29 per cent of all 
diagnostic decisions made in the first sub-sample 
of 87 patients. Analysis of the second subsample 
of 53 patients showed four very similar com- 
ponents, accounting for 29, 12, 12 and 7 per 
cent of the variance respectively. 
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DERIVATION OF DIMENSIONAL SaaLxs 


From the loadings of items on each of the 
main components, scales were derived to sample 
the dimension as concisely as possible. Items were 
selected which were highly loaded on the 
relevant component and as far as possible not 
loaded to an appreciable degree on the other 
components. The scales were required to be 
internally consistent, each item correlating 
significantly with every other item and also 
with the total scale score. Five such scales were 
derived: 1. General degree of social deviance; 
2. Submissiveness; 3. Hysterical component; 
4. Obsessional component; 5. Schizoid com- 
ponent. The last two were both derived from 
component 3, and although they were already 
correlated it seemed warranted on clinical 
grounds to distinguish between the two. The 
items making up the scales were as follows: 


1. Social deviance scale: 
Egocentricity; lack of regard for consequences of 
actions; inability to profit from experience; 
irresponsibility; impulsiveness ; conscience 
defect; superficiality in personal relationships; 
sexual provocativeness. 


2. Submissiveness scale: 
Timidity; meekness; submissiveness; intro- 
punitiveness; indecisiveness; avoidance of com- 
petition; dependency; absence of officiousness. 

. Schizoid scale: . 
Stubbornness; detachment from others: avoid- 
ance of close relationships; suspiciousness б 
insensitivity to the feelings of others. 


4. Obsessional scale: 
Stubbornness; over-independence; meticulous- 
ness; officiousness; lack of suggestibility. 

5. Hysterical scale: 
Excessive display of emotion; ingratiation; need 
for attention; insincerity. 


ээ 


Each patient was given a score on each dimen- 
sion, thus reducing his or her description in 
terms of the original 46 rating inventory items to 
a five-dimensional profile. 

As well as providing loadings for each variable 
on each component, the computer programme 
used for principal components analysis also gives 
the distance between each patientand every other 
patient in the space defined by all the compo- 


BY A. 8. PRESLY AND Н. J. WALTON 


nents. A cluster analysis of the matrix of these 
distances was carried out using the method of 
Elementary Linkage Analysis (McQuitty, 1957, 
1961). This method starts with a matrix of 
inter-associations between items (people, tests, 
items, symptoms, etc.). It classifies the items into 
clusters so that every item in a cluster is more 
like some other item in that cluster than it is 
like any item in any other cluster; every item is 
classified with the one other item most like it. 
The clusters of patients produced by this 
analysis (13 in all) were then organized into 
groups of successively higher orders by Hier- 
archical Syndrome Analysis (McQuitty, 1960), 
using the two most typical patients in each first- 
order cluster to represent the cluster. This 
procedure of analysis provides a hierarchical 
organization of the basic types and gives 
information on how they relate to each other; 
very similar types will quickly combine; very 
dissimilar types will resist merging until many 
hierarchical steps have been taken. (How the 
various types relate to each other will be pursued 
in more detail in a subsequent paper.) 

It was decided that the level of classification 
which produced nine groups would be used for 
further investigation. Such a decision is in- 
evitably an arbitrary one, as no level of classifica- 
tion is intrinsically preferable to another. The 
level selected is, therefore, illustrative but in no 
way definitive. The mean rating scale scores of 
the nine groups are shown in Table II. 

The nine groups did appear to represent 
groups which were also broadly distinguished by 
the raters, taking the most commonly occurring 
diagnostic labels supplied by the raters as 
representative of the prominent features of each 
group, e.g. in group 2 the 18 cases might be 
viewed as a category, with the label hysterical 
disorder, dependent type. Group 4, containing 
13 cases, was not characterized clinically by 
any diagnostic label other than hysterical. 
Group 6, on the other hand, contained cases 
described as hysterical, and also as either de- 
pendent or passively sociopathic. 

Certain of these groups are highly instructive 
in clarifying further the unreliability of the 
category classification system in clinical use. 
For example, the patients in Group 4 were 
almost unanimously labelled hysterical person- 
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ality. (Incidentally, of the 13 patients in this 
group, 12 were female and 1 male.) The Group’s 
mean Hysteroid Scale Score was 8-2, almost 2 
standard deviations above the mean, and one 
might conclude that the label applied was 
reasonable in that it describes the trait constella- 
tion on which the group is most deviant. 
However, if Group 2 is then considered, where 
‘hysterical personality’ accounted for one quarter 
of all diagnostic labels applied, it can be seen 
that the mean group Hysteroid Scale Score is 
1-7, the lowest score of all the groups. Hysterical 
personality also accounts for 28 per cent of 
labels applied to patients in Group 6. Thus the 
label ‘hysterical personality’ is being applied 
not only to one group who clearly show hysterical 
traits to an extreme degree, but is also frequently 
applied to two other groups of patients. One 
shows these traits hardly at all. The other shows 
hysterical features in combination with passivity. 
The conclusion must be that those raters who 
diagnosed hysterical personality in the Group 2 
cluster of patients used some other criterion 
(apparently features of dependency) in reaching 
their diagnosis. This illustrates clearly one of the 
reasons for unreliability of these categories, 
namely, that the same term can mean several 
different things. 

This conclusion, that ‘hysteria and/or hysteri- 
cal’ was being used to mean different things, 
was also reached by Chodoff and Lyons (1958), 
and they listed some of these meanings: (i) a 
pattern of behaviour habitually exhibited by 
certain individuals who are said to be hysterical 
personalities. This is the sense in which the 
term was meant to be used in the present study 
and the sense in which it was used of Group 4 
cases. (ii) Secondly, ‘hysterical’ can denote a 
particular kind of illness symptomatology called 
conversion hysteria or conversion reaction. 
(iii) Thirdly, it can be used to refer to a psycho- 
neurotic disorder complicating abnormal per- 
sonality, the former characterized by phobias 
and/or certain anxiety manifestations; this usage 
is common in psychoanalytic literature (Fine, 
1962). (iv) Fourthly, it can refer to particular 
psychopathological mental content, considered 
to operate at a level of unawareness ('un- 
consciously’). (v) Fifthly, it can be used simply 
as a term of opprobrium. The term ‘hysterical’ 
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Taste II 
Mean rating scale scores of nine groups 


Predominant 
labels 


Mean rating scale scores 





Submis- 


deviance — siveness  Hysteroid Obsessoid Schizoid 


I 23 Schizoid (63%) 


(15 F., 8M.) Obsessional (18%) 4°7 1277 r8 6-0 6:7 
2 18 Dependent 55%) : з А : ; 
(15 F., 3 М.) Hysterical 59) 3i 10:7 1:7 3:9 3:3 
3 7 Obsessional (35%) 
(7F.) Hysterical (27%) 8:0 49 2:9 8-4 43 


Over-assertive (1995) 


4 3 Hysterical (98%) ^ 12.8 7-8 8-2 . . 


I 
(12 F., М.) 


5 Dependent (33%) 


4 
(1 F., 3 M.) Obsessional 


(3376) 2:5 6:5 1*0 570 1:5 
Normal (13%) 
а ee ee 
(4F.,3 М.) Hysterical f T. 8:9 1473 47 3:6 5:8 
Sociopathy, passive (289) 
7 7 Sociopathy, passive DE 
(2F.,5M.) Schizoid 22%) I4*0 9:4 3*9 73 9:7 
Paranoid (2295) 
«8 "4 ~~ Sociopathy, passive (64%) qn 
(1F.,3M.) Hysterical (2194) 13-8 II'0 3:8 4o 6:3 
9 4 Sociopathy, passive (71%) 
(4 М.) ^ Sociopathy, 10°8 8:8 8:5 5:5 
aggressive (29%) 
Mean scale scores (all groups) $a - 7°47 10°57 3:32 5:10 5:40 


S.D. .. зА т 


is ГЕ T 2 5154. 4°24 31 2:40 2:81 
BT AO BT 


may have been applied in any of the latter four 
senses to patients in Groups 2 and 6. 

The data in Table II also throws some light 
on which personality dimensions take precedence 
in diagnosis. The diagnostic label ‘schizoid’ was 
by far the most frequently used by psychiatrists 
to describe Group 1 patients. In this group the 
mean Schizoid Scale Score was 6-7 (+--5 SD). 
The same diagnostic label accounted for only 
22 per cent of the labels applied to Group 7 
where the mean Schizoid Scale Score was 9-7 
(4-1:5 SD). The likely explanation of this is the 
large difference between the two groups on the 
first dimension, social deviance, where the Group 
І mean score was 4:7 (—-:5 SD) as compared 
with 14:0 (4-1:17) for Group 7. Thus psycho- 
pathic traits when evident take precedence in 
diagnosis, even though the patients in Group 7 
have a far higher mean score on the schizoid 
scale than the group predominantly labelled 


schizoid (Group 1). In psychiatric practice 
based on use of a categorical system, these 
patients in Group 7 would more properly be 
labelled as paranoid or schizoid; instead, they 
are only too often denoted as psychopathic, 
sight then being lost of the schizoid features. 

A similar difference can be seen in the use 
by the psychiatrists of the diagnostic label 
‘dependent’ in Groups 2 and 7. The label 
'dependent' accounted for 55 per cent of all 
labels applied to Group 2, but does not appear 
at all in Group 7, although the nearest equiva- 
lent rating scale scores on Submissiveness are 
approximately equal. 'The reason again is 
presumably the very large difference in scale 
scores in the first dimension. If so, psychopathic 
traits take precedence. T'he other high loading in 
Group 7 is on the Schizoid scale. 

There is one large exception to this rule. In 
the study sample, 9 women and 13 men obtained 
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Social Deviance Scale Scores of more than one 
standard deviation above the mean, i.e. they 
showed a marked degree of psychopathic 
behaviour. Of the total number of diagnostic 
labels applied to the nine women, 72 per cent 
specified ‘Personality disorder, hysterical type’, 
and 20 per cent specified sociopathy. For the 
13 males, these proportions were reversed: 
only 13:6 per cent of the labels referred to 
hysterical personality, and 64 per cent to 
sociopathy. Thus in the case of the female 
patients the hysterical traits, where evident, 
took precedence in diagnosis over the socio- 
pathic traits, though the latter were present to 
the same degree as in the men. This sex differ- 
ence in diagnosis, now demonstrated, was 
suspected in the earlier investigation (Walton 
et al., 1970). 


Discussion 


The present study has attempted to identify 
some of the sources of disagreement which lead 
to the low reliability of current category systems 
for classification of personality disorders, which 
have been demonstrated repeatedly (Zubin, 
1967; Walton and Presly, 1973). The chief 
reasons appear to be the following: (i) A con- 
siderable degree of rater bias which results in 
varying attention to certain facets of the patient’s 
personality, and as a result wide variation 
in the frequency of usage of diagnostic labels. 
(ii) Several meanings are attached to the 
same term, resulting in the use of diagnostic 
labels that bear no relation to the ratings made 
on a basis descriptive of the patient’s behaviour. 
(iii) Inadequate definition is given to the limits 
of normal trait variation. These three factors 
were clearly in evidence, notwithstanding that 
the psychiatrists were provided with a glossary 
of the diagnostic terms in use, and although a 
rather constant situation obtained for clinical 
observation, two factors which should have 
facilitated agreement between raters. (iv) The 
use of single category diagnostic labels results in 
important aspects of variation being obscured; 
ie. only similarities between patients are 
described, and the differences between them— 
which may be far more extensive—are ignored. 
This type of error is compounded when the 
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label chosen does not describe the constellation 
of traits on which the patient is most deviant. 
(v) The system appears to operate differently 
for men and women, particularly with respect 
to the labels ‘hysterical personality’ and ‘socio- 
pathy’. 

Shepherd et al. (1968), in their experimental 
study of psychiatric diagnosis, concluded that 
some of the difficulties of current nosological 
schemata could be overcome by ‘clearly formu- 
lated psychiatric terminology’. This should 
certainly help to eliminate rater bias and the 
tendency to attach different levels of meaning to 
the same term (points (i) and. (ii) above). 
However, the present study suggests that this is 
unlikely to be sufficient if a categorical system of 
classification is retained for describing abnormal 
personality. A co-ordinate dimensional approach 
is to be preferred, in order to encompass the 
wide differences in personality among patients 
as well as their similarities, and adequately to 
take account of the fact that personality traits 
must be considered a different order of pheno- 
mena from symptoms. 

The evidence presented is that psychiatrists 
can rate reliably the degree of specific traits in a 
particular patient, but at the level of combining 
these agreed observations to reach a personality 
diagnosis they achieve very little concordance. 
The results of the present investigation support 
Zubin’s (1967) position. To achieve a better 
relationship between a clinician’s diagnosis of 
personality and the deviant traits he observes, a 
number of conditions are necessary. A reliable 
method of interviewing patients and estimating 
traits must be used. The traits found need then 
to be scaled into dimensions, across the set of 
which the diagnostician must provide an indi- 
vidual profile for each of his patients. 
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APPENDIX 


Loadings of rating scale items on the Sour major components 


Com- Com- Com- Com- 
Item ponent ponent ponent ponent 
I 2 3 4 
1. Severity of personality 
disorder... -. —847 —282 175 —005 
а. Anxiety — .. 128 —450 —o49 350 
3. Guilt-proneness 191 —540 —151 364 
4 Officiousness 772590 451 573 239 
5. Unlikeability T472 —171 479 470 
6. Meekness, Sub- 
missiveness .. 105 —821 —245  —84 
7. Impulsiveness e — 834 039 — 177 —068 
8. Dependency on others —328 —515 —380 204. 
9. Over-independence 080 305 бут —180 
11, Ability to profit from 
experience .. .. —863 —130 068 —o8o 
12. Lack of regard for 
consequences ofacts —874 068 —047 233 
13. Indecisiveness ++ 7140 —739 —147 319 
14. Detachment from 
others e 0097 —634 574 -027 
15. Suspiciousness —3295 —425 455 057 
16. Irresponsibility —840 -—143 -—160 — 346 
17. Ingratiation . —526 165 —197 547 
18. Avoidance of compe- 
tition a ++ 7830 —669 —230 —159 
20. Avoidance of close 
relationships —823 —559 45у 230 
21. Need for attention .. —боб 413  —195 537 
22. Insincerity .. —678 311  —og8 376 
29. Timidity 217 —844 079 048 
24. Insensitivity ++ —709 014 450 032 
25. Conscience-defect .. — 825 097 —126 —40а 
26. Sexual provocativeness — 557 153 —138 188 
27. Egocentricity .. —875 151 105 076 
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The Obsessive Compulsive Syndrome as a Neurotic Device 
for the Reduction of Self-uncertainty 


By FAWZEYA MAKHLOUF-NORRIS and HUGH NORRIS 


INTRODUCTION 

In 1957, Lewis, writing about obsessional 
neurotic illness, stated: “There has been no 
marked increase in our state of knowledge of it 
in recent years, and indeed much of what can 
be found on the subject in current textbooks 
had already been fully stated and closely dis- 
cussed in the first two decades of this century 
.... А recurrent theme in the literature is the 
supposed relationship between obsessional 
neurotic illness and ‘obsessional’ character 
traits. The psychoanalytic view that there is a 
strong association between obsessional symptoms 
and the ‘anal’ character traits was disputed by 
Lewis (1935). He found little evidence to support 
the existence of a well-marked constellation of 
character traits, or of a relationship between 
‘obsessional’ traits and obsessional neurotic 
illness. Sandler and Hazari (1960) gave sup- 
portive evidence for the psychoanalytic view, 
but Reed (1970) doubted whether their con- 
clusions were justified by the findings. Makhlouf- 
Norris (1968) summarized the literature in 
fourteen points, two of which are outlined 
below. 

Lewis (1935) and Jaspers (1913-46) con- 
sidered the experience of a compulsion and 
subjective resistance to it to be the essential 
feature of obsessional illness. The recognition of 
the symptom is based on the patient’s report of 
this subjective experience of simultaneous com- 
pulsion and resistance, rather than on his overt 
repetitive behaviour. This latter occurs in a 
great number of disorders and may or may not 
indicate the obsessional syndrome. Jaspers added 
a necessary condition which must be present 
before an obsession can occur: that of a freely 
conducted psychic life, i.e. a free will. A psychic 
compulsion is possible only where there is a 
psychic life subject to a certain degree of voli- 
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tional control. Lewis elaborates this point by 
saying ‘It need hardly be pointed out that an 
obsession cannot be experienced except in 
relation to a freely conducted psychic life, that 
although psychic activity be fully determined, 
the quality in conscious experience which is 
commonly attributed to free wil must be 
present before an obsession can occur. This 
active experience of willing is, so far as obsessions 
are concerned, characterized by its feeling of 
integration with the whole stream of psychic 
life, indeed with one’s self’. 

These suggestions may be taken to imply the 
existence of a divided will, in which one section 
acts in opposition to the other. This suggestion 
provided the rationale for the present study of 
self-identity in obsessional neurotic patients, 
which was designed to examine the content and 
structure of the obsessional conceptual system, 
and to arrive at a definition of the self and its. 
position relative to other people in the system. 
This is an inductive study of personal thinking, 
employing two original methods developed from 
the repertory grid technique of Kelly (1955). 


METHOD 
Groups 


The experimental group consisted of 11 patients. 
diagnosed as suffering from obsessive-compulsive 
neurosis. The two main criteria for selection were: 
(a) obsessive-compulsive symptoms dominant and 
the main reason for seeking medical advice; (b) 
absence of evidence suggestive of psychotic or organic 
aetiology. 

The control group consisted of 11 non-psychiatric 
patients who had never sought psychiatric help and 
whose illness involved the minimum of emotional 
disturbance. Experimental and control subjects 
formed a series of pairs, closely matched in terms of 
age, sex, intelligence, marital status, national origin, 
socio-economic class and length of stay in hospital. 
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General procedure 

1. The Role Construct Repertory Grid was 
administered by the Self Identification Method 
(Kelly, 1955, p. 219). The subject was asked to name 
20 people (elements) according to a list of prescribed 
roles. 


These are: 
1—Mother. 11—Disliked teacher. 
2—Father. 12—Liked boss. 


13—Disliked boss. 
14—Liked person. 


3—Myself as I am. 
4—MYyself as I would 


like to be. 15—Disliked person. 
5—Myself as seen by 16—Successful person. 
others. 17—Unsuccessful 
6—Brother. person. 
7—Sister. 18—Religious person. 
8—Old friend of the 19—Ethical person. 
same sex. 20—Doctor. 
9—Partner. Each name was written 
10—Liked teacher. on a card. 


2. Sixteen triads of these cards, each containing the 
card indicating the actual-self, were presented in 
turn, and the subject was asked: In what way are two 
of the people alike and thus different from the third? 
When this characteristic was named, he was then 
asked to name its opposite. In this way 16 bipolar 
constructs were elicited (Makhlouf-Norris and Jones, 
1971). 

3. The subject was then required to sort the 20 
people in terms of each construct, using a grading 
system from 1 to 7. For this task the material was 
arranged in the form of a booklet of 16 pages. Each 
page had the bipolar terms of one construct at the 
top and the twenty elements, in random order, along 
the left-hand margin, each opposite a seven-point scale 
to be checked. Thus, the subject was required to rate 
all elements in terms of one construct at a time. 

4. For each subject, the ratings were entered into a 
matrix (20 elements by 16 constructs) and the 
matrix was analysed by the method of Slater (1967). 
This analysis gave the correlations between all 
constructs, the conceptual distances between all 
elements and the principal components of the 
construct-element variance. 


Specific procedure 
I Principal components 

For each subject, the proportions of variance 
accounted for by the first, second and third compo- 
nents were calculated. 


IY Analysis of structure 
The product-moment correlation coefficient of each 
construct with every other construct was calculated, 
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and a 16 х 16 correlation matrix drawn up for each 
individual. 

The topographical organization of constructs was 
derived from the pattern of correlations between 
constructs, but with the pattern simplified to the 
form of a matrix consisting only of those correlations 
significant at the 5 per cent level (0-44 when п = 20).* 

The matrix of ‘significant’ correlations was first 
examined to identify primary clusters. A primary 
cluster is defined as: a group of constructs which are 
all ‘significantly’ correlated together but which are 
not ‘significantly’ related to constructs in another 
primary cluster. Having identified the maximum 
number of constructs which comprise one primary 
cluster, the matrix was examined to determine 
whether there were other independent primary 
clusters. 

The remaining constructs were then classed as 
‘secondary’, ‘linking’, ‘tertiary’ or ‘isolated’ constructs. 
A secondary construct or cluster of constructs is 
‘significantly’ related to some, but not all, of the 
constructs in one primary cluster. A linking construct, 
or cluster of constructs, is ‘significantly’ related to 
constructs which fall into two independent primary 
clusters. A tertiary construct is not ‘significantly’ 
related to the constructs comprising a primary 
cluster, but only to secondary or to linking constructs. 
An isolated construct is not ‘significantly’ related to 
any other construct. 

The correlation matrix was re-arranged, as in 
Tables III and IV, to bring together the constructs 
which comprise each primary cluster, with its 
secondary and tertiary offshoots and the linking 
constructs. 

This method of analysis yields three main types of 
conceptual structure. In a ‘Monolithic’ system there 
is only one primary cluster. In a ‘Segmented’ system 
there are two or more primary clusters, with no 
linking constructs. In an ‘Articulated’ system there 
are two or more primary clusters joined by linking 
constructs. Monolithic and segmented structures 
are classed together as non-articulated systems. : 


III Two-dimensional self-integration plot 

In this study, the concepts of the self were treated 
аз elements. The relative similarity or difference 
between elements in terms of the multi-dimensional 


* This test of significance is based on the experimental 
sample of the subject’s use of the construct within the 
microcosmic universe of his potential responses to all 
possible elements. The experimental sample is certainly 
not random, and therefore the test as such is invalid; but 
it serves as a useful arbitrary criterion which yields a 
structure not too complex for further qualitative analysis. 
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space of meaning, is studied in terms of conceptual 
distance (Slater, 1967). Conceptual distance is the 
separation between elements in the construct meaning 
space, expressed as a ratio of the ‘expected distance’ 
between randomly selected pairs of elements. A 
distance of о indicates that the elements are construed 
as identical; 1 indicates neither similarity nor dissimi- 
larity; 2 indicates maximal dissimilarity. 

The two-dimensional self-integration plot is a 
composite of the distance of all elements from the 
actual-self and from the ideal-self. Orthogonal axes 
are used to represent the dimensions of similarity to 
the actual-self and similarity to the ideal-self, to 
indicate simultaneously the similarities between these 
self concepts and all other elements. It is not assumed 
that the variables like-actual-self and like-ideal-self 
are orthogonal (Makhlouf-Norris and Jones, 1971). 

The lack of integration of the self concepts is 
depicted by this plot in a number of ways, which are 
illustrated diagramatically in Fig. 1. Operational 
definitions for these types of non-integration are given 
below. 








о 
Is 


(c) 


Fic. 1.—Four types of self non-integration are illustrated. 

(a) In actual-self isolation the hatched area, at a distance 

less than 0.8 from the actual-self, is devoid of non-self 
clements. 

(b) In ideal-self isolation the hatched area, at a distance 
less than 0.8 from the ideal-self, is devoid of non-self 
elements. 

(c) In self-alienation, the actual-self is separated from the 
ideal-self by a distance of 1.2 or greater and not more 
than 2 non-self elements occupy the hatched area, which 
is more distant from the ideal than is the actual-self. 
(d) In social alienation the hatched area, which is within 
a distance of 0.8 from either actual-self or ideal-self, is 
occupied by not more than 2 non-self elements. 
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Isolation 

(a) Actual-self isolation occurs when there is no 
non-self element which is separated from the actual- 
self by a distance less than o-8 (Fig. та). 

(b) Ideal-self isolation occurs when there is no 
non-self element which is separated from the ideal- 
self by a distance less than 0-8 (Fig. 1b). 


Alienation 

(c) Self-alienation occurs when the actual-self is 
separated from ideal-self, by a distance of r:2 or 
more and there are not more than two non-self 
elements more distant from the ideal-self than is the 
actual self (Fig. 1c). 

(d) Social alienation occurs when both the actual- 
self and the ideal-self are separated from all but two 
non-self elements by a distance of o:8 or greater 
(Fig. 1d). 

Presenting the similarities of all the elements to 
the self concepts in a two dimensional plot has 
advantages over considering only the separation 
between a pair of elements. It is a relativistic form of 
presentation which takes into account not only the 
separation between two components of the self (actual 
and ideal) but also their respective positions to all 
other elements; it is therefore capable of depicting 
complex notions such as self and social alienation. 
These terms are defined operationally above and can 
be seen at a glance in a two dimensional plot. More- 
over, the clinical usefulness of such a tool will be 
brought out clearly when depicting psychological 
changes associated with treatment of patients. 


I. Principal components 

Table I shows the proportions of variance 
accounted for by the first, second and third 
components for both groups. The significance of 
the differences between the two groups was 
tested by Sandler’s A and found not to be 
significantly different. 


II. Articulation of the conceptual structure 

Four of the eleven obsessional subjects showed 
articulated structures. Of the seven non-arti- 
culated patients, six were monolithic and one 
segmented. Nine of the eleven normal controls 
showed articulated structures, the remaining 
two being monolithic. Comparisons between the 
two groups in terms of the frequency of arti- 
culated and non-articulated structures by the 
Fisher Exact Probability Test, showed the 
groups to be significantly different (Р = 0-05). 


280 


III. Two-dimensional self-integration plot 

Table II shows the comparison between 
obsessionals and controls in terms of four indices 
derived from the two-dimensional self integra- 
tion plot. The obsessionals were found to be 
significantly different from their controls in 
terms of actual-self-isolation and self-alienation. 


IV. Individual comparisons : 

Articulation of the conceptual structure (normal subject) 
The structure of a typically articulated normal 

subject is illustrated in Table III and Fig. 2(a). 
In Table III only ‘significant’ correlations 

are entered. The order of entry in the matrix is 
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rearranged, to bring together those constructs 
comprising each cluster. Constructs 9, 6, 7, 8, 
11 and 15 constitute one primary cluster. 
Constructs 1, 2 and 16 constitute another 
primary. Constructs 4, 10 and 13 form the 
linkage cluster, being related to both primaries. 
Constructs 5, 9 and 12 are secondary off-shoots 
to the first primary cluster. Construct 14 is an 
isolate. The last column indicates the total 
number of ‘significant’ correlations for each 
construct in the whole system. It has been 
suggested that the superordinacy of constructs 
can be defined in terms of the number of 
‘significant’ correlations (Makhlouf-Norris et al., 


ТАВІЕ I 
Percentage of variance accounted for by the first, second and third principal components 





Ist component 


2nd component 





3rd component 



































% var. % var. % var. 
Cases Difference Difference Difference 
Obses- Con- Obses- Con- Obses- Con- 
sionals trols sionals trols sionals trols 
I 47°83 47°36 0:47 17°75 21:40 —3°65 11°40 10:80 0°60 
2 43:30 75°16 —31'80 1748 — 11:44 6-04 9:08 3°83 5:25 
3 48-67 26-69 21:98 22-24 22:31  —0-07 IO'41 19:25  —2:84 
4 60-69 43°43 17:26 18-77 19-00 —0-23 5:68 8.60 —2-92 
5 27:79 41:97 — 14718 24:33 19:96 4°37 13°47 9:42 4°05 
6 34°93 32°49 2:44 18:29 — 24:03  —5'74 11:93. 14:57 —2"64 
7 48:45 4353 4°92 19:58 — 35:43 —15:85 12:14 4°93 721 
8 41:44 26:62 14°82 19°37 21:20  —1:83 12°36 15:21 —2:85 
9 46-89 40:61 6:28 18-06 22:34  —4':28 12°28 14°95 —2:67 
10 31:71 53°19 —21-48 22°05 17°16 4:89 12:83 8-77 4-06 
11 33°14 30°44. 2:70 18-88 29:76 | —4-88 12:31 15:04 —2°73 
Меап 2:91 —1'93 0-41 
Sandler А 3°63 0:903 7:78 
df. = N—1 = 10 N.S. N.S. N.S. 
Tase П 
nT 
Actual self Ideal self Self Social 
Groups Isolation’ Total  Isolation/ Total Integration/ Total Integration/ Total 
Non-isolation Non-isolation Alienation Alienation 
Normal control I 10 11 ° II II 7 4 II 10 I 11 
Obsessional .. 9 2 II o II II I 10 II 9 2 II 
p< 01 р < °05 
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1970). In this system superordinacy is shared by 
5 constructs in the first primary and 2 constructs 
in the linkage cluster. 

Fig. 2(a) shows the diagrammatic representa- 
tion of this structure. One primary cluster 
consists of six constructs, the meaning of which 
may be paraphrased as ‘consideration for others 
combined with open-modern-mindedness’. 
Three secondary constructs are correlated to 
some constructs in this cluster and tend to 
amplify the same meaning. The other primary 
cluster consists of three constructs, the meaning 
of which may be paraphrased as ‘personal 
appearance and well-being’. The three con- 
structs comprising the linkage cluster convey the 
meaning of ‘firmness and industriousness’. There 
is one isolated construct. Thus the subject with 
this structure can make judgements about other 
peoples’ considerateness independently of judge- 
‘ments about their appearance, but a judgement 
that they are ambitious tends to imply that they 
are also considerate and smart. 


Two-dimensional self-integration plot (normal subject) 

Fig. 2(b) shows the position of all elements 
relative to the actual and ideal-self concepts for 
the same control subject. The key to the roles 
represented by the elements is given under 
‘Method’ (page 278). It is seen that the actual 
and ideal-selves (3 and 4 respectively) are rather 
similar, having a separation less than 1. The 
social-self (5) is close to the actual-self. The two 
variables are positively correlated, so that an 
element construed as like the actual-self tends to 
be like the ideal also. In this case, no element is 
construed as being like one self concept but 
unlike the other, and all the elements fall into 
the quadrants which represent simultaneous 
similarity or dissimilarity to both self concepts. 
The subject’s mother (1) and father (2) are 
described as being very ‘unlike me and very 
unlike what I would like to be’. This placement 
represents strong negative identification with 
parental figures, which may express a realistic 
assessment of the parents relative to the subject, 
or, if unrealistic, the projection of negative 
attributes onto the parents. 


Articulation of the conceptual structure (obsessional) 
The structure of a typically monolithic 
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(b) 


Fig. 2.—The results of a typical normal subject on the 
indices of conceptual structure and self-integration are 
shown. 

(a) Shows the articulated structure. Constructs comprising 
primary clusters are enclosed by full circles, linking 
constructs are enclosed by full straight lines and secon- 
daries by dashed circular segments. The numbers in each 
enclosed area indicate which constructs comprise cach 
cluster (Table III). The relative superordinacy of the 
primary clusters, is indicated by their areas. The radii of 
circles and circular segments and the width of the linkage 
cluster are drawn proportional to the square root of the 
total number of significant correlations of a cluster's 
constructs in the whole system (Table III). 

(b) Shows the two-dimensional self-integration plot for 
this subject. The dimensions representing similarity to the 
actual-self and to the ideal-self are plotted on a o to 2.0 
scale, intersecting at 1.0, which represents neither simi- 
larity not dissimilarity. An area of relative indifference, 
between 0.8 and 1.2 on both dimensions, is enclosed by 
dashed lines. The roles of the numbered elements can be 

identified by reference to the text, page 278. 


obsessional patient is illustrated in Table IV 
and Figs. 3(a) and (b). 

Constructs 1, 11, I2, 13 and 14 comprise the 
primary cluster. Mutually independent second- 
ary clusters are formed by constructs 3, 4 and 6; 
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7, 9 and 15; 5; 16. Construct то is related to the 
primary and to two secondary clusters while 
construct 2 is not directly related to the primary 
but only to a secondary cluster. 

This apparently complex, but essentially 
unitary structure (Fig. 3(a)) is termed ‘попо- 
lithic with conglomeration’. The single meaning 
carried by this system is indicated by the ratings 
of the self. Opposite poles of the constructs were 
simultaneously occupied by the actual and 
ideal-self concepts in 10 of the 16 constructs and 
one self concept occupied the pole of a further 4 
constructs (Table V). Thus this conceptual 
system is predominantly engaged in carrying the 
meaning that ‘I am the opposite of what I 
would like to be’. In terms of the elicited con- 
structs, the 13 descriptions applied to the 
actual-self were: illogical, failure, no will 
(stubborn), exhibitionist (false), moody (stub- 
born), impatient (selfish), erratic, unable to 
cope, false, unhappy, reticent (assumed 
modesty). The ideal-self is described by the 
opposite poles of these constructs. 

Words are used in idiosyncratic ways by 
many subjects. This patient described herself as 
exhibitionist and also as reticent, which is 
apparently contradictory. However, the ampli- 
fication which she gave to her meanings shows 
consistency in that exhibitionist means ‘false’ 
and reticent means ‘assumed modesty’, so that 
both terms really mean self-misrepresentation. 


Two-dimensional self-integration plot (obsessional) 

Fig. 3(b) shows the great separation between 
the actual-self and the ideal-self in this patient. 
It shows also the negative correlation between 
the two variables like-the-actual-self and like- 
the-ideal-self. Elements which are like the ideal 
are unlike the actual. Furthermore, the actual- 
self is more distant from the ideal than is any 
other element and is removed from all other 
elements, none of whom appear in the same 
quadrant. Thus the plot depicts self-alienation, 
with the actual-self more widely separated from 
the ideal than any other element and it shows 
actual-self isolation with the actual-self set 
apart from all other elements. 

The parental figures (1 and 2) are seen as 
very unlike the actual-self and slightly like the 
ideal. The social-self (5) is here seen as unlike 
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Fio. 3.—The results in a typical obsessional patient are 
shown. 
(a) Shows the monolithic structure, which consists of one 
primary cluster with several secondaries and one tertiary 
cluster conglomerated around it, together with one 
isolated construct. 
(b) Shows the two dimensional self-integration plot for this 
patient. This indicates actual-self isolation and self- 
alienation. As in the other obsessionals there is no ten- 
dency towards ideal-self isolation nor social alienation. 


the actual-self and indifferent to the ideal. 
However, this placement is not typical of the 
obsessional patient group, who predominantly 
placed the social-self close to the actual and 
distant from the ideal. 

The concept of self-alienation advanced in this 
study is not indicated just by the distance 
separating the actual from the ideal-self. The 
placement of other elements is considered also. 
Fig. 4 shows the two-dimensional self-integration 
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LIKE 
IDEAL 
Го. 4.—The two-dimensional self-integration plot of this 
normal subject shows separation of the actual-self from the 
ideal-self greater than 1.2, but not self-alienation. Several 
non-self elements are further from the ideal than is the 
actual-self (Fig. 1(c)). There is a tendency towards ideal- 
self isolation with only element 19 (an ethical person) 
being similar to the ideal-self (Fig. 1(b)). 
plot of a normal control subject. The separation 
of the actual from the ideal-self is greater than 
1:2 and is as large as that of several obsessional 
patients, but he sees six other people as even 
less ideal than himself. Not only are the un- 
successful person (17) and the father (2) less 
ideal than he himself, but also the boss he liked 
(12), the boss he disliked (13), the disliked 
person (15), and the religious person (18) are less 
ideal also. This young intelligent, but under- 
educated Irishman was striving to better himself 
and was healthily dissatisfied with his actual-self. 
This subject showed an articulated conceptual 
structure (which is illustrated in Makhlouf- 
Norris, Jones and Norris, 1970, pp. 267-9, 272). 


Group differences 

I. The factorial composition of the conceptual 
system of normals and obsessionals is similar. 
The amount of variance accounted for by the 
first, second and third components is not signi- 
ficantly different. 

2. In terms of conceptual structure, obses- 
sionals predominantly showed non-articulated 
(monolithic) structures, compared to the arti- 
culated structures of normal controls. 

3. In terms of the two-dimensional self- 
integration plot there were two distinctions 
(Table III). 
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A. In the obsessionals the actual-self was typi- 
cally isolated while that of normal controls 
was not. 

B. The obsessionals showed self alienation 
while the controls did not. 

4. In terms of the ratings of the self, the 
obsessionals placed the actual- and the ideal-self 
at opposite poles of the same constructs more 
frequently than did the normal controls 
(Table V). | 


Taste V 
Number of simultaneous ratings of the actual and ideal 
selves at the extrems opposite poles of constructs—a 
rating of 1 or 7 





Matched pairs Obsessional Control 

I 7 5 

2 10 o 

3 5 I 

4 7 I 

5 II I 

6 6 4 

7 4 o 

8 8 3 

9 4 о 

10 2 3 

її 4 o 
Total 68 18 


Wilcoxon matched pairs signed ranks test = P < -o1 





DISCUSSION 


Obsessional illness has been accounted for in 
terms of a variety of explanations, for example: 
Heredity. 

Organic conditions of the brain. 
Philosophical (existential models). 
Driving forces, libido organization or 
stage of development (fixation at the anal 
stage). 

In a recent review, Makhlouf-Norris (1968) 
stated that: ‘The review of the literature has 
led to no firm conclusions being formulated 
about the obsessional conceptual system, the 
obsessional personality or the mechanisms un- 
derlying the formation of obsessive-compulsive 
symptoms. The theories are insufficiently precise 
to yield specific deductions which can be 
subjected to experimental testing.’ On this 
basis it is not clear how the present findings can 
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usefully be related to the current formulations 
concerning obsessional illness. Probably they can 
more usefully be comprehended in terms of the 
theoretical context from which the methods 
were derived; that is the construing of and the 
prediction of the self. The formulation attempted 
can be classed as an ‘informational’ approach, 
being concerned with reducing uncertainty 
about the self. 

The main assumptions underlying this 
approach are stated below, together with some 
indication of their implications. Other assump- 
tions, specifically concerned with neurotic 
thinking, are indicated by italic print as they 
are developed. The approach employed is 
developed from that of Kelly (1955). 


1. The main function of construing is to reduce 

uncertainty 

The application of descriptive labels to an 
clement implies the prediction of certain events 
concerning that element. The occurrence of 
predicted events validates the application of the 
construct. To reduce uncertainty, a person 
applies constructs in ways which he believes 
will be validated by events. Any person’s system 
of constructs is one which has developed on the 
basis of making validated predictions. 


2. Construing has determinant as well as descriptive 

and predictive properties 

When a person construes an element in a 
particular way he is also, by implication, 
deciding how he will behave towards that 
element. His behaviour is organized to take 
account of bis expectations of that element, 
i.e. of his own predictions. 


3. The primary area of uncertainty towards which 
construing is directed is that concerning the self 
Although a system of personal constructs may 

be applicable to a universe of elements, the 

system develops in the context of a particular 
few elements, primarily the self. The tolerance 
of uncertainty may be lowest concerning the self. 

The characteristics of the personal construct 

systems of a typical obsessional patient and a 

normal control can be examined in terms of 

these assumptions, as systems developed to 


285 


reduce uncertainty, especially concerning the 
self and to govern behaviour. 

The typical normal subject’s conceptual 
system was articulated, while the obsessional’s 
was monolithic. Thus, while the normal system 
had two independent but linked dimensions the 
obsessional’s was unidimensional. Relative to 
the normal subject, the obsessional would be 
limited in his predictions and the organization of 
his behaviour to the two poles of a single 
dimension. The single dimension underlying the 
obsessional’s system is defined by the concepts 
of the self, with the actual and ideal selves 
simultaneously occupying the opposite poles of 
many of the constructs. Whatever the verbal 
labels given to particular constructs, the mean- 
ing carried by most of them was that the actual 
self was opposite to the ideal. This situation is 
depicted in the self-integration plot, the 
obsessional’s being typically self-alienated. 

Construing the self as non-ideal could well 
serve to reduce uncertainty concerning the self. 
To construe the actual-self as a failure or un- 
happy is to some extent self-validating. If a 
person predicts that he will fail in some situation 
or be unhappy, he is unlikely to mobilize his 
resources and direct himself so as to achieve 
success or happiness. Thus his prediction will 
be validated by doing nothing. To construe the 
self as successful or happy risks invalidation, 
because an attempt to achieve success or 
happiness may fail. The need for self-certainty 
may be such as to lead to construing the self in a 
way which predicts undesirable outcomes which are 
certain to be validated, rather than predict desirable 
outcomes which are open to test and to the risk of 
invalidation. 

The concentration of the whole personal 
construct system on the intra-self division has a 
number of ramifications. Other people can only 
be construed in terms of this same dimension. 
Characteristics of people which are independent 
of this dimension cannot be construed. Thus 
other people cannot be seen as complex indi- 
viduals, and the possibility for mutually inter- 
active relationships will be limited. Construing 
other people in terms of the intra-self separation 
serves to emphasize the undesirable nature of 
the actual-self. Almost everyone is seen as being 
unlike the the actual-self. This is depicted in the 
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self-integration plot as an isolated actual-self. 
Many people are rather like the ideal, and 
almost no one is more unlike the ideal than is 
the actual-self. The social-self is typically seen as 
non-ideal and close to the actual-self. Thus the 
obsessional predicts badly for himself, relative 
to other people as well as to his ideal, and he 
believes that other people see him as badly as 
he sees himself. The obsessional’s construction of 
other people thus leads to the same sort of self- 
validating prediction that his self-construing 
does. He is not only bad but he is the worst 
person he knows. 

In a monolithic structure, the only choice in 
construing is between opposites. When the self 
is construed the opposite poles are applied 
simultaneously to the self, or rather to different 
components of the self identity. This represents 
a state of cognitive dissonance (Festinger, 1957). 

To change the pattern of construing in a 
monolithic system implies either reversing the 
application of the poles of the single meaning or 
loosening the correlations between constructs to 
establish independent meanings. As the system 
is developed to reduce uncertainty about the 
self, neither can be achieved without increasing 
self uncertainty, unless self uncertainty can be 
simultaneously reduced in some other way. 

A further ramification is suggested by the 
unitary meaning, carrying blanket condemna- 
tion of the actual-self. Almost all constructs 
elicited fell within the single meaning, which 
suggests that all constructs which could be elici- 
ted would also be subsumed by this meaning. 
There are no discernable limits to the negative 
qualities which might be attributed to the self. 
It is suggested that to construe the self as 
generally bad in a monolithic system carries the 
risk of being uncertain how bad the self is, or in 
what particular ways it is bad. Construing the 
self as unsuccessful or unhappy tends to imply 
the possibility of construing it as evil, promis- 
cuous, murderous, etc., unless limits on the range 
of negative meanings are set. 

The fact that obsessional patients do doubt 
how far their undesirability extends is borne 
out by the symptoms. All тї patients in this 
study were obsessed by fears that they would do 
something or be held responsible for something 
which was disastrous or socially taboo. The 
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patient whose data are shown on Table II and 
Fig. 3 was obsessed with two such fears. She 
feared that she would sexually approach any 
man she encountered and she feared that she 
might become pregnant even by shaking hands 
or by some other non-sexual contact. She was 
also obsessed with the fear that she might harm 
a child, either by deliberately dropping it or 
by sexually injuring it. It is suggested that the 
irrational fears with which these patients are obsessed 
represent the implicit extension of unlimited negative 
construction of the actual-self. 

However, this patient, like other obsessionals, 
never enacted any of her fears. Therefore it 
might be expected that the predictions would be 
invalidated and the constructs implying them 
abandoned. Jt ts suggested that the compulsive 
behaviour serves to forestall the feared events being 
implemented and so serve to prevent the testing of 
the predictions. This is achieved in ways which 
are partly rational and partly irrational. 
The patient illustrated coped rationally with 
her fears that she might seek sexual inter- 
course and that she might harm a child. 
She never allowed herself to be left alone with 
either a man or a child, and she insisted on the 
presence of her husband or mother to check 
that she did not approach a man or harm a 
child. The fear that she would become pregnant 
she dealt with less rationally by washing her 
hands after any contact with a man, and she 
washed repeatedly. In this way the feared events 
were prevented, but the fear of them and the 
necessity to check and wash repeatedly sup- 
ported the validity of the prediction underlying 
the fear. 

Several obsessional patients showed little if 
any of the overtly sexual and aggressive charac- 
teristics of the patient illustrated above. In one 
young man the presenting symptoms consisted 
of the compulsion to check small details: whether 
he had properly closed a window or door, 
switched off a light or the TV, closed water or 
gas taps, or applied the hand-brake when 
parking the car. He felt driven by fears that any 
inadvertent error would snowball into a 
calamity for which he would be responsible. He 
feared that the TV, being left on at night, 
would explode and set fire to the house, or that 
the parked car would roll out into the stream of 
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traffic and cause an accident. This patient was 
habitually careful and he had a clear memory of 
having switched off the ТУ, or applied the car 
hand-brake, yet he returned to check repeatedly, 
disregarding his memory and his awareness 
that checking was unnecessary. The implicit 
predictions (of causing calamities) which genera- 
ted the compulsions were thus not based on his 
own knowledge of reality, but arose from the 
bad construction of himself. Checking was 
aimed at preventing such calamities. 

In terms of Cohen’s (1964) distinction be- 
tween objective and subjective probabilities, 
the obsessional patient imbues an event which 
has a very low objective probability (that he 
will cause a calamity) with a high subjective 
probability. Then he engages in activity to 
forestall this occurrence, which has the effect of 
reducing his high subjective probability towards 
the low objective probability. In some patients 
the behaviour directed towards reducing their 
high expectations of extremely unlikely events 
takes on ritual formality. 

Several of the characteristics of the conceptual 
system of obsessiona]s may be common to other 
types of neurotic illness. Many anxiety patients 
also show monolithic structures and are self 
alienated (Norris and Makhlouf-Norris, 1972). 
However, the crucial difference from obses- 
sionals is that anxiety patients’ devices for the 
reduction of self-uncertainty limit the range and 
scope of the negative attributes of the actual- 
self. Unlike obsessionals, the anxiety patients 
typically showed no evidence of predicting that 
they would cause disastrous or repugnant events. 
Why the obsessional extends his self-condemna- 
tion to include immoral or calamitous com- 
ponents remains to be clarified. However, some 
insight may be gained from the analogy of 
certain religious practices. Here the exaggerated 
confession of sin, the condemnation of the 
worldly self as wholly unworthy, and the per- 
formance of rituals all serve to support the 
belief that the immortal soul may be accepted 
as worthy. It may be that the obsessional patient 
adopts a similar device: by condemning his 
actual-self and maintaining the maximum sepa- 
ration, on all relevant constructs, of the actual 
from the ideal-self, he is able to entertain some 
certainty of the acceptability of his ideal-self. 
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SUMMARY 


A group of 1r obsessional neurotics were 
compared to matched normal controls in terms 
of their personal construct systems. Two original 
indices are described: one indicates the structure 
or pattern of construct meanings; the other con- 
cerns the integration of the concepts of the self 
relative to concepts of other people and is 
presented in the form of a two-dimensional self- 
integration plot. 

Obsessional patients were found to have prc- 
dominently ‘monolithic’ conceptual structures, 
with all constructs clustering around a single 
direction of meaning. Their actual-self concepts 
were isolated from concepts of other people and 
alienated from the ideal-self. The normal con- 
trols had 'articulated' structures with constructs 
faling into two independent, but indirectly 
linked clusters. Their self concepts were neither 
isolated nor alienated. 

The findings are discussed in terms of the 
hypothess that obsessions and compulsions 
represent devices to reduce uncertainty about 
the self. It is assumed that the function of 
construing is to reduce uncertainty, and pri- 
marily to reduce uncertainty concerning the 
self. Tt is suggested that in neurotic patients the 
need for self-certainty is such that they construe 
the self in a way which predicts undesirable out- 
comes which are certain to be validated, rather 
than predict desirable outcomes which would be 
open to invalidation. A speculative explanation 
of obsessional illness relating the symptoms to 
these assumptions and to the present findings is 
put forward. 
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A Study of Dichotomous Thought Processes in 


Accident-prone Drivers 


By LYNETTE S. PLUMMER and S. SUNDER DAS 


INTRODUCTION 


When a frequency distribution of motor 
vehicle accidents in any particular group is 
analysed, there is found to be a number of 
individuals who have a greater proportion of 
accidents than can be explained by chance alone. 
Research on the psychology of accident causa- 
tion has been aimed largely at isolating parti- 
cular personality characteristics which seem to 
be associated with high accident liability. 
However, the results from past research have 
been far from encouraging. Very little has been 
conclusively proved regarding the bearing of 
any one attribute on the accident rate, and 
there is still no single specific factor that is 
psychometrically capable of being identified as 
a predictor of accident liability. 

It is possible that, although accidents may 
result from many different causes, the essential 
feature may be the cognitive makeup of the 
individual on which the causes operate. In the 
present study, Shneidman's theory of dichoto- 
mous thinking as related to suicide is suggested 
as a framework model within which causes can 
operate. Shneidman (1961) proposed that there 
are particular modes of reasoning common to 
suicidal individuals, the presence of which leads 
to a high probability of suicide occurring. One of 
these modes is dichotomous thinking, or a 
tendency to think in terms of absolute value 
dichotomies. Shneidman felt that dichotomous 
thinking may in some cases be lethal, i.e. play a 
causal role in the person's committing suicide. 
However, in the present study, the presence of 
dichotomous thinking is not seen as in itself a 
cause of motor accidents. 

There are a number of factors which suggest 
the possibility that dichotomous thinking may 
be an aspect of the cognitive functioning of 
motor vehicle accident repeaters: 

1. Neuringer (1961, 1967, 1968) found that 
extensive dichotomization of thought was asso- 
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ciated with suicidal tendency. Coupled with 
this finding is the relationship which is often 
said to exist between self-destructive tendencies 
and motor accidents. An example of research 
in this area is the study by Selzer and Payne 
(1962), in which suicidal patients were found to 
have been involved in a significantly greater 
number of motor accidents than a non-suicidal 
group. 

2. The motor vehicle can be viewed as a 
‘deadly weapon’. In Australia it is involved in 
accidents accounting for over 3,000 deaths every 
year and many more disabilities (Current Affairs 
Bulletin, 1970, p. 118). As such it can provide the 
means for the release of hostility and aggression. 
Added to this is the research evidence which 
often suggests that aggressiveness is an aspect 
of the personalities of car accident repeaters 
(Parry, 1968). Associated with this is the study 
by Sutton (1969) which produced evidence to 
support his suggestion that dichotomous think- 
ing may provide a framework within which the 
causes of aggressive behaviour may operate. 


3. The work of Marcus et al. (1960), and 
Tabachnick (1967) on the action-prone charac- 
teristics of accident repeaters. The accident- 
repeater’s unthinking and impulsive use of 
motor action when frustrated or upset seems to 
indicate the operation of dichotomous thinking, 
which is said to facilitate the choice of extreme 
alternatives. To think dichotomously is to 
polarize personally relevant events, objects, 
meanings, attitudes, etc., in such a way as to 
experience them in their most extreme forms. 
The dichotomous thinker can see only the 
extreme alternatives—he cannot perceive that 
moderate choices are open to him. If the per- 
sonality is organized along lines which call for 
action when frustrations are encountered, the 
dichotomous thinker would be able to make an 
impulsive choice in favour of extreme action. 
This is further supported by Tabachnick’s 
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observation that the accident-repeater’s beha- 
viour often operates between the alternatives of 
extreme passivity and extreme action, without 
finding a happy medium between the two 
alternatives. 

The aim of this study is to discover whether or 
not dichotomous thinking will be exhibited to a 
greater extent by a group incurring frequent 
motor vehicle accidents than by one incurring 
motor accidents infrequently. 


METHOD 
Tests used 

1. Osgood’s (1957) Semantic Differential method, 
as used by Neuringer (1967, 1968), was selected as 
the instrument for studying dichotomous thinking. 
The Semantic Differential is essentially a combination 
of controlled association and scaling procedures. The 
subject is provided with a concept to be differentiated 
and a set of bipolar adjectival scales against which to 
do this. His only task is to indicate for each item 
{pairing of a concept with a scale) the direction of his 
association and its intensity on a seven-point scale. 
The term ‘concept’ is used in a very general sense to 
refer to the ‘stimulus’ to which the subject’s checking 
operation is a response. Example: Concept: Life: 

3 2 I о —I —2 —39 
Fair — —— Unfair 

Neuringer (1961) operationally defined dicho- 
tomous thinking as a sample scoring a concept as 
being “more good, more beautiful, more pleasant and 
more sad" than a control group's evaluations of the 
same concept. This definition views dichotomous 
thinking as a relatively extreme value judgement, not, 
as suggested by Shneidman’s theory, the extreme 
value judgement involving an inability to perceive 
alternatives. 

Sutton (1969) noted this discrepancy, and in his 
study of dichotomous thinking in relation to aggressive 
behaviour he re-defined dichotomous thinking opera- 
tionally as a response in the extreme value judgement 
(3) or a response in the middle value judgement (o). 
His explanation for doing this was that the inability 
to perceive alternatives is demonstrated only in the 
choice of the 3 and o value judgements, The 3 judge- 
ment indicates that the concept is seen as wholly the 
particular polar term chosen, and not any other. The 
9 judgement indicates that the concept is nothing on 
this dimension, and no alternative can be perceived. 

In the present study, Neuringer’s definition of 
dichotomous thinking was used, i.e. polarization of 
thought in which the object of thought is considered 
as ‘all or mostly good’ or ‘all or mostly bad’, with little 
modulation of the object into finer discriminations. 
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To be consistent with Osgood’s suggestions 
concerning the use of the differential, and with 
Neuringer’s research, only those scales high on 
Evaluative, Potency, and Activity factors were used. 
The same scales as those used by Neuringer were 
utilized, except for a small alteration suggested by 
Sutton. (The adjectives ‘blunt’, ‘dark’, and ‘smooth’ 
were substituted for the American adjectives ‘dull’, 
‘heavy’ and ‘delicate’.) 

There were nine Evaluative factor scales (good-bad, 
clean-dirty, nice-awful, unpleasant-pleasant, fair- 
unfair,  worthless-valuable,  happy-sad, honest- 
dishonest, beautiful-ugly); five Potency scales 
(strong-weak, small-large, hard-soft, light-dark, 
rugged-smooth); and four Activity scales (passive- 
active, fast-slow, cold-hot, sharp-blunt). 

Fourteen concepts were used: future, other people, 
anger, love, pain, death, honour, hate, murder, 
failure, suicide, myself, accident, life. 

2. Neuringer found that emotional disturbance 
increased the likelihood of dichotomous thinking being 
present. The Neuroticism factor of the Maudsley 
Personality Inventory (MPI) was selected to test the 
degree of emotional disturbance in subjects. 

3. À brief questionnaire was constructed to obtain 
information on each subject’s driving history, past 
motor accidents, and any evidence of conscious 
suicidal ideation. 


Scoring 

The scoring of a subject's semantic differential for 
extremeness on each of the factors was accomplished 
by assigning a score of 3 for extreme judgements 
like ‘very good? or ‘very bad’, a score of 2 for moderate 
judgements like ‘moderately beautiful’ or ‘moderately 
ugly’, a score of 1 for judgements such as ‘mildly 
worthless’ or ‘mildly valuable’. A score of zero was 
assigned to the midpoint rating. The more extreme 
the judgement the higher the score on the scale. The 
mean extremeness score per scale for each factor was 
recorded for the subject. Each subject made 252 scale 
judgements (126 Evaluative, 70 Potency and 56 
Activity). 

As Sutton’s work on dichotomous thinking and 
aggressive behaviour is implicated in this study, his 
method of scoring was also utilized. This consisted of 
counting the frequency of response of each of the 
seven values for each factor. The mean frequency of 
response per scale on each value was computed for 
each factor. Dichotomous thinking would be indi- 
cated where maximum mean scores were in the 
extreme or zero judgements, resulting in a W-shaped 
graph. Absence of dichotomots thinking would be 
represented by an M-shaped graph where extreme 
and zero judgements were minimal. 
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Subjects . 

The subjects were Psychology 1 students of the 
University of New South Wales. Two groups, each of 
зо subjects, were used. Group I (frequent accidents) 
was composed of motor vehicle drivers who had been 
involved in two or more accidents in the immedi- 
ately preceding twelve-month period. It contained 21 
males and 9 females, with an age range of 18 to 36 
years and a mean age of a little over 20 years. Twenty- 
four of the subjects drove motor cars, and the remain- 
ing six drove motor cycles. 

Group II (infrequent accidents) contained drivers 
who had not been involved in an accident for an 
immediately preceding period of at least three years. 
Nineteen subjects were males, 11 females. Motor cars 
were driven by 27 and cycles by 3. The age range in 
this group was 20-35 years with a mean age of 25 
years. 


RESULTS 


The results of this study indicate that dichoto- 
mous thinking was utilized to a greater extent 
by the accident group than by the control one. 
(а) Extremeness scores were predicted to be 
higher for Group I (frequent accidents) than for 
Group II. A one-tailed t-test for independent 
means was computed for each factor and the 
total. The confidence level was set at p = -05. 
The results of this analysis are shown in Table I. 


'TABLE I 


Mean and Standard Deviation of extremeness scores 
on evaluative, potency and activity factors 


Evaluative Potency Activity Total 


Group I Mean 1:72 1°63 1°54 1°65 
5.р. `43 ‘5I '59 “48 

Group II Mean 1:61 1°35 1:22 1°46 
S.D. "39 "45 "47 "37 
t I'I 2:8 2:3 1*9 
P p:05 р<:005 р=:01 р<:05 


The Evaluative factor evoked more dichoto- 
mous thinking from both groups than did the 
other factors. The difference between the two 
groups on this factor did not reach the predicted 
level of confidence. On the Potency and Activity 
factors, the accident group’s extremeness scores 
were found to be significantly higher than those 
of the control group. When the particular 
factors are left out of consideration, and the 
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overall totals taken, the difference between the 
groups is significant at the set level of confidence. 
(b) The means of frequency of response on 
each value were summed for each subject 
over the three factors to measure dichotomous 
thinking according to Sutton’s definition. Analy- 
sis of these data involves placing individual 
response patterns into categories enabling chi- 
square to be calculated from 2 X 2 tables. 
Four categories are possible: 
Category 1. Where the extremes (3, —3) and 
zero values are utilized maximally. 
Category 2. Where the extreme scores are 
maximal, and zero minimal. 
Category 3. Where the extremes are minimal, 
and zero maximal. 
Category 4. Where both extremes and zero 
are minimal. 


Table II shows the means of frequencies in 
each category for Groups I and II. 

Chi-square tests on these data produced the 
following results: 

Chi-square for Category 1 = 7:17 p < -or 

Chi-square for Category 2 = 0:74 p < 5 

Chi-square for Category 3 = 0:63 p «:5 

Chi-square for Category 4 = 9-02 р < ‘OI 

Only Categories 1 and 4 were able to show a 
significant difference between the two groups. 

Fig. 1 shows the W-shaped graph in which the 
distance between values is emphasized, i.e. 
dichotomous thinking. This mode of response 
was used by a significantly greater number of 
subjects from the accident group than from the 
control group (p < -or). 

Fig. 2 shows the M-shaped graph, in which 
moderate judgements are utilized maximally. 
This mode of response was used by a significantly 
greater number of subjects from Group II 

< *Or). 

(с) Table III shows the mean and standard 
deviation of Neuroticism scores on the M.P.I. 
for each group. 

For a two-tailed t-test computed between 
means, t = 1:14, p > -1. Thus there was no 
significant difference between the two groups on 
emotional disturbance. 

A score of 21+ on the M.P.I. was taken to 
indicate emotional lability, and a score of 20— 
to indicate lack of emotional lability. A chi- 
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Cat. 1 GroupI .. 16 51:30 21-88 19:06 63:44 20°38 21:13 56:25 
Group TI.. 6 52°70 22-70 17:00 59-70 18-70 27°33 55-00 
Cat. 2 Group I .. 8 69°33 30°66 20-66 14:66 26:33 26:33 67:33 
Group II. . I 49:00 28-00 31-00 25:00 37:00 44:00 48-00 
Cat. 3 Groupl.. 10 17:70 28-10 42:00 82-00 36-60 28-10 19:00 
Group II.. 13 14°92 32:61 29:54 98-77 26:00 31:70 20:61 
Cat. 4 Group I .. I 33°00 46-00 35:00 20:00 46:00 38-00 34-00 
Group IT.. 10 20:62 44:62 49:23 21*9I 49:92 45:08 20°15 
w so | 
bo L4 
» К! 
t. 
| 
о чолдо 
è 
H 
$ s 
a 3 2 / е -, -2 -3 
huvas 
Fic. 2.—Mean frequency of response in Category 4. 
^ — — — GP I (N = 1) 








3 2 / 2 ~, -2 Ed 
Favas 
Fic. 1.—Mean frequency of response in Category 1. 
——  À—— G? I (N = 16) 
— — — — G? II (N = 6) 
ТАВІЕ ПІ 
Mean and Standard Deviation of the N-scale of the 
M.P.I. 
Group I Group II 
Mean 20:50 22°81 
S.D. 11:75 9:06 


square comparison between members of Groups 
I and II scoring above and below 21: was 
carried out. Chi-square = 1:68, р > -2. Thus 
emotional lability is not significantly more 
common in one group than in the other. 


— — — — GP II (N = 10) 


(d) In Group I, r9 subjects stated that they 
had no conscious suicidal ideation, 9 had 
contemplated suicide, and two had attempted 
suicide. For Group II, 25 had no suicidal idea- 
tion, 5 had contemplated, and none had 
attempted suicide. No subject in either group 
had thought of using a motor vehicle accident 
to commit suicide. 'The numbers of suicide con- 
templation and attempt were combined for 
each group, and a chi-square = 2:11, p < :2 
computed. Thus there was по significant 
difference between the two groups on suicidal 
ideation. 

The 16 members of the ‘suicide’ group were 
then combined and compared with the 44 
subjects of the ‘non-suicide’ group. A chi-square 
comparison was made between the members of 


BY LYNETTE S. PLUMMER AND S. SUNDER DAS 


these groups having been involved in a total of 
4+ accidents and those with a total of 3— 
accidents. Chi-square = :49, p < "5. Thus the 
‘suicide’ group did not account for a significantly 
greater number of accidents than the non- 
suicide group. 

Groups I and II did not differ in frequency of 
exposure to driving hazards. For each group, 28 
subjects drove daily, one drive once or twice per 
week, and one at weekends only. 

The driving history questionnaire produced 
evidence which suggests that the criteria for 
selecting the subjects for each group were 
successful in discriminating between accident 
repeaters and non-accident repeaters. For 
Group 1 the mean number of years driving 
was 3*3, with a mean total number of accidents 
of 3:03. In Group II the mean number of 
years of driving was 7:2, with a mean total 
number of accidents of 0*5. 

Group I had a mean number of accidents in 
the preceding twelve months of 2:26. In Group 
II the mean number of years since the last 
accident was 5'9. 


DisaussioN 


Dichotomous thinking as measured by the 
Semantic Differential was found to be present 
to a greater extent in a population incurring 
frequent motor vehicle accidents than in a 
population incurring accidents infrequently. 

Dichotomous thinking could be shown to be 
present to some extent by both of the measures 
used. The totals of the extremeness scores for 
each group showed that the accident group 
achieved a significantly higher score. When the 
totals were broken down into the three factors, 
jt could be seen that the greatest difference 
between the groups was produced by the 
Potency and Activity factors. The Evaluative 
factor failed to produce a significant difference. 
This is somewhat similar to Neuringer’s (1967) 
results in which he found that the Evaluative 
factor produced the greatest amount of dichoto- 
mization of thought in all subjects, and that the 
Potency and Activity factors were much more 
successful in significantly differentiating among 
his suicidal, psychosomatic, and normal groups. 

Dichotomous thinking as defined by Sutton 
was also found to be present to a significantly 
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greater extent in the frequent accident group. 
The W pattern of response (dichotomous think- 
ing) was found to be more commonly used by 
members of the accident group, and the M 
pattern of response (non-dichotomous thinking) 
utilized to a greater extent by the control group. 
But, as with Sutton’s results, difficulty has been 
encountered in interpreting the V (Category 2) 
and A (category 3) patterns of response, which 
are utilized to a similar extent in each group. 
Possibly, dividing the responses up in this way 
is not a very useful way of looking at dicho- 
tomous thinking. It is not possible from the 
evidence produced in the present study to come 
to any conclusions about this question. 

No significant relationship could be found 
between conscious suicidal ideation and accident 
rate. This is contrary to the Selzer and Payne 
results. A very obvious difference between the 
two studies is the number of ‘suicidal’ subjects 
found. Selzer and Payne were able to find 33 
suicidal subjects in their combined sample of 
бо subjects, whereas in the present study only 
16 of the 60 subjects expressed any suicidal 
ideation. A possible explanation for this is that 
Selzer and Payne gathered their samples from 
amongst a population of psychiatric in-patients, 
while the present study sampled subjects from 
the ‘normal’ population. It may be argued that 
the Selzer and Payne study used a rather biased 
sample, and that their results cannot be general- 
ized to the population at large. 


CONCLUSION 

Persons who frequently become involved in 
motor vehicle accidents seem to dichotomize 
their thinking to a greater extent than do 
persons who become involved in accidents only 
infrequently. Conscious suicidal ideation was 
not found to be associated with high accident 
rate, but suicide is implicated in this study to 
the extent that dichotomous thinking has 
previously been found to be present toa marked 
degree in suicidal groups. Aggression is also 
implicated, as the accident group was found to 
exhibit a response pattern similar to that of a 
group of violently aggressive subjects in a 
previous study. 

These results may be viewed as giving some 
support to the action-prone theory of accident 
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causation. If, as has been suggested, these 
people have personality characteristics which 
callfor action when frustrations are encountered, 
then the utilization of dichotomous thinking 
should facilitate their making a sudden and 
impulsive decision in favour of some sort of 
action. Dichotomous thinking allows the indivi- 
dual to organize his value system in a simplified 
‘all-or-none’ manner. A particular extreme 
alternative will consequently stand out clearly 
as more appropriate than the others, thus 
making a quick decision possible. 

These results indicate that the study of 
cognitive processes may prove a fruitful area for 
future accident research; in other words, an 
understanding of how an individual perceives 
and organizes the world and how he relates to it 
may yield knowledge of how he assesses a given 
situation and adjusts his behaviour to it. For 
example, the way drivers assess the hazards of 
particular driving situations would appear to be 
relevant to their driving behaviour and, as a 
consequence, to their accident rates. 


SUMMARY 

It was hypothesized that Shneidman’s theory 
of dichotomous thinking could be a framework 
model within which the causes of frequent 
motor vehicle accidents may be seen to operate. 
To test for this possibility, two groups, each of 
30 subjects, were tested. The experimental 
group contained those subjects deemed, accord- 
ing to the particular criteria used, to have been 
involved in motor car accidents frequently. 
The control group contained subjects who had 
had only very infrequent accidents. Dichoto- 
mous thinking was measured by the Semantic 
Differential. It was found that members of the 
experimental group utilized the all-or-none 
type of thinking to a significantly greater extent 
than did the controls. 

Mention has been made of the action-prone 
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theory of accident causation. It was suggested 
that dichotomous thinking made subjects want 
to end the suspense of decision-making by 
choosing one or the other course of action repre- 
sented by the ends of a continuum. 

In this study no clear cut evidence was found 
for the oft-suggested relationship between suici- 
dal ideation and motor vehicle accidents. How- 
ever, if action-proneness is used as a criterion 
then a significant relationship is seen to exist 
between it and the incidence of such accidents. 
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The Tattooed Male Patient 


By N. L. GITTLESON and С. D. Р. WALLFN 


INTRODUCTION 


The incidence of tattooing is known to be 
high in certain selected groups. 

Forty-six per cent of Royal Navy ratings are 
tattooed—Scutt (1967, 1968, 1969), whilst 
Watkins (1961) quotes 65 per cent for United 
States Navy enlisted men. 

A strong association between tattooing and 
criminality was noted by Lander and Kohn 
(1943) in a series of army selectees. The high 
incidence of tattooing in penal institutions has 
been noted by Post (1968) and Bailey (1969) and 
is prominent even in young prisoners. Lepine 
(1969) found a 38 per cent incidence in English 
Approved School boys aged 15-19 years, the 
figure for a similar Australian group being 33 
per cent (Verberne, 1969), whilst a figure of 
90 per cent has been reached in a young 
prisoners’ centre (Pulse, 1967). 

The overall incidence of tattooing among 
male patients in a Special Security hospital for 
aggressive subnormals and psychopaths was 
15 per cent (McKerracher and Watson, 1969). 
The overall incidence for first admissions to a 
North American psychiatric hospital was 16 per 
cent (Ferguson-Rayport et al., 1955) and for 
acute admissions to an English psychiatric 
hospital 15 per cent (Gittleson et al., 1969). 
All three of these studies noted a particularly 
high incidence of tattooing in patents cate- 
gorized as suffering from psychopathic person- 
ality disorder, the incidences being 33 per cent, 
57 per cent and 36 per cent, respectively. 

In less selected populations the incidence of 
tattooing is uncertain. In a series of autopsies 
for the Chicago Coroner, just under 9 per cent 
were found to be tattooed (Rukstinat, 1941). A 
more recent estimate for Britain is 12:5 per cent 
(World Medicine, 1967). 

Yamamoto et al. (1963) studied the male 
population of a general hospital in North 
America and found that 15 per cent were 
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tattooed. The percentage of tattooed men in the 
psychiatric wards was no higher than that in the 
general medical or surgical wards; the tattooed 
men, however, exhibited significantly more 
evidence of personality deviation than the non- 
tattooed men. The investigators noted that 
because the hospital in question was run by the 
Veterans Administration the sample was biased 
‘militarily’ and might also be biased socio- 
economically. Nevertheless, it is the nearest 
approach we have to our present object—the 
study of tattooing in a relatively unselected 
population. 


Метнор 

After examining the practical difficulties 
involved it was considered that the nearest 
available approximation to an unselected sample 
of the general population was the population of 
a general hospital. Apart from accessibility and 
availability this setting enables the investigator 
to reassure the subjects that their anonyminity 
will be guaranteed—a particularly important 
factor when potentially embarrassing questions 
will be asked. 

The Wharncliffe Hospital, Sheffield, was 
chosen. This hospital accepts the full range of 
both emergency and waiting list patients in the 
specialties of general medicine, general surgery 
and orthopaedics. In addition the hospital has 
a specialized Burns and Plastic Surgery Unit. 
There are no psychiatric wards, and the imme- 
diate resuscitation and treatment of patients 
who have attempted suicide is not undertaken. 
It is a National Health Service Hospital and 
does not accept private patients. It is possible, 
therefore, that the sample may be biased 
towards the lower socio-economic groups. 

513 consecutive male admissions to the 
hospital were studied by personal interview 
and examination. The answers and observations 
were noted on a standard Item Sheet. It was 
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made clear to all patients that the study was 
totally unrelated to their condition and treat- 
ment (‘not for your benefit but for ours’). 
They were told that the investigators were 
doctors subject to the rules of professional 
secrecy and that the results might prove useful 
to others. Anonymity was guaranteed. 


RESULTS 

Of the 513 patients interviewed, 82, i.e. 16:0 
per cent, were tattooed. Of the latter, 2 refused 
and 2 were too ill to answer further questions. 
Of the 431 non-tattooed men, 6 refused, and 1 
was too ill to co-operate. 

After excluding these patients, 78 tattooed 
and 424 non-tattooed men were available for 
detailed study and will be further described. 
In this group the incidence of tattooing is 
15:5 per cent (78 out of 502), which does not 
differ significantly from the 16-0 per cent of the 
original total sample. 


I. Tattooed and non-tattooed men compared 


There were no significant differences between 
the various specialties for the incidence of 
tattooing (in agreement with the findings of 
Yamamoto et al. (1963)). For general surgical 
patients it was 15 per cent (34 out of 227), for 
general medical patients it was 18 per cent (30 
out of 167), for orthopaedic patients it was 15 
per cent (10 out of 68), for burns/plastic unit 
patients it was 10 per cent (4 out of 40). 

The tattooed and non-tattooed groups did not 
differ significantly in their mean ages (overall 
mean age = 49-3 years) or for the incidence of 
the following factors, and the percentages in 
brackets refer therefore to the overall mean 
incidence of that factor in the total sample of 
502 men: patient born outside Great Britain 
(3 per cent); marital status (19 per cent single, 
I per cent divorced or separated, g per cent 
widowed, 71 per cent married or cohabiting); 
history of previous divorce (4 per cent); present 
employment status (24 per cent retired due to 
age or ill-health, 71 per cent working, 5 per cent 
unemployed); history of previous serious acci- 
dent (46 per cent) ; alcohol as a factor in previous 
serious accident (3 per cent); history of previous 
mental illness (13 per cent); history of previous 


THE TATTOOED MALE PATIENT 


suicidal attempt (-6 per cent—3 men); history of 
jaundice (6 per cent); parents of patient 
widowed, divorced or separated before patient 
reached 16 years (18 per cent); patient's child- 
hood assessed as clearly disturbed (8 per cent); 
irregular work record of patient's father (6 per 
cent); history of mental illness in parents or 
siblings (6 per cent); history of criminal con- 
victions in parents or siblings (5 per cent). 
Table I shows that compared with the non- 
tattooed men the tattooed men were five times 
less likely to be members of a Christian Free 
Church, more than twice as likely to have 
tattooed family members and three times more 
likely to give a history of criminal convictions. 


TABLE I 
Tattooed and non-tattooed men compared 





Non- 
Tattooed tattooed Total 
N=78 N—424 N — 502 














No. % No X 








Church of England 

or Scotland .. 68 87 
Roman Catholic.. 7 9 з 7 38 8 
Jew, Muslim, Hindu, 





Atheist .. sv gh “Т 7 2 8 2 
Christian Free 

Church.. . 2 3 64 15 66 13 +005 
Positive family 

history of 

tattooing -. 34 44 78 18 112 22 +0005 
Convicted once .. 15 19 49 12 64 ig :005 
Convicted twice or 

more .. .. 17 22 12 3 2g 6 
Criminal convic- 

tions .. .. 82 41 бї 14 93 19 +0005 
The 78 tattooed men admitted 8 prison 


sentences, 6 crimes of serious violence, 14 of 
drunkenness and a total of 62 convictions. The 
corresponding figures for the 424 non-tattooed 
men were 4, 6, 14 and 91, respectively. 


2. The tattooed group 
A. General description 

Getting tattooed is a young man’s activity. 
Twenty-two per cent (17 men) were first 
tattooed before their 16th birthday, 46 per cent 
(36 men) before their 18th birthday and 78 per 
cent (61 men) before their 2151 birthday. 
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Despite the mean age of the tattooed men being 
52-4 years only 22 per cent (17 men) were first 
tattooed after their 21st birthday. 

There was in general a more superficial type of 
response to questions about the patients motives 
for being tattooed in this study than was obtained 
in a previous study of psychiatric patients in a 
psychiatric hospital (Gittleson et al., 1969); this 
doubtless reflects the shallowness of the pro- 
fessional relationship. Nevertheless, it was 
possible to categorize the motives as follows. 
Sixty-two per cent (48 men) were conforming to 
and/or following a contemporary group craze 
or fashion, 17 per cent (13 men) were tattooed 
on impulse whilst in a state of boredom, 17 per 
cent (13 men) described a purposive wish of 
some duration. The situation did not permit 
further detailed assessment of these motives, 
4 per cent (3 men) gave talismanic good health 
reasons and 1 per cent (1 man) was tattooed as 
payment for helping a tattooist to move his 
equipment. 

The circumstances of the first tattoo were as 
follows. Forty-seven per cent (37 men) were in 
the Armed Services. Complete sobriety was 
claimed by 64 per cent (50 men). Only 15 per 
cent (12 men) were unaccompanied, and only 
32 per cent (25 men) did not mention groups 
of friends as the main primary instigation. 
Sixty-three per cent (49 men) were first tattooed 
in their home country. This confirms previous 
studies in different populations (Ferguson- 
Rayport et al, 1955; Gittleson et al., 1969; 
Pollak and McKenna, 1945; and Yamamoto et 
al., 1963), that getting tattooed is usually a 
group activity, in which alcohol may not 
necessarily play a major role, usually started in 
one’s home country. 

The men’s expressed attitudes to their tattoos 
were as follows. Twenty-six per cent (20 men) 
definitely did not want their tattoos seen by 
others, 15 per cent (12 men) definitely did want 
other people to see their tattoos and 59 per cent 
(46 men) were indifferent. Asked directly 
whether they would have their tattoos removed 
if the necessary surgery were freely available 
and gratis, 24 per cent (19 men) definitely 
wanted surgical removal of their tattoos, 69 per 
cent (54 men) regretted being tattooed, and 15 
per cent (12 men) took steps to conceal their 
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tattoos by such measures as never rolling up 
their sleeves, etc. 

In 29 per cent (23 men) the tattoos were 
visible when normal clothing was worn (i.e. a 
suit with long sleeves). 

The frequency with which the various sites 
were used for tattooing was as follows: forearm 
71, hand 23, upper arm 14, chest 7, back 3, 
abdomen 1, thigh 2. The content of the tattoos 
had no statistically significant association with 
any particular factor. 


B. Analysis by single versus multiple tattooing 

The tattooed group was further analysed by 
comparing those who had been tattooed on one 
occasion only (46 per cent) with those who had 
been tattooed on more than one occasion (maxi- 
mum 63 occasions). There were no significant 
differences between the two groups for all the 
factors previously listed in Section 1 of the 
results, including distribution by specialty, 
religion, family history of tattooing, mean age 
and mean age when first tattooed (overall 
mean — 17:9 years). 

The circumstances of the first tattoo were 
similar in the two groups as were also their 
expressed attitudes to their tattoos. 

Table II shows that the man who has been 
tattooed on more than one occasion is more 
likely to have purposefully sought to be tattooed, 
to have tattoos that are visible in normal 
clothing and to be tattooed on both sides of the 
body. It is of interest that 8 per cent (3 men) 
were tattooed on both sides of the body at their 
sole tattoo session. 


3. Comparison of psychiatrically ill and physically ill 

tattooed men 

Ina previously reported study (Gittleson et al., 
1969) of tattooed men in a psychiatric hospital 
in the same city and with approximately the 
same catchment area, it was concluded that 
being tattooed was associated with personality 
disorder rather than psychosis. If this is indeed 
so, then (assuming that personality variation and 
psychosis are independent variables) we would 
expect to find that the associated and/or deter- 
mining factors of being tattooed in a psychiatric- 
ally ill population would be similar to those for a 
physically Ш population. To test this hypothesis, 
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TABLE II 


Comparison between men tattooed on one occasion only and 
those tattooed on more than one occasion 





Tattooed 
on one 
occasion 
only 
N = 36 


Tattooed 

on more 

than one 

occasion Total 
N=42 N= 78 


No. % No. % No. % 
Seer 
Criminal convictions 
admitted 
Convicted once .. 7 19 8 19 15 19 
Convicted twice or 
more .. © 4 It I8 31 17 29 па. 
Criminal convictions 11 91 21 50 32 41 ns. 





Motivation for tattoos 
Incidental (fashion, 
boredom, impulse) 33 92 
Talismanic health 1i а 2 5 3 4 
Purposeful © 2 6 г 26 13 17 +05 


Situation of tattoos 
Tattoos visible in 

normal clothing 6 17 17 40 23 29 -05 
Tattoos on one side 


of body only .. 33 92 a1 50 54 69 0005 
Now regrets being 
tattooed . 26 72 28 67 54 69 па. 


a ee ee 
therefore, this section compares the psychiatric- 
ally ill tattooed men previously reported in 1969 
with the present series of physically ill tattooed 
men. 

For the following factors there was no signi- 
ficant difference between the two groups, and 
the figures in brackets refer to the mean of the 
combined mentally and physically ill tattooed 
groups: incidence of tattooing (15 per cent); 
proportion tattooed on.one occasion only (48 per 
cent); mean age when first tattooed (18-4 
years); history of previous serious accident (42 
per cent) ; alcohol as a factor in previous serious 
accident (15 per cent); parents of patient 
widowed, divorced or separated: before the 
patient reached 16 years (16 per cent); positive 
family history of being tattooed (41 per cent). 

The two groups were similar for the following 
factors which relate to the (first) act of being 
tattooed: instigation by group pressure (64 per 
cent) ; whilst in the armed services (51 per cent); 
whilst sober (68 per cent); whilst unaccom- 
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panied (20 per cent); in their home country 
(68 per cent) ; tattoos visible in normal clothing 
(25 per cent); tattooed on one side of the body 
only (66 per cent); distribution on body site; 
cumulative age incidence. 

Table III shows that the psychiatrically ill as 
compared to the physically ill tattooed men had 
(as expected) a more frequently positive family 
history of mental illness, and a higher propor- 
tion of them were immigrants. They also showed 








Taste III 
Comparison between psychiatrically ill and physically ill 
tattooed men 
Psychi- 
atrically Physically 
ill ill 
tattooed tattooed 
men men 
N=67 N= 7 
——_ ————— P 
No. % No % 
Positive family history of 
mental illness ix | 17 25 4 5 -005 
Born outside Great Britain .. то 15 2 


Childhood clearly disturbed 17 25 
Patient divorced or separated 


ever.. zs "m -. II 16 7 9 ne. 
Positive family history of 

criminal conviction . 12 18 5 6 ns 
Patients with criminal 

conviction(s) 


. - 40 бо 32 41 -o5 
Patients with prison records. . 7 
Patients convicted of 
drunkenness EN +. 18 
Likes tattoos seen by others . . 27 40 12 I5 
Dislikes tattoos seen by others 19 28 20 26 ns. 
Indifferent whether tattoos 
seen by others .. T 
Desires surgical removal of 
tattoos ы; s 41 21 19 24 пз. 


21 31 46 59 005 





a greater incidence of criminal convictions. 
They were also more likely to wish to display 
their tattoos. These last two differences may 
truly represent actions and attitudes which are 
associated witb being an in-patient in a psychi- 
atric hospital and which might be termed dis- 
inhibitory. On the other hand these differences 
might possibly be due to the greater degree of 
frankness with which a psychiatric patient talks 
to a psychiatrist as compared with a physically 
ill patient talking to a psychiatrist in a research 
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project. Be that as it may, the similarities 
between the psychiatrically and physically ill 
tattooed men are far more important, numerous 
and striking than the differences. In particular, 
there are no significant differences between the 
psychiatrically and physically ill tattooed groups 
for factors relating to the factual circumstances 
of the tattooing act itself. This comparison, 
therefore, lends further support to the view that 
being tattooed is related to personality factors 
rather than overt psychosis. 


CONCLUSIONS 

In a general hospital population the tattooed 
man is three times more likely to have been 
criminally convicted than the non-tattooed man. 
Tattooing seems to ‘run in the family to a 
certain extent and to be relatively rare in 
members of the Free Christian Churches. 

'The act of being tattooed is a group activity 
usually carried out in youth and regretted in 
maturity. 

It is very probable that being tattooed is 
associated with personality factors rather than 
psychosis or overt mental illness. 


SUMMARY 


Of 513 consecutive male admissions to a 
general hospital 82, i.e. 16 per cent were found 
to be tattooed. A detailed study was possible 
in 502 cases of whom 78, ie. 15:5 per cent 
were tattooed. 

The tattooed men were equally distributed 
between the specialties of general surgery, 
general medicine, orthopaedics and burns/ 
plastic surgery. 

Compared with the non-tattooed men the 
tattooed men were three times more likely to 
give a history of criminal convictions, more than 
twice as likely to have tattooed family members 
and five times less likely to be members of a 
Christian Free Church. 

The instigation and execution of tattooing is a 
group activity first carried out at a mean age of 
179 years, the forearm being the most common 
site. 

Within the tattooed group the 54 per cent 
who had been tattooed on more than one 
occasion were more likely to have purposefully 
sought to be tattooed, though no less likely to 


299 
regret it ultimately and more likely to be tattooed 
on sites visible when normal clothing is worn. 

Comparing this physically ill group of tattooed 
men with a previously reported group of 
psychiatrically ill tattooed men from the same 
area shows that the latter have a higher inci- 
dence of lawbreaking and a more positive 
attitude to exhibiting their tattoos. In other 
respects the two groups behaved similarly. 

It was concluded that being tattooed was 
related to personality factors rather than overt 
mental illness. 

ADDENDUM 

Over a four-month period (1.2.70-31.5.70) 
the staff of the University of Sheffield Depart- 
ment of Psychiatry were asked to note certain 
extra particulars in addition to their routine 
psychiatric assessment of all patients seen in two 
general hospitals on account of having attempted 
suicide. 

Of the 33 males, 39 per cent (13) were tattooed 
(6 on one occasion only) which is a significantly 
higher incidence (p < -005) than the 16 per 
cent (82 out of 513) reported here for physically 
ill men in hospital or the 15 per cent (33 out of 
218) reported incidence for acute admissions to 
a psychiatric hospital (Gittleson e? al., 1969). 
The tattooed and non-tattooed men were 
similar in their mean age, diagnostic categories 
and in the percentage (21 per cent) who had 
made a previous suicide attempt. 

Of the 95 females, 4 per cent (4) were tattooed 
(2 on one occasion only) which is greater 
incidence though not significantly so that the 
*2 per cent (2 out of 938) reported for female 
acute admissions to a psychiatric hospital. 

It was concluded that for males at least there 
is a relationship between suicidal attempts and 
the presence of tattoos. 
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An Analysis of Out-patient Services 


By D. A. W. JOHNSON 


The psychiatric out-patient department fulfils 
a comprehensive role in the diagnosis and treat- 
ment of a wide range of psychiatric disorders; it 
is no longer an annexe of the mental hospital 
principally concerned with providing follow-up 
and support for discharged patients. But despite 
the enormous growth of out-patient facilities and 
treatments, there have been few studies analysing 
the out-patient services. The Bethlem Royal and 
Maudsley Hospitals present detailed accounts of 
their out-patients, but although they serve a 
defined area their special functions possibly make 
their clientele unrepresentative. Diagnoses of 
out-patients in Buckinghamshire were analysed 
by Kessel and Shepherd (1962), but this survey 
gives no information about the treatment or 
disposal of patients. Innes and Sharp (1962) 
presented detailed statistics for combined in- 
patient and out-patients in the North East of 
Scotland, but did not separate the two classes 
of patients. The most comprehensive informa- 
tion concerning patients attending a hospital 
psychiatric out-patient department—their diag- 
nosis, treatment and disposal—comes from 
Kessel and Hassall (1965 and 1971) in their 
evaluation of the functioning of the new 
Plymouth Nuffield Clinic, and from Kaeser and 
Cooper (1971) who investigated a group of 
general practitioner referrals to the Maudsley 
Hospital to assess the satisfaction gained by the 
patients and family doctors from such consulta- 
tions. 

Knowledge of the kinds of patients attending 
psychiatric out-patient departments, their diag- 
noses, treatments and disposals would seem 
essential for the efficient administration of 
existing services or the planned expansion of 
facilities. In this article the out-patient work of 
seven psychiatrists working in three very 
different hospitals is analysed. 


METHOD 
This is a; prospective study of all patients 
attending the ‘new-patient’ clinics at the 


gor 


hospitals included in the survey, over a four- 
month period. The case records of the patients 
were examined, and discussions with the 
consultant concerned took place when necessary. 
An attempt to standardize diagnostic classifica- 
tions was made by using the definitions in the 
Glossary of Mental Disorders (1965), with the 
exception that all forms of depression were 
included in one category. Only patients recorded 
as cither (a) New Patients or (b) Re-referrals 
(i.e. new letter from the G.P.) by the appoint- 
ments clerk were included in the study. 

All the following information is based upon 
decisions of diagnosis, treatment or investigation 
and disposal made at the conclusion of the 
initial interview. 

‘First hospital treatment’ means the patient 
is having his first contact with the hospital 
services for mental illness. 

The hospitals concerned were: 

(1) The University Department of Psychiatry, 
Manchester Royal Infirmary—the Professor of 
Psychiatry, the Reader and two Lecturers. 

(2) A psychiatric unit in a general hospital 
offering comprehensive care to a defined catch- 
ment area—two N.H.S. Consultants. 

(3) A small psychiatric hospital offering 
comprehensive care to a defined catchment area 
—one N.H.S. Consultant. 


RESULTS 


Table I gives the total number of ‘new- 
patients? seen at the different hospitals. Each 


TABLE I 
New out-patients r October 1969-1 February 1970 


an A ee 
% First % y^ 
Total hospital Female Male 





Psychiatrist patients treat- patients patients 
ment 
University dept 198 15% 55% 45% 
General hospital unit 217 178% 5% 49% 
Mental hospital .. 41 80% 13% 27% 
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Taste II 
Diagnostic categories: Out-patients October 1969-February 1970 
Diagnosis 
Psychiatrist N %Nil % Personality % % % % 

psychiatric Depression disorder Neuroses Schizophrenia Organic Other 
University dept .. 198 8% 329% 32% 11% 4% 5% 8% 
General hospital unit .. 217 8% 36% 28%, 12% 3% 4% 9% 
Mental hospital 41. 10% 36% 27% 10% 10% 796 0% 


Total N - 


e 456 37 50 19 3 
eee LD 


psychiatrist in the psychiatric unit of the general 
hospital saw twice as many new patients as 
each of the psychiatrists in the other two hospi- 
tals. The psychiatric hospital would seem to be 
rather less attractive as a source of out-patient 
consultation, and vacancies remained unfilled 
some weeks. Perhaps the only surprise is that 
the psychiatric hospital had such a high propor- 
tion of patients for ‘first hospital treatment. 
The diagnostic breakdown (principal diag- 
nosis only) by hospital, age and sex can be seen 
in Tables II and III. The commonest diagnosis 
was that of depression—34 per cent of all cases. 
The second most common diagnosis was that 
of a personality disorder—390 per cent. The 
neuroses (other than depression) accounted for 
II per cent of patients. No psychiatric abnor- 
mality was found in 9 per cent of patients. 
The diagnostic breakdown by age (Table III) 
shows that the ‘no psychiatric abnormality’ 
group, personality disorders and neuroses 
cluster at the younger end, and places depression 
in the middle, with organic psycho-syndromes in 


Tase III 

Mean age of psychiatric diagnostic groups—all patients 

Mean age Standard 

Diagnosis in years deviation 

o 

Nil psychiatric .. 30:4 3:5 
Personality disorder 32:7 9*3 
Neurosis 4 33:7 9:2 
Other . 94:7 16:6 
Depression 4150 13-0 
Schizophrenia 43°7 10'1 
Organic 56:4 7'1 





N.B. Depression includes neurotic and psychotic 
depressive illness 


a much older group. Schizophrenic patients are 
shown to have a mean age of 43 '7 years—all the 
cases seen fell within the sub-category of 
Paranoid Schizophrenia. Twice as many females 
as males suffer from depression. There is also an 
excess of women attending the out-patient 
department without demonstrable psychiatric 
illness (approximate ratio 2 : 1); this sex ratio 
is reversed in the categories of personality 
disorders (3 : 4) and organic psycho-syndromes 
(1 : 2). 

In Table IV the out-patient treatments are 
shown. The most significant finding is that 42 
per cent of patients were treated by drugs alone; 
only 5 per cent of these patients were referred 
back to their general practitioner, the other 
patients remaining under hospital supervision. 
A further 9 per cent received some form of 
psychotherapeutic support (from hospital doctor 
or P.S.W.) in addition to their drugs, so that the 
total patients on drugs were 51 per cent. 

Fourteen per cent of patients received psycho- 
therapy, 8 per cent as the only form of treatment. 
All patients prescribed psychotherapy remained 
under hospital supervision, and none were 
referred back to their own family doctor for this 
treatment. The psychiatric social workers were 
involved in 9 per cent of cases; 4 per cent re- 
quired no other psychiatric treatment. Further 
investigations were ordered in 14 per cent of 
patients (4 per cent required psychological 
tests and 10 per cent required physical investi- 
gations) (Table V). In 15 per cent of cases no 
treatment was prescribed. These results show a 
very high inter-doctor and inter-hospital agree- 
ment. The principal differences were that the 
psychiatric unit in the non-teaching general 


BY D. A. W. JOHNSON 




















Taste IV 
Out-patient treatments and investigations—Percentages 
All diagnostic groups 
Univer- Psychi- 
Treatment as O.P. sity General atric Total 
dept unit hospital patients 
Psychotherapy .. 4 10 17 8 
Psychotherapy and 
drugs .. oe 4 4 12 5 
Psychotherapy and 
PS.W. .. Я" І о о І 
Drugs e . 32 54 89 42 
Drugs and P.S.W. 8 о o 4 
ECT 58 igs I 2 o 1 
Behaviour therapy 2 o 3 I 
Psychiatric social 
work... DN 9 2 o 4 
Other treatments .. 2 5 3 3 
No treatment 
(a) Require investi- 
gations .. 20 7 3 14 
(b) Listed for ad- 
mission BU 5 o o 2 
(c) No treatment re- 
quired .. .. 18 15 29 15 
TotalN .. .. 198 217 ag 456 
Total patients prescribed 
(a) Drugs .. e 44 58 51 5I 
(b) Psychotherapy 9 14 29 14 
dp ___ у  ———— 
ТАВІЕ V 
Patients requiring investigations before treatment prescribed 
— percentages 
All diagnostic groups 
Univer- Psychi- 
Investigations sity General atric Total 
dept unit hospital patients 
_____————————— 
Psychological - 6 I 3 4 
Physical .. 904 6 o 10 
a ———— 
Total N 198 217 41 456 


_ —_——————————-— 


hospital used drugs as the only form of treatment 
in a higher proportion of cases; the University 
Department made rather more use of the psychi- 
atric social workers; the psychiatric hospital 
offered psychotherapy—either alone ог in 
combination with drugs—to the highest pro- 
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portion of patients. Patients attending the 
University Department underwent more investi- 
gations. 

In the analysis of the disposal of out-patients 
(Iable VI) it can be seen that only four 
alternatives appear significant: admission 17 per 
cent, further out-patient care 57 per cent, 
P.S.W. care 4 per cent, and returned to the 
family doctor r4 per cent. All the patients 
referred to the gynaecologist (1 per cent) were 
recommended for therapeutic abortion. The 
1 per cent referred to the physicians were for 
treatment of primary physical illness. The only 
difference between the hospitals in disposal 
was that none of the patients attending the 
psychiatric hospital out-patient department were 
admitted, and the same hospital referred rather 
more patients back to their family doctor. 

The treatments prescribed and disposal of 
patients diagnosed suffering from depression 
were analysed separately (Tables VII and VIII). 
Sixty-eight per cent of patients were treated by 
drugs alone. Six per cent received psycho- 
therapy and 5 per cent help from social workers 
in addition to medication; the total patients 
receiving anti-depressant medication was 79 per 
cent. Four per cent received psychotherapy as 
their only form of treatment. Two per cent of 





Tase VI 
Disposal —All out-patients—All diagnostic groups 
Percentages 
Univer- Psychi- 
Disposal sity General atric Total 
dept unit hospital 
a 
Psychiatric admission 19 17 о 17 
Further O.P. 
appointment .. 49 60 67 57 
Day centre 2 2 4 2 
P.S.W. “з 2^ 8 2 o 4 
Psychology dept .. 3 о 2 I 
Medical O.P.D. 3 I о 1 
Plastic surgery — .. o I о <1 
Gynaecological O.P.D. 2 I 2 I 
Under psychiatric 
treatment/Returned 
to psychiatrist .. I 2 o I 
Other 25 "x o 2 2 I 
Returned to С.Р... 12 19 23 14 
ee 
TotalN .. .. 198 217 41 456 
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Tasre VII 
Out-patient treatments prescribed for patients with 
depression—Percentages 





Univer- Psychi- 
Treatment sity General atric Total 
dept unit hospital patients 
Psychotherapy  .. 2 4 13 4 
iid and 
drugs 5 5 13. 6 
.. бо 77 54 68 
Drugs and P.S.W... 1 о о 5 
ЕСТ vs % 2 4 о 3 
Psychiatric social 
work  .. x 5 I o 2 
Only psychiatric 
treatment Зе 8 2 7 4 
No psychiatric treat- 
ment  .. 7 7 13 8 
TotalN .. e 64 77 15 156 100% 
Taste VIII 
Disposal of patients with depression—Percentages 
Univer- Psychi- 
Disposal sity General atric Total 
dept unit hospital 
Psychiatric admission 18 25 о al 
Further О.Р. 
appointment .. бо 65 80 63 
Another psychiatric 
hospital (already 
under treatment) 3 4 о 3 
Psychiatric social 
worker .. T I o 5 
Gynaecological O.P.D. ‘6 2 7 4 
Day centre I о о «I 
Returned to С. P. о 3 13 3 
TotalN .. . 64 77 15 156 100% 


patients received help from social workers as 
their only form of treatment. Three per cent 
were prescribed out-patient ECT after the initial 
interview. The differences shown in the analysis 
of ‘all diagnostic groups’ are reflected in the 
sub-category of depression. The psychiatric 
hospital continued to offer most psychotherapy, 
the general hospital unit used drugs most 
frequently as the only form of treatment, and the 
university department involved social workers 
in a higher proportion of cases. 
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The principal modes of disposal of patients 
with depressive illness (Table VI) were: 
admission 21 per cent, further out-patient care 
63 per cent, and P.S.W. care 5 per cent. The 
differences between the doctors and hospitals 
remained small. 

Five per cent of patients suffering from a 
depressive illness required investigations into 
their physical health. 


DiscussioN 


The published results of other studies on 
hospital out-patients are similar in most respects 
to this survey. The differences are likely to be 
due partly to use of diagnostic terminology and 
partly to the referral habits of local general 
practitioners. 

The commonest diagnosis was that of de- 
pression (34 per cent of all patients). Kessel and 
Hassall (1965 and 1971) in their studies of 
out-patients in Plymouth found an average of 
42 per cent of all patients suffering from de- 
pression (8 per cent severe depressive psychosis, 
II per cent mild depressive psychosis, and 23 per 
cent neurotic depressive reactions), with a similar 
excess of female patients. Leigh (1955), analysing 
one thousand psychiatric domiciliary consulta- 
tions, found 34 per cent were for depression. 
Hopkins (1956) analysed the referrals from his 
practice to the hospital out-patient department 
and found 23 per cent were for depression. 

The second most common diagnosis was that 
of a personality disorder (30 per cent); this was 
higher than in the Plymouth studies (8 per cent) 
and in the analysis of Buckinghamshire psychi- 
atric out-patients, which showed 16 per cent 
(Kessel and. Shepherd, 1962), but an identical 
result to the survey of patients attending the 
Maudsley Hospital (Kaeser and Cooper, 1971). 
The same excess of male patients within this 
diagnostic group was found in Plymouth. 

The neuroses accounted for 11 per cent of all 
cases, rather lower than the Plymouth studies 
(26 per cent). The Buckinghamshire study (49 
per cent) and the Maudsley Hospital study (43 
per cent) are not comparable because these 
hospital figures include neurotic depressive 
reactions, which are classified with depression 
in the other studies. 

No psychiatric abnormality was found in 9 per 
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cent of cases, compared with 3:5 per cent in 
Plymouth and 13 per cent in Buckinghamshire. 

The heavy reliance upon drug treatments is of 
particular significance—53 per cent of all 
patients were prescribed drugs, 42 per cent as 
their only form of treatment. If the patients 
suffering from depression are considered sepa- 
rately the proportion is found to be even higher 
— 9 per cent receive drugs, 68 per cent as their 
only treatment. 

Fourteen per cent of patients received psycho- 
therapy, but only 9 per cent from medical staff. 
A most worrying feature is the limited help that 
was offered to patients diagnosed as suffering 
from personality disorders—390 per cent of all 
patients attending the out-patients—only one 
third of whom were offered any form of psycho- 
therapeutic help or support. 

The results show that 50 per cent of patients 
received medication or social work as their only 
form of treatment. A further 15 per cent re- 
quired no formal psychiatric treatment. These 
figures suggest that, although the expertise of 
the consultant psychiatrist may be required for 
diagnosis and advice on treatment or manage- 
ment, in a substantial proportion of out- 
patients (65 per cent) the hospital does not 
offer any form of treatment that is not equally 
available in the setting of general practice. Only 
5 per cent of patients treated by medication 
alone, and some of the patients requiring only 
social work, were returned to the family doctor; 
these results suggest a reluctance of the hospital- 
based psychiatrist to act only in a consultative 
basis. Kessel (1963) has suggested that the 
psychiatrist should assume a more consultative 
role, whereas Kaeser and Cooper (1971) con- 
clude that in the main the general practitioner 
wanted the hospital to take over clinical re- 
sponsibility, the demand for consultative advice 
being relatively small. It would seem clear from 
this survey that all the psychiatrists studied in 
fact took over direct responsibility for the con- 
tinuing care in the majority of cases—go per cent 
of all patients. It would seem unlikely that this 
is an isolated finding, as the recommended 
disposals of ill patients corresponded closely to 
those in the Plymouth studies (admission 19 per 
cent, out-patient care 42 per cent, social 
agencies 10 per cent, and returned to G.P. 12 per 
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cent), and the Maudsley Hospital study (ad- 
mission 11 per cent, out-patient care 42 per cent, 
social support 7 per cent and returned to G.P. 
16 per cent). In a survey of rather different 
design, Hopkins and Cooper (1969) reported a 
study of psychiatric referrals from one single- 
banded metropolitan practice over a period of 
five years; of those who did attend the out- 
patient department admission was recom- 
mended for 13 per cent, out-patient treatment 
for 66 per cent, and continuing general practice 
care for 13 per cent. Although this method of 
practice may satisfy the wishes of the general 
practitioner, there must be some rationalization 
of the use of the hospital out-patient department 
if the demand for psychiatric services continues 
to rise. 

The proportion of patients with associated, or 
suspected, physical illness (10 per cent) was not 
unexpected, as other studies have shown a high 
incidence of physical illness associated with 
psychiatric patients. Wynne-Davies (1965) exa- 
mined new psychiatric out-patients and found 
that 50 per cent had some physical morbidity, the 
majority of which were regarded as contributory 
to the abnormal state. Marshall (1949) found 
that of 175 psychiatric patients seen ata teaching 
hospital 44 per cent had physical conditions 
requiring attention. Johnson ( 1968) examined 
250 consecutive mental hospital admissions 
and found that 12 per cent had a physical illness 
as a major precipitating factor (only 20 per cent 
were diagnosed before admission). Johnson 
(1969) further commented that an additional 
20 per cent had a physical illness requiring 
attention. Eastwood et al. (1970) found that 40 
per cent of new referrals to the Maudsley 
Hospital emergency clinic had physical dis- 
orders (16 per cent had disorders nct previously 
recognized). The reason for a high percentage 
of patients at theuniversity department requiring 
medical attention (14 per cent) compared to the 
general hospital unit (6 per cent) and the psychi- 
atric hospital (o per cent) is not so obvious. It 
may reflect a difference in the source of referrals 
or the emphasis placed on this aspect of patient 
management. The necessity to order investiga- 
tions into the physical health of such a bigh 
proportion of out-patients would appear to bea 
strong argument for all psychiatric out-patient 
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departments to be situated at a general hospital, 
or at least in close proximity, so that psychiatrists 
may readily use its facilities. 

The results show that most psychotherapy was 
offered in the hospital where fewest patients 
were seen per session (the psychiatric hospital), 
The least psychotherapy was offered in the 
general hospital unit, where the most new 
patients were interviewed per session, This 
demonstrates that time is a major factor in 
limiting the amount of psychotherapeutic treat- 
ment offered to patients. Clearly there is little 
point in increasing the amount of training in 
psychotherapy for the psychiatrist unless pro- 
vision is made for him to have the opportunity 
to use this skill. The availability of such special- 
ized treatment is likely to influence the type of 
referral, and this might explain why this parti- 
cular psychiatric hospital had the highest 
percentage of new patients (first illness) and the 
lowest rate of admission. It may equally, of 
course, merely reflect the clinical practice of 
the individual psychiatrist. 


SUMMARY 

A survey cf the psychiatric out-patient services 
offered at three different hospitals (7 psychiatrists) 
in the Manchester area, over a four-month period. 
The findings show a high degree of uniformity 
in the diagnostic categories of patients seen. A 
study of the treatments prescribed and the 
disposal of patients shows a similar degree of 
uniformity. The psychiatrists concerned, re- 
garded themselves as largely responsible for the 
total treatment of their patients, rather than as 
fulfilling a consultative role. However, an 
analysis of the treatments prescribed suggests 
that less than half of the patients need to remain 
under the direct supervision of the consultant 
psychiatrist, and even fewer require special 
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facilities or treatments available 
hospital. 


only at the 
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Delusions, hallucinations, withdrawal, 

the bizarre symptoms that haunt the schizo- 
phrenic are now commonly associated with 
an excess of cerebral dopamine. Selective 
blockade of this neurotransmitter by Orap* 
(pimozide) offers the psychiatrist a new 
dimension in the treatment of schizophrenia. 
Now the inactive and apathetic schizophrenic 
can be treated with only a remote risk of 
noradrenaline blockade and hence undesired 
sedation and stupor can be avoided. 

With little or no Parkinsonian side effect 
liability Orap is well accepted by patients. 
They become amenable and co-operative 
during rehabilitation and are able to under- 
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who are inactive and apathetic and for 
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previously available neuroleptics”. 
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A Day Hospital’s Function in a Mental Health Service 


By J. K. W. MORRICE 


Nowadays the idea of a day hospital is 
familiar and no longer seems revolutionary or 
slightly suspect. Considerable growth of such 
units has occurred since the Marlborough Day 
Hospital opened in London in 1946. However, 
there has been no real attempt in this country to 
accept the challenge of Epps and Hanes (1964) 
who estimated that 50-75 per cent of patients 
in psychiatric hospitals could be cared for 
equally well in day units. 

Different day units serve different functions. 
Some treat acute disorders. Many care for 
geriatric or chronic psychotic patients and have 
a small turnover. Others deal with clients selected 
by age or diagnosis (e.g. mental subnormality or 
drug dependency) for a particular programme 
of treatment or rehabilitation. Day care appears 
to be particularly appropriate for an urban 
population with good transport facilities. In a 
rural or mixed community the difficulties of 
commuting from a distance reduce its useful- 
ness; indeed it often seems to be these difficulties 
rather than severity of symptoms which lead to 
in-patient admission. 

The Ross Clinic day hospital, which in its 
present form was set up in September 1968, 
started with definite aims in view. It attempted 
to fulfil a number of interrelated functions for a 
wide variety of patients drawn from the city of 
Aberdeen and its environs. Conceived according 
to the basic principles of what Clark (1965) has 
called ‘the therapeutic community proper’, it 
was hoped in addition that it might foster 
better working relationships with helping agen- 
cies in the community; in a small way it might 
thus provide a model for a comprehensive com- 
munity mental health service in its own area. 
This paper describes these aims, their achieve- 
ment and their lack of achievement. Evidence is 
offered for further appraisal of Crockett’s (1967) 
suggestion that new psychiatric units might be 
better planned as day units with a few beds 


rather than as in-patient units taking some day 
patients. 


Functions 

The functions which the Ross Clinic day 
hospital set out to fulfil were detailed at its 
inception as follows: 

1. The first and most important role was seen 
to be the treatment of patients on a day basis 
who would otherwise require hospital admission 
or very frequent out-patient appointments. Day 
care is often a more appropriate disposal, being 
less regressive than in-patient care but offering 
more intensive treatment than out-patient visits 
can generally provide. 

Because the present writer, as psychiatrist in 
charge of the day hospital, also bore responsi- 
bility for some in-patients at the Ross Clinic, it 
was accepted that many of these in-patients 
would attend the day hospital programme. 
Conversely, the ready availability of a small 
number of in-patient beds should allow the day 
hospital to contain crises that might otherwise 
necessitate transfer of the patients concerned to 
another unit. 

2. It was planned that the day hospital should 
run as a therapeutic community, with emphasis 
on patient responsibility and with full involve- 
ment in treatment roles of nurse, social worker, 
psychologist and occupational therapist. Much 
therapy can derive from group activity and the 
daily living experience. The social structure and 
treatment programme should keep this as a 
basic premise. 

3. Family involvement was recognized as 
important. The crisis that brings the patient to 
treatment generally involves close relatives. 
Recognition of the social factors involved gives 
an opportunity for successful therapeutic inter- 
vention (Morrice, 1968). 

4. Many patients have problems at work. 
An attempt should be made, therefore, in work 
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therapy to examine such difficulties and provide 
suitable learning experiences. It should prove 
fruitful to link up with Disablement Resettle- 
ment Officers and employers. 

5. A number of patients, mainly in the older 
age range, require support and rehabilitation 
rather than active treatment. Some respond to 
simple encouragement and social interaction. A 
suitable regime should be found for them. 

6. The Ross Clinic is a teaching unit, and a 
day hospital run on the lines suggested should 
offer suitable experience for senior medical 
students, psychiatrists in training, students of 
other disciplines, and general practitioners. 


Facilities 

The day bospital grew up in a wing of the 
Ross Clinic, which itself stands in pleasant 
grounds that include market gardens, a pitch- 
and-putt course, and a car-wash. Rooms, large 
and small, double as accommodation for com- 
munity meetings, encounter groups, dances, 
interviews, and group psychotherapy. There is a 
small kitchen, and patients serve their own 
lunch. The O.T. department of the Clinic is 
adjacent and full use is made of it. 

Staffing has fluctuated greatly. In general 
there are four full-time nurses; the rest of the 
staff are part-time in the day hospital and 
consist of: one P.S.W., four medical staff, one 
diversional therapist and one medical secretary. 
The medical staff have responsibilities outside 
the day hospital—e.g. for in-patients in the 
neighbouring psychiatric hospital, for out- 
patients, teaching, and also in helping to run an 
emergency service. 

Treatment is offered five days a week for an 
average daily patient population of 30 to 40. 


Referral 

Patients are referred to day hospital care on 
an approximately equal basis by day hospital 
staff and by other psychiatrists in the hospital 
group. They derive mainly from G.P. referrals 
to the out-patient department and less often 
from social work and welfare agencies. Occasion- 
ally a patient is self-referred. 

Decisions regarding patient admission are 
made in the main at a twice-weekly staff 
mecting. The criteria used have proved difficult 
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to ascertain and judge. A survey of psychiatrists 
involved in referral (O'Shea, I971) demonstra- 
ted a surprising range of criteria for referral and 
non-referral, despite the fact that honest 
attempts had been made to inform colleagues 
of the nature of the services offered. Most 
referring agents recognized that they sent a 
preponderance of personality disorders, and 
some were honest enough to admit passing on 
patients who had exhausted their own resources 
of therapy and goodwill. 

We suspect that the day hospital's own 
criteria for referral and acceptance were too 
generous, particularly initially. We admitted 
old and young, neurotic and psychotic, charac- 
ter-disordered and physically handicapped, as 
long as they appeared to be reasonably well- 
motivated to engage in the treatment regime 
and seemed to be in need of help with their 
interpersonal relationships. This is an important 
area that deserves continuing investigation: 
which kind of patient should be chosen for 
which kind of treatment regime? Present judge- 
ments are vague and ill-founded. In practice, 
criteria appear to be either too narrow or too 
wide, and consequently scarce resources are 
wasted. We now consider our criteria to have 
been over-expansive, but this has provided 
valuable experience. Our therapeutic milieu 
clearly suffered at times from attempts to contain 
and treat a preponderance of patients with per- 
sonality and character disorders, whose aggres- 
siveness and acting-out tendencies submerged 
the more positive attitudes of other patients and 
occupied a great deal of staff time and energy. 
On the other hand we have been gratified at the 
response of some patients, not only sociopathic 
but also schizoid and schizophrenic, who are 
not generally considered good prospects for such 
an approach (Morrice, 1970). It is clear that a 
proper mix is not easy to achieve. 


Data gathering 
A form was completed soon after admission for 
each patient and the data later transferred to 
punch-cards. An attempt was made to identify 
the social crisis leading to referral. If possible, a 
‘social diagnosis’ was arrived at and a ‘social 
prescription’ written. 

To illustrate this, a typical case may be cited 
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of a young woman referred to the day hospital 
following an attempted suicide. The patient’s 
plight was recognized as the most recent of a 
series of crises that had blown up between her 
and her mpther. The social diagnosis was formu- 
lated as a young woman’s struggle to resolve 
dependency needs and gain independence from 
an overprotective mother, thus seeking to 
achieve an adult identity and status. The social 
prescription for the patient was a recommenda- 
tion for group psychotherapy to encourage and 
utilize peer-group relationships and bring in- 
sight into, and a better way of handling, her 
difficulties and her confused emotions. Included 
was a proposal for family therapy, or at least the 
incorporation of mother into further assessment 
and treatment plans. 

The data sheets of 139 consecutive admissions 
to the day hospital during the period 1969-1970 


were examined and provided the basis of this. 


investigation. 


Treatment programme 

Briefly stated, the treatment regime consists 
of a daily community group-meeting, small- 
group psychotherapy four times a week, work 
groups, a weekly encounter group or socio- 
drama group, and various activity groups. Once 
weekly the “Thursday Club’ meets. This is a 
socializing occasion and a follow-up group, 
mainly for elderly patients, usually female. 

Finding suitable work-therapy for day patients 
has proved difficult. In the main, the hospital 
gardens, garden-shop, and work in the wards 
and dining-room have been the areas utilized. 
A car-wash offers more intensive work experi- 
ence, but initially the facilities were somewhat 
primitive and it was difficult to provide a thera- 
pist to this group. A hospital-staffed sheltered 
workshop (Unicorn Enterprises), set up in the 
city centre, provides the opportunity for some 
patients to recover work habits and has led to 
their employment in outside society. 

Throughout the treatment programme there 
is a deliberate effort to encourage social learning 
and behaviour modification. To this end, the 
setting tries to demonstrate recognition of and 
respect for each person’s individuality; there is 
emphasis upon interpersonal warmth, mutual 
trust, and openness of communication; per- 
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missiveness and confrontation go hand-in-hand 
in the hope that mistakes and crises can be 
utilized in the sense of providing learning oppor- 
tunities. It seems important, particularly when 
dealing with personality and character disorders, 
to show belief in the possibility of change. 

During the period under review, there have 
been many changes of staff. However, the 
nurses have been relatively ‘permanent’ and 
this has allowed them to learn and become 
committed to their roles. Such stability has 
been invaluable in providing continuity of 
knowledge and care of patients. A number of 
*"transients'—e.g. medical students, O.T. stu- 
dents, post-graduate psychotherapy students, 
health visitors on secondment, and a local 
clergyman—have taken an active part in 
treatment and made significant contributions to 
it. One advantage of the social structure de- 
scribed is the comparative ease of including 
‘outsiders’, combining with mutual benefit both 
therapy and teaching. 


RESULTS 
Patient characteristics 
Data regarding 139 patients were collected— 
58 men and 81 women, ranging in age from 
15-73 years. Tables I to VII show significant 
features of the population, the treatment 
methods used, and the outcome. 


Taare I 
Duration of stay 
Ross 
Day in- patients 
hospital (1967) 
Time in weeks 
; Per cent Per cent 

Less than 4 10 48 
4-7 . 20 37 
8-11 А 10 9 
12—15 А 18 3 
16-19 12 2 
20 and over 30 I 
Total . 100 100 





1. Duration of stay. Comparison is made in 
Table I between day patients and in-patients 
at the Ross Clinic. Whereas 30 per cent of day 
patients are discharged within 7 weeks and 
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another 30 per cent remain in treatment at 20 
weeks, 85 per cent of in-patients are discharged 
within 7 weeks and only 1 per cent are still in 
treatment at 20 weeks. These figures for in- 
patient stay are mirrored by other similar 
psychiatric units (e.g. Boyd and Kennedy, 1969). 

Such a pattern of day patient attendance 
probably follows from the nature of the present- 
ing problems and from the aim of treatment. 
Our patients include many with personality 
disorders, and our aim of encouraging social 
learning is one which takes time to achieve if it 
is achieved at all. 

2. Presenting cause of referral. Referral was often 
occasioned by a social crisis, perhaps the most 
recent of a series, bringing the individual to the 
notice of a helping agency. ‘The idea that much 
mental ilJness presents as the result of un- 
resolved social crisis situations and the belief 
that this model gives important treatment 
opportunities (Morrice, 1968) informs the whole 
programme of the day hospital. However, no 
attempt was made, in recording the data in 
Table II, to force facts into this particular 
mould. The Table indicates how these patients 
presented to us—some in obvious social crisis, 
others with conventional psychiatric labels. 
Only the major presenting cause has been 
categorized. ‘Other causes’ include conditions 
such as ‘inability to cope’, ‘need for help with 
socializing’, or ‘uncontrollable temper’. Seven- 
teen per cent of referrals followed a suicide 
attempt. 








Taste П 
Presenting cause of referral 
Main category only Per cent 
Suicide attempt .. a - 17 
Depressive symptoms .. ба 17 
Family or marital problems vs 17 
Work or other social problems .. I4 
Neurotic PURI. А Es 8 
Alcoholism : T zi 8 
Other d өз E wih 1g 
Total .. 100 





3. Diagnosis. A simple classification was used. 
Depressive reactions provide the most common 
diagnosis. Personality disorders are also pro- 
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minent, and this label includes a wide range of 
individuals—the inadequate, the paranoid, the 
sexually deviant, the schizoid, and particularly 
the sociopathic—in all of whom characteristics 
of personality outweigh other features of their 


symptomatology. 








Taste III 
Conventional psychiatric diagnosis 
Category Per cent 
Depressive neurosis А 33 
Manic depressive psychosis - 9 
Anxiety neurosis .. 2 ot 17 
Schizophrenic disorder .. oy 6 
Personality disorder НЕ is 26 
Alcoholism s 22 3 
Other Sa i M a 6 
Total .. 100 


4. Treatment methods. A large majority of 
patients were involved in both group psycho- 
therapy and activity groups. In addition, 
almost all were exposed to individual contact 
with staff day-by-day. The category, Individual 
psychotherapy, therefore, refers to a formal and 
intensive treatment relationship. Similarly, the 
category, Family therapy, fails to mirror the 
emphasis placed upon family involvement which 
took place with all patients whenever possible. 
The 14 per cent noted represents formal family 
therapy only. It does not take account of 
spouses who were included with patients in 





Tase IV 
Treatment methods 
Percentage of 
Category of treatment patient involved 

in еа 
Group psychotherapy .. es 90 
Activity groups .. Jd vs go 
Work therapy .. wis i 65 
Family therapy .. M 14 
Individual psychotherapy vs 6 
Drug therapy zs : D 40 
ECT » zs v I 





routine small group sessions. A flexible approach 
which encouraged, for example, a working 
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husband to join his wife in her group whenever 
he could proved valuable and well worth the 
minor upset caused to the group’s constitution. 

5. Disposal on discharge from day hospital. Some 
40 per cent of patients were discharged back to 
the care of their family doctors, and another 
40 per cent were followed up by day hospital 
staff, either at a regular out-patient follow-up 
group or by individual out-patient attendances. 
Of the total group under study, 10 per cent were 














TABLE V 
Disposal of patients at discharge 
Category — Per cent 
Referral to general practitioner . e 41 
Individual out-patient follow-up 22 
Attendance at out-patient follow-up group 20 
Transfer to in-patient status m > IO 
Patient took discharge against advice .. 7 
Total .. 100 





transferred to in-patient care. Occasionally this 
was caused by an intervening physical disorder 
demanding treatment. More often the psychi- 
atric state of the patient became so acute that 
the staff or relatives at home felt unable to 
cope on a day-patient basis. 

6. Treatment effectiveness. This is notoriously 
difficult to determine. In making the assess- 
ments, three areas of bebaviour and three 
simple categories of effectiveness were utilized. 

The three behaviour areas comprise: (1) 
social relationships, particularly those within 
the family, (2) motivation for and competence 
at work, and (3) the individual's state of personal 
satisfaction with his general life situation. 











Taste VI 
Effectiveness of treatment on discharge 
Rating No. Per cent 
Very satisfactory .. 5» I4 IO 
Satisfactory е T 63 45 
Unsatisfactory .. sis 51 37 
Not assessed. a а ІІ 8 
Total .. 199 100 
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With this in mind, staff attempted to reach 
consensus in placing each patient in one of three 
categories of treatment effectiveness: (1) Very 
satisfactory. This indicates completion of the 
social prescription and assumes that the patient 
is competent in his social relationships, is 
returning to full employment, and is expressing 
personal satisfaction at his own situation. (2) 
Satisfactory. The social prescription is not 
fully implemented, and adjustment to social 
relations or to employment difficulties is less 
convincing. But on the whole good progress has 
been made. (3) Unsatisfactory. The social 
prescription is unfulfilled and there has been 
little real achievement within the three major 
areas of social relationships, work, and self- 
esteem. 

4. Treatment effectiveness at 3 months’ follow-up. 
Reassessment was attempted only for those 
patients with whom contact had been main- 
tained by staff involved in follow-up. Such 
patients cannot, therefore, be considered as 
representative of the whole population under 
study. 

Tables VI and VII both give a figure of 
approximately 55 per cent for the combined 
categories, Satisfactory and Very satisfactory. 








ТАВІЕ УП 
Effectiveness of treatment at 3 month follow-up after 
discharge 
Rating No. Per cent 
Very satisfactory .. 2 17 32 
Satisfactory = 2 13 25 
Unsatisfactory .. ea 23 43 
Total .. M oe 53 100 


This means that treatment was effective, 
according to our criteria, in around 55 per 
cent of cases both at discharge and at 3 months' 
follow-up. The remainder must be considered 
as unsatisfactory in outcome. 


Discussion 


The Ross day hospital set out with six main 
aims in view. How far were they fulfilled? The 
results detailed above go some way towards 
answering this question, but figures alone have 
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their limitations. Indeed, any attempt to assess 
the functioning of group therapy, community 
therapy or a day centre bristles with problems. 
The recent literature contains studies which 
arrive at contradictory conclusions. This may 
be a consequence of differences in approach, 
treatment methods, modes of enquiry, and 
kinds of patients treated. The situation is well 
summarized by Sethna and Harrington (1971), 
Kessel and Hassall (1971) and Myers and 
Clark (1972). The fact must be accepted that it 
is extremely difficult to quantify and compare 
the appropriateness or authenticity of a thera- 
peutic interaction, the quality and application of 
psychotherapeutic skill, or the depth and signi- 
ficance of change. The present investigation 
lacks several features necessary to a rigorous 
scientific study (e.g. a control group), and 
indeed it does not purport to be so. The findings 
are worth reporting because in the present state 
of flux in mental health services a relevant 
innovation demands consideration. It is evident 
that many traditional concepts and customs 
persist in the face of changing needs, so that one 
is forced to accept the truth of Schon’s (1971) 
criticism that ‘our organizational map is perpe- 
tually mis-matched to the problems that we 
think are worth solving’. 

One of the problems worth solving in the 
evolution of a comprehensive mental health 
service is how to achieve a flexible and discrimi- 
nating use of both institutional and community 
facilities with the patients’ best interests in mind. 
The present writer’s experience echoes that of 
Crockett (1967), namely that mixed in-patient 
and day-patient care possesses advantages over 
more traditional methods. There is much to be 
said for the view that new psychiatric units 
should be primarily day centres with beds, 
rather than in-patient units with day-patient 
facilities. Individuals attending a day hospital, 
by the very fact of being day-patients, maintain 
active links with home and community that aid 
treatment and rehabilitation. The day hospital 
here described—together with the associated 
staff and facilities provided by the Ross Clinic 
as a whole for in-patients, emergency care, and 
liaison with outside agencies—fulfils the func- 
tions of a comprehensive mental health centre. 
Such a model for modern psychiatric practice 
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has much to recommend it (Sheldon and May, 
1967; Morrice, 1968) and may provide a suit- 
able alternative to the mental hospital, the 
demise of which is forecast by the Department 
of Health and Social Security (1969), 

Results of the present investigation show that 
in many respects our initial aims were fulfilled, 
although in some regards expectations proved 
to be unrealistic. 

I. Áccepting a wide range of often difficult 
patients, day care ‘failed’ in only 10 per cent of 
cases in that they required admission to in- 
patient status. The secure conditions of the 
associated mental hospitals proved invaluable, 
but they were required only rarely. Five day 
patients were transferred to Royal Cornhill 
and one to Kingseat, ie. 4 per cent were 
transferred outwith the Ross Clinic itself. 

Compared with 10 per cent of day patients 
transferred to in-patient status, figures for out- 
patients referred to the Ross Clinic in 1967 show 
25 per cent transferred to in-patient care. A 
more comparable figure may be the out- 
patients accepted for treatment, of whom їз per 
cent were later transferred to in-patient care. 

The main point is that the day hospital was 
able to contain its own problems successfully 
and with little recourse to discharge of patients 
to other psychiatric units. 

2. The preponderance of day-patients in the 
treatment situation provided real-life problems 
and brought lively and relevant raw material 
for the work of the groups in a therapeutic 
community. They also did much to counteract 
the artificiality and regression which so often 
characterize the in-patient's world. 

Concepts such as social crisis, social diagnosis, 
and social prescription became part of the staffs’ 
orientation towards the assessment and treat- 
ment of patients. (This will be the theme of a 
further communication.) The description of 
patients in these terms and their actual setting 
down on paper did not prove easy. However, the 
practice forced staff to think of diagnosis and 
treatment in terms of role-playing and role- 
relationships—notions which are relevant to 
the ‘living-learning’ processes of milieu therapy. 

3. Apart from routine contacts with family 
members and the frequent encouragement of 
spouse or relative to take part in the regular day 
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hospital group-meetings, formal family therapy 
was undertaken in 14 per cent of cases. While 
this was demanding of time and energy, the 
rewards were equally great in the clear revela- 
tion of interpersonal difficulties and in the 
opportunities given for their resolution. 

4. Work therapy proved more difficult to 
institute. Despite—or perhaps because of—the 
recent growth of industrial therapy units, car- 
washes, and the like, the idea persists that the 
mere employment of a patient is equivalent to 
therapy. This is not the case. However, the 
occasion that work provides to reveal and 
examine interpersonal problems and maladapt- 
ive behaviour can only be utilized effectively 
through tbe presence of a work therapist in each 
group who possesses awareness of group dyna- 
mics and authority to invoke sanctions. The day 
hospital's limited staff curtailed our effectiveness 
in this way. We found a regular ‘work motiva- 
tion group’, attended by D.R.O.’s, useful in 
examining work evasions, matching patients 
with jobs, and handling difficulties with outside 
employers. 

5. Some patients found intensive small group 
psychotherapy rather alarming. Others, as they 
presented to us, were clearly unsuited to such 
an approach. A range of experiences of a more 
appropriate kind was therefore offered. For 
example, group meetings were held with the 
aim of giving such patients more direct support 
in dealing with social difficulties and symptoms. 
And at sessions of occupational or recreational 
therapy they were encouraged to discuss their 
problems informally. This sometimes led to 
direct staff intervention in a social crisis or 
simply the provision of suitable medication. A 
number of elderly patients were maintained out 
of hospital by such a regime, and some surprised 
us by showing considerable improvement. 

6. Groups—large and small, psychothera- 
peutic, encounter, recreational, administrative, 
or crisis-confrontation—all provide occasions 
that allow the active participation of a student or 
trainee. In a therapeutic community, treating 
and learning go hand-in-hand. We found that a 
wide range of individuals—mainly senior medi- 
cal students, but also members of many other 
disciplines—were able to gain an intensive and 
first-hand experience of the emotionally dis- 
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turbed. This does require the student to put 
himself 'at risk? to some extent, revealing himself 
as a real person, and such an experience does 
not appeal to everyone. 

Our main failure and regret has been the 
difficulty in forging and strengthening working 
links with community agencies. These exist and 
are extremely valuable: e.g. a church group has 
provided hostel accommodation for discharged 
patients, treatment responsibilities are often 
shared with local authority social workers, and 
there are good relationships with Samaritans, 
Alcoholics Anonymous, etc. But in so far as 
community care depends on an integrated 
mental health team involved with general 
practitioners, health visitors, schools, police, 
clergy, trades-unions, employers, and other 
local agencies, we have fallen short. A plan 
involving catchment areas, which will allow 
greater continuity of care and a closer integra- 
tion of hospital and community resources is at 
present under active discussion and may lead to 
a greater fulfilment of these ambitions. 


SUMMARY 


Despite a great increase in day care over the 
last decade, the use of day hospital facilities as 
the hub of a mental health service has not been 
fully realized. This paper describes the setting-up 
of a day hospital which had such ambitions and 
also notes features of the patients admitted, their 
treatment and its outcome. Results suggest that 
day hospitals might well provide for a wider 
range of patients than they generally cater for 
at present. If it is well-staffed, community- 
orientated, and incorporates in-patient facilities, 
such a unit possesses many advantages for 
modern psychiatric praetice in an urban area. 
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The View-point of the Mentally Subnormal Patient 


By BRIAN К. BALLINGER 


INTRODUCTION 


Many patients in hospitals for the mentally 
subnormal are very isolated from the com- 
munity (Ballinger, 1970). McKeown and Leck 
(1967) suggested that many individuals in these 
hospitals do not require hospital care and there 
have been recommendations that hospitals for 
the subnormal should be smaller in the future 
(Department of Health and Social Security, 
1971). 

The satisfaction of those being cared for is of 
very great importance, and there appeared to 
be a case for studying the opinions of mentally 
subnormal individuals in hospital about their 
condition and care. 


METHOD 


Patients were interviewed from eight adult 
wards in Strathmartine Hospital, Dundee using a 
standard series of questions (see Appendix). None 
of the wards studied were under the clinical care 
of the author, and they accommodated respect- 
ively 61, 53, 40, 39, 31, 31, 28 and 19 patients. 

There were 296 patients resident in these 
wards at the time of study. Of these 174 were 
interviewed, including 8g men and 85 women 
and girls. Patients with intelligence quotients 
estimated at under 40, numbering 110, were 
excluded, and 12 other patients were excluded 
because they were unable or unwilling to co- 
operate. 

The ages of the patients were as follows: 16—29 
years (35 patients); 30-49 years (96); 50 years 
and over (43). Length of stay in hospital was as 
follows: 60 patients had been in hospital for 
less than 10 years, 69 from 10-29 years and 45 
patients for 30 years or more. The patients’ 
I.Q's were as follows: 40-49 (62 individuals); 
50-59 (54) and I.Q. бо and over (58). 


RESULTS 


I. Patients were asked: ‘Do you think there 
is (ог has been) anything wrong with you or 
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not? Patients failing to give a clear answer 
were further asked if they thought that they were 
‘il’. Trivial complaints were ignored. 

One hundred and twenty-four patients (71 
per cent) did not regard themselves as having 
anything wrong with them or being ill. Forty- 
four patients (25 per cent) described various 
complaints and these were: psychiatric in 13 
(e.g. nerves, depression); physical in 15; 
epilepsy in 12; and vague in 4. Six patients (4 
per cent) did not give a clear answer to this 
question. 

2. Patients were asked: ‘Why are you in 
hospital?’ Twenty-five (14 per cent) attributed 
their admission to illness, and 20 patients (12 
per cent) reported various forms of ‘mis- 
behaviour’; 10 (6 per cent) said they were in 
hospital for education or training; 18 (10 per 
cent) said they were ‘sent’ to the hospital, and 28 
(16 per cent) gave parental death or unwilling- 
ness to provide care as the reason for their 
admission. Five (3 per cent) gave other reasons 
and 68 (3g per cent) did not know. 

3. Patients were asked: ‘Have the staff told 
you why you are in hospital or not?’ Only 13 
patients reported having been given a reason. 

4. Patients were asked: ‘Do you think the 
ward has about the right number of patients in 
it or would you rather it had more or fewer?’ 
Eighty-one (47 per cent) favoured the present 
number of patients on their ward, whereas 16 
(9 per cent) would have preferred more and 
19 (11 per cent) fewer. Fifty-eight (33 per cent) 
did not express a clear preference. 

Patients favouring fewer patients on the ward 
were asked to state their reasons, and these 
included complaints about fighting, noise and 
crowded dormitories. Patients who thought that 
there should be more patients on their ward 
gave reasons which included a need for company 
and enjoyment. 

5. Patients were asked: ‘Do you think the 
hospital is about the right size or would you 
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rather it was bigger or smaller?’ Eighty-one 
patients (47 per cent) were in favour of a 
hospital of the present size; 27 (15 per cent) 
expressed a preference for a larger hospital, and 
22 (13 per cent) favoured a smaller hospital. 
Forty-four (25 per cent) did not express a clear 
preference. 

Patients who preferred a bigger hospital were 
questioned further. Seven seemed to imply a 
wish for more patients, 7 others wanted more 
space, 2 wanted more space and more patients, 
and 11 were uncertain. Reasons given included 
the idea that there were many people waiting to 
get into the hospital and also worries about 
overcrowding in the hospital. 

6. Patients were asked: ‘If you had the choice 
would you rather live here in hospital or some- 
where else?’ It was emphasized that the answers 
given would not affect their actual placement. 

Twenty-six patients (15 per cent) said they 
would rather stay in the hospital, 133 (76 per 
cent) expressed a preference for living elsewhere, 
and 15 patients (9 per cent) were not sure. Those 
133 patients expressing a preference for living 
elsewhere were asked to specify where. Sixty- 
one patients (46 per cent) wanted to live at home 
or with a relative, 23 (17 per cent) in a hostel, 15 
(11 per cent) in another hospital, 12 (9 per cent) 
in other named places and 22 (17 per cent) did 
not give a clear preference. 

Patients were then asked specifically about 
whether they would rather live in hospital or 
in a hostel (described as a building near the 
centre of the town with about 25 other people). 
Ninety-two (53 per cent) stated a preference for 
a hostel, 38 (22 per cent) for the hospital and 44 


(25 per cent) were not surc. 


Discussion 


The limited intellectual capacity and social 
‘experience of these patients must be taken into 
account when assessing the results. It is very 
probable that some may not have understood 
the full implications of the questions asked. 
Others may have felt that there was some 
administrative purpose behind the survey. 
Nevertheless the opinions and wishes of these 
patients are not entirely without relevance, as 
patients are the consumers of the services being 
planned for them. 


THE VIEW-POINT OF THE MENTALLY SUBNORMAL PATIENT 


Most of these patients did not see themselves 
as being ill, and in this they differed from a 
population of short-stay psychiatric patients, of 
whom 88 per cent thought they had or had 
recently had some illness (Ballinger, 1971). 

Patients’ views about ward size could not be 
related to the number of patients on their ward, 
and surprisingly few expressed a preference for 
smaller wards. One hundred and eleven of the 
patients were on wards with more than 39 beds, 
which would nowadays be regarded as being too 
large. However, many of the reasons given by 
patients for a preference for a ward with more 
patients on it could probably be adequately 
dealt with by an expanded occupational, 
recreational and training programme. It should 
be remembered that most of these patients 
would be unlikely to have had a fully adult 
understanding of the concepts of number and 
size. 

Similarly, only a relatively small proportion 
of patients expressed the preference for a smaller 
hospital, in spite of the fact that Strathmartine 
Hospital with 629 beds would be regarded as 
having too many patients in terms of present 
policy. The failure of patients to give a clear 
preference for the smaller wards and smaller 
hospitals which are nowadays thought to be 
desirable may represent a failure of grasp and 
imagination on their part. It may also point to a 
need to look at this problem in more detail and 
with more regard to patients’ preferences. 

Although most patients expressed a desire to 
live elsewhere, these wishes were often vague 
and idealized. It is not unknown for patients 
to change their viewpoint when faced with the 
actual possibility of discharge from hospital. 


SUMMARY 
One hundred and seventy-four patients 
resident in a mental subnormality hospital were 
interviewed. Seventy-one per cent did not 
regard themselves as being or having been ill. 
Only a small proportion of patients were in 
favour of having fewer patients on their ward's 
or of a smaller hospital. Seventy-six per cent of 
the group said they would rather live somewhere 

else away from the hospital. 
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APPENDIX 
Standard interview 
I am asking a lot of the patients in the hospital 
what they think about the hospital and about 
themselves. I am not the doctor in charge of this 
ward and I shall not be making any changes. 
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1. Do you think there is (or has been) anything 
wrong with you or not? Patients failing to give a 
clear answer were further asked: Do you think you 
are ill or not? 

2. Why are you in hospital? 

3. Have the staff told you why you are in hospital 
or not? 

4. Do you think this ward has about the right 
number of patients in it, or would you rather it had 
more or fewer? 

Patients expressing a preference for more or fewer 

patients were asked ‘Why?’ 

5. Do you think the hospital is about the right size 
or would you rather it was bigger or smaller? 

Patients saying ‘bigger’ or ‘smaller’ were asked 

‘Why?? and ‘Do you mean the hospital should 

have more/fewer patients or be bigger/smaller in 

size?" 

6(a) If you had the choice would you rather live 
here in hospital or somewhere else?" 

Those saying ‘somewhere else’ were asked *where?' 

6(b) Would you rather live here in hospital or in a 
building near the centre of town with about 25 other 
people? 


A synopsis of this paper ‘was published in the October 1972 Journal. 
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The Reason for Admission as a Focus of Work 
for an Adolescent Unit | 


By PETER BRUGGEN, JOHN BYNG-HALL and TOM PITT-AIKENS 


INTRODUCTION 

General perspective 

In recent years provision of care for psychi- 
atrically disturbed adolescents has received 
increasing attention. The present situation was 
summarized in a leading article in the British 
Medical Journal (1971) which emphasized one 
aspect of this provision—the need for adolescent 
in-patient facilities based within the community. 
This paper describes the ideas and practices of 
an adolescent unit which was opened at Hill 
End Hospital, St. Albans, in September 1969 to 
take younger adolescents (up to 16) of both 
sexes, from the area of the North-West Metro- 
politan Regional Hospital Board. This area 
covers 13,000 square miles and has a population 
of 44 million, which the Unit aims to serve with 
11 available beds. Who should be admitted 
to these places is clearly a critical question. 


Clinical perspective 

There has been continuing pressure for more 
adolescent units, yet Warren (1971) has 
pointed out that ‘there has been less thought 
about their clinical functioning’, and a critical 
evaluation of the use of hospital admission was 
called for by Brandon (1970) in his appraisal of 
Crisis Theory. 

In a traditional medical setting the diagnosis 
of an illness within the biology or psyche of the 
individual constitutes the reason for admission. 
Yet in practice some patients with severe 
symptoms remain at home while others with 
mild symptoms are in hospital wards. Treat- 
ment, too, is available either in or out of 
hospital, though scarce in both places. Lear 
and Pitt-Aikens (1967) used Balint’s (1965) 
concept of the overall diagnosis for admission 
procedures. This puts clinical symptomatology 
in the context of the social situation. By putting 
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emphasis on the life situation, especially of the 
family, they were able to provide a psychiatric 
service comparable with each of two other 
clinical teams using a more traditional model. 

The exact aetiology of psychiatric disturbance 
is often uncertain, but whether the pathology is 
solely within one person or is within the social 
situation, it is the 'symptom' of the family, 
parents and child, finding it impossible to stay 
together which necessitates admission and which 
must be-reversed before reunion (discharge) is 
possible. The Adolescent Unit uses the prag- 
matic criterion—the impossibility of the adoles- 
cent being coped with in the community—as the 
reason for admission. Now admission to a mental 
hospital, although separating an adolescent 
from a possibly damaging environment, may add 
to his primary disabilities some of the secondary 
ones of institutionalism described by Goffman 
(1961), Barton (1961) and Wing (1962). 
Adolescents, one of whose developmental tasks 
is to establish an identity, may be particularly 
prone to form that ofa mental patient: admission 
may confirm their worst fears of insanity. 
Younger adolescents need peers as well as 
adults as identity models, and the peers in 
adolescent units must be among the least 
satisfactory. Lengthy admission may disrupt 
those long-term relationships with adults which 
are important for the maturation of adolescents. 
These are additional reasons for keeping the 
adolescent's time out of the community as short 
as possible. 


Area service 

Caplan (1964) pointed out that where 
specialist resources aim to provide an area 
service they should be concentrated on helping 
those already looking after the patient to con- 
tinue to do so, or else the specialist's case-load 
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will be rapidly filled and no resources be left 
for an area service. 

An example is described by Hansell (1967). 
An area service in Ilinióis backed by 30 psychi- 
atric hospital beds was able to take over the 
care of a community which had previously used 
420 beds. An essential feature of his way of 
working was to convene a meeting of all the 
professionals from the different agencies already 
involved in the case. Although seemingly extra- 
vagant in professional time initially, the saving 
ultimately was considerable. 

In Colorado, Langsley et al. (1968, 1969) 
investigated a series of 300 patients, who had 
been designated by a psychiatrist as in need of 
admission to hospital. He offered 150 of them 
out-patient family crisis therapy, while a control 
group of another 150 were admitted to hospital. 
In a comparison of results at the six-month 
follow-up, the family therapy group were found 
to have differed in the following ways: 


G) none of them was admitted during the 
period of treatment, which averaged 24 days; 

(ii) only 13 per cent were admitted during the 
follow-up period, as opposed to 29 per cent of 
the originally hospitalized group re-admitted 
during the same period (p < -oor); 

(iii) the first admissions of the experimental 
group were for periods three times shorter than 
the re-admission of the originally hospitalized 
group. 

No significant differences were found in the 
social functioning of the two groups, but the 
cost of the family therapy group treatment was 
one-sixth that of the hospitalized group. On 
average, 5 days of normal functioning were lost 
by the family therapy group and 26 days by the 
control group. | 

In London, Brook (1967) bas described the 
work of a consultant psychiatrist going to a 
general practitioner’s surgery not as a specialist 
to undertake treatment, but as a consultant to 
the doctor. 


ADMISSION PROCEDURE 
The Unit's initial contact with the referring agent 
The Unit staff member, if possible from the 
same discipline as the referring agent, discusses 
the situation over the telephone with the referrer, 
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asking (i) details of the overall situation, in 
particular where the adolescent is living, where 
he will go to on discharge and who will continue 
his professional care; (ii) who wants the 
adolescent to be admitted to hospital, why, and 
what view is held by the person who has legal 
authority. Emphasis is placed on clarifying the 
site of legal authority, for, in this age group, it 
must rest with one or more of the adults con- 
cerned. Various ways are discussed in which 
parental authority could be supported other 
than by admission to hospital; (iii) if other 
suitable placements are available, so that the 
Unit is not merely used as lodgings. 

During the telephone call emphasis is placed 
on the availability of a bed if the person in 
authority decides that he or she can no longer 
cope with the adolescent in the community. 
With this backing the referring agent may 
decide to continue working with the family 
without admission. 


The Units consultation meeting with the referring agent 

The second stage is a meeting between the 
Unit psychiatrist, accompanied by the social 
worker or a nurse, and the referring agent. In 
discussing together the overall situation of the 
adolescent and how it is being handled, a plan 
may emerge for the adolescent to remain in the 
community with the backing of a bed available 
if required. 


The Unit’s first meeting with the family 

If the referring agent wishes, the Unit team 
meets the family, including the adolescent, 
with the referring agent, somewhere other than 
at the Unit so as not.to imply pressure towards 
admission. The adolescent is not seen separately. 

The client group, having previously been 
sent or given a leaflet about the Unit, are told 
about it in terms which emphasize its structured 
regime and its position in a mental hospital; it 
is stated that adolescents only live in the Unit 
for a period while they cannot be elsewhere. 
When the client group are asked if and why 
they wish to use the Unit, they often say they 
want the best treatment for their adolescent. 
The Unit acknowledges the concern shown in 
this request but points out that treatment may 
be available elsewhere, and that admission 
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means separation, and the Unit asks why they 
are thinking about this, since it is something 
which will affect not only the adolescent but all 
of them. The staff aim to help the family to 
explore what the situation feels like to them at 
the moment. If a symptom is described the staff 
asks what this means to the family and what 
difficulties it presents. The whole plight of the 
family may emerge and an attempt is made to 
discuss this openly. Members of the family may 
start to use phrases like ‘we cannot bear it any 
longer’, “I am not prepared to put up with it 
any more’, ‘we just cannot cope’, ‘I need a 
break’, ‘we cannot let things go on as they are’, 
etc. If this happens, it is accepted by the staff, 
often somewhat to the family’s surprise, as an 
understandable reason for considering admission, 
and a second meeting is arranged, this time at 
the Unit. 

On the other hand, bringing together the 
family may enable a therapeutic change to 
occur. А passive father, whose presence is 
insisted upon, may regain some of the traditional 
masculine authority reassuring to family and 
adolescent together. Pairing, often between the 
adolescent and parent of the opposite sex may be 
observed, and its interpretation may enable 
some resolution of parental rivalry. In these 
and in other ways a family may change or gain 
understanding which enables them to stay 
together, and a Unit bed remains free. 


The Units second meeting with the clients: admission 

This meeting, which also lasts an hour, is 
held within a week of the first. The same client 
group is shown round the Unit by a member of 
the nursing staff and then given a few minutes 
to discuss things between themselves. They are 
then joined by the psychiatrist, the social 
worker and the nurse. The situation is explored 
again. Some families may decide that they can 
now cope, and so the reason for admission dis- 
appears; but if the reason remains the staff try 
to ensure that all aspects of the present situation 
are discussed before the decision is reached. The 
final decision, and the responsibility for it, are 
left with the adults holding legal parental 
authority; if both parents are in the family, then 
they have to support each other in their decision 
before the Unit accepts it. 
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A verbal agreement is then made which 
includes the following: 


I. The reason for admission; 

2. On whose authority the admission is made; 

3. The changes needed before discharge; 

4. A commitment not to alter the arrange- 
ments except at another meeting—which may be 
called by any member of the present group. 

Án example of an admission agreement is 
*George is being admitted here to give him and 
his parents a break, because things are un- 
bearable for all of them at home and his 
parents insist on admission. He will remain 
until things have changed so that his parents 
think things will be bearable again. No one will 
change this agreement except at another 
meeting'. 

The agreement, which has embodied in it 
tbe reason for admission, is communicated to 
all the staff and becomes the vehicle for main- 
taining the focus of work. 


IN-PATIENT T'REATMENT 
The Units review meetings with the family 

The same group meets to review the admission 
agreement every two to four weeks. These 
meetings combine the administrative function of 
reviewing the reason for the adolescent being 
in the Unit and the therapeutic function of 
exploring the interpersonal nature of that 
reason. The meetings thus become conjoint 
family therapy sessions with a clear-cut and 
urgent focus. 

There is not enough space in this paper to 
describe the dynamics or the therapeutic 
technique employed in the various family 
meetings. They are often vivid, intense, even 
exciting, and are almost always exhausting. 
They provide one of the most interesting and 
rewarding parts of the work of the Unit. 


The social worker's meetings with the parents 

The social worker, who has been involved in 
the pre-admission work and therefore knows 
details of the difficulties in the family, uses the 
reason for admission as a focus for weekly 
meetings with the parents, and it often appears 
that this enables them to bring extra material to 
review mectings. 
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The Оті work with adolescents in the ward 

When a patient discusses problems with the 
nursing staff or becomes a problem to them, the 
reason for admission can be used as a starting 
point. The staff can explore, with the patient, 
the behaviour which they find difficult to 
tolerate, and compare it with the behaviour 
which the parents also found difficult. This may 
help clarify what happens in the relationships 
built up by the adolescent. Why his relation- 
ships develop this way can be worked out with 
the nursing staff in twice-daily work meetings, 
and on an ad hoc basis. Further opportunities for 
understanding occur in twice-weekly group 
psychotherapy, daily community meetings and 
in the family review meetings. Nurses, who are 
present at all of these meetings, can bring up 
details of day-to-day relationships and at the 
same time develop their own therapeutic skills 
by being co-therapists with psychiatrists and 
social workers. 


The Units limits 

Adolescent units vary in the degree of per- 
missiveness of their regimes (Beskind, 1962). 
Turle (1960) described some of the disadvan- 
tages of permissiveness in one Unit. The ‘need 
to provide external control’ in dealing with 
disturbed adolescents is mentioned by Miller 
(1969), the value of limit-setting in an adolescent 
unit is stressed by Holmes (1964), and ‘very 
definite, almost Victorian standards’ of social 
behaviour were established in a unit by Hen- 
drickson and Holmes (1959). Winnicott (1969) 
considered that adolescents have a need for 
confrontation with adults, who are prepared to 
stand up and claim the right to have a personal 
point of view which may have the backing of 
other grown-up people. 

The limits of acceptable behaviour within the 
Unit are set as closely as possible to those of 
the family and the community at large. In the 
schoolrooms the behaviour asked of adolescents 
is that tolerable in a normal school. This means 
that limits are fairly frequently exceeded. 
When patients exceed the tolerance of one group 
of adults (teachers), it leads to their exclusion 
from the class situation and leads to work with 
another group (nurses) at the task of self- 
understanding and control. After this they may 
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ask for re-acceptance by the teacher, all within 
the space of an hour. This is an example from a 
hierarchy of sanctions, going from reparation, 
whose importance was emphasized by Klein 
(1937), where this is possible, to varying degrees 
of seclusion up to the ultimate of being sent 
to bed. The manipulative potential for the 
adolescent in such a system is kept to a minimum 
by daily staff meetings in which all professional 
staff discuss their work. This also provides the 
setting in which difficulties between staff members 
are explored, to avoid the phenomenon described 
by Schwartz and Will (1953) whereby covert 
staff conflicts are expressed through the provo- 
cation of difficult patient behaviour. 

The adolescent’s fantasy of being able to 
contro] the adult world is confronted by the 
reality of the Unit's firm but not punitive 
authority. The sense of unfairness about the 
fact that adults, who have their own faults and 
limits, yet have authority over the adolescent, is 
discussed, and the sadness of giving up infantile 
fantasies of omnipotence may be interpreted. 

Staff are open about their own limits, and 
use words similar to those found in the ‘reason 
for admission’. They say that they are ‘annoyed 
by’, ‘cannot stand’, ‘cannot tolerate’ a particular 
piece of behaviour. But this is followed by trying 
with the adolescent to understand what is 
happening. Nurses explore with the adolescent 
the frustration experienced when his search for 
an adult who can put up with anything is met 
instead by the limits of the Unit’s tolerance. 

The British Medical Journal (1971) article 
pointed ‘out the limited role of drugs in the 
treatment of adolescents. If a tranquillizer is 
used in the Unit, as occasionally happens, the 
patient is told that it is being given to help the 
staff because they find it impossible to tolerate 
his behaviour. This is felt to lead to less mis- 
understanding than either giving no reason or 
implying that it is to make an illness better. 
Occasionally patients pass the Unit’s limits 
altogether, and the Unit then asks for a break— 
usually for a month—before it has the patient 
back. 


Discharge 
Discharge is arranged at a review meeting 
when those in parental authority say that they 


BY PETER BRUGGEN, JOHN BYNG-HALL AND TOM PITT-AIKENS 


can cope again. They may say this after just a 
period of time, or after changes in the adolescent 
or in the family, or after changes in the institu- 
tion, or after all of these things. 

Sometitnes the agreement is changed and the 
adolescent does not return home, but the Unit 
helps to lead to necessary long-term separation 
from, for example, a family situation where the 
emotions are particularly intense (Brown et al., 
1962). 

At a discharge meeting the parents and 
adolescent may plan to take advantage of the 


Unit’s post-discharge offers—the adolescent ` 


may visit the Unit periodically, or attend an 
out-patient psychotherapy group; the parents 
may see the social worker; the whole family 
may meet the staff team at an out-patient 
review meeting; or they may return to their 
original worker, knowing that the Unit may be 
approached again should the situation be 
difficult to cope with. Sometimes on discharge 
the re-admission date is fixed and a sharing 
arrangement starts. 


Dara 
A. Referrals 
Details of the outcome of referrals for ad- 
mission made during the 12-month period 
1 January to 31 December 1971 are shown in 
Table I. 
TaBrg I 
Level of intervention reached by referrals during 1971 


Point of intervention No. of cases as 95 








reached of 113 
Pre-admission 
Telephone call | 33% | * 
Professionals meeting 20:494 


ist family meeting 17%, 
d family meeting (at 
VE a se [5-3% 
Admission УЯ 24-8% 


Total no. of referrals г Jan.-31 Dec. 197 11g 


* Includes 1 case where offer of profeasional and/or 
family meeting within 2 hours of referrals was un- 
acceptable to referrer who wanted assurance of 
admission, and 4 cases where temporary staff limita- 
tions prevented the Unit from offering the appro- 
priate early meetings. 
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B. Patients admitted 

(i) Data about the first 50 patients (i.e. not 
counting re-admissions) admitted to the Unit 


is given in Table II. Diagnoses are in accord- 
ance with the Glossary of Mental Disorders (1968). 





"TAnrs IT 
The diagnosis, age and sex of the first 50 patients 
No. as % of 
Diagnosis first 50 patients 
Schizophrenia 12% 
295.0 Simple type js (1 case) 
295.1 Hebephrenic type (3 ao 
295.3 Paranoid type (2 cases 
Affective psychoses 4% 
296.2 Manic depressive psycho- 
sis, depressed type .. (1 case) 
296.3 Manic depressive psycho- 
sis, circular type .. (1 case) 
Other psychoses 4% 
298.1 Reactive excitation (2 cases) 
Neuroses 12% 
300.0 Anxiety neurosis (1 case) 
300.1 Phobic neurosis . . (5 cases) 
Personality disorder 50% 
301.0 Paranoid.. (1 case) 
301.5 Hysterical (1 case) 
301.7 Antisocial (22 cases) 
Special symptoms 10% 
306.5 Feeding disturbance (2 cases) 
506.6 Enuresis .. vs zs I case) 
306.9 Other (mutism) 2 cases) 


Mental disorders not specified as psychotic associated 
with physical conditions 
309.0 With intracranial infec- 
tion .. va " I case) 
309.4 With epilepsy s cases) 


8% 





Average age of patients on 


admission ; 5 14 years 3 months 
Age range of patients on 
admission 10 years 3 months to 
17 years 11 months 
No. of boys 23 


No. of girls 27 





(ii) Total length of stay resulting from ad- 
missions during the 12 months 1 January to 
31 December 1970 is shown in Table ITI. 
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'TABLE III 
^ The length of stay resulting from admissions during 1970 


Total length of No.of Мо. ofre- Total no. of 
stay in months patients admissions admissions 





Up to2.. Cs 14 I 15 

2-5 v A 9 3 12 

5-14 oe oe 4 3 7 

Totals .. $5 27 7 34 
Discussion 


Length of stay and area service 

The relatively short period of in-patient care 
in the Unit contrasts with the norm described in 
the British Medical Journal (1971) and with the 
optimum suggested by Warren (1965) as of 
between 3 and 12 months, with some patients 
staying longer. The factors in this Unit leading 
to early discharge are probably multiple. In the 
conventional setting discharge depends on the 
recovery from a defined illness in the individual; 
the end point can be hard to judge and depends 
largely on the psychiatrist’s skill. Discharge of an 
adolescent from the Unit, on the other hand, 
depends on the whole family ‘recovering’ 
enough to reunite. The basis for a decision may 
be easier to understand and does not depend 
upon an assessment of whether an illness has 
sufficiently cleared to avoid relapse or whether 
the severance of the ‘transference’ will be too 
damaging. Staff anxieties ahout premature 
discharge by parents have rarely been con- 
firmed. It is of course difficult to know how 
much the family’s returned capacity to cope is 
due to passive recuperation made possible 
because of the separation and how much is 
due to the Unit’s skill in actively reuniting the 
family on the basis of improved mutual under- 
standing. 

The Unit’s method of working has meant that 
despite a maximum of only 11 staffed beds, 
vacancies have been available when needed. If 
there has been any delay at all it has been very 
short. All referrers of cases have been offered both 
early appointments and the support of knowing 
that a bed is available. This service is not 
compatible with a waiting list, which would 
encourage agencies to join a queue and to take 


THE REASON FOR ADMISSION AS A FOCUS OF WORK FOR AN ADOLESCENT UNIT 


a bed when offered because of fear of losing the 
place, even if the family’s greater need at that 
time was not for separation but for working 
things out together. 

An in-patient unit is inevitably involved in 
separating adolescents from home. By focusing 
on the reason for admission, with both the 
professionals and clients, the Unit hopes to 
provide a setting in which questions of the 
length of separation and destination afterwards 
can be explored with maximum benefit and 
before admission. It can be argued that after 
admission it is more difficult to tackle these 
questions: motivation is lessened, the original 
issues become blurred and the mental hospital 
image is added to the difficulties of finding a 
place elsewhere. That often the answer found at 
‘pre-admission’ meetings is not to admit to a 
Unit bed is parallel to Hansell’s finding that 
the H. Douglas Singer Zone Center was used ‘as 
a convener to the parties in planning for 
management of the problems rather than as a 
place to deposit troubled persons’. 


Continuity of social worker 

Many official publications have stressed the 
need for cooperation between Medical and 
Social Services. (The Seebohm Report (1968), 
the Green Paper on the Future of the National 
Health Service (1970), the Consultative Docu- 
ment (1971) and the report on Hospital Services 
for the Mentally Ill (1971)). The extensive 
changes now occurring within the Social Services 
as a result of Seebohm give medical services the 
urgent and vital task of developing new working 
relationships with Social Service Departments. 

In cases coming to the Unit from Departments 
of Social Service, the referring social worker 
attends all family meetings before and during 
admission and is involved in the diagnosis of 
the total situation. Several advantages follow. 
The social worker brings her own skills and her 
knowledge of the family to meetings; she is 
present at any steps towards understanding that 
the family take, and so is familiar after dis- 
charge with what has happened while the 
adolescent has been in the Unit; her importance 
to the family is emphasized and she can maintain 
the long-term relationship with them advocated 
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by the Seebohm Report; she has a good oppor- 
tunity to expand her skills for use in subsequent 
crises in this or other families. 


Crisis theory 

The choice of focusing work on the crisis 
symptom of the family being unable to cope 
with the adolescent at home has raised some of 
the implications of Crisis Theory as elaborated 
by Caplan (1964) and described by Brandon 
(1970). 

Caplan suggests that the period of crisis, 
which lasts for four to six weeks, ends by the 
individual or family finding a 'solution': this 
solution may be adaptive or maladaptive, but 
it becomes part of a repertoire for dealing with 
future crises. If this is correct, then a family 
which deals with a crisis by extruding an 
adolescent to a mental hospital may be pre- 
disposed to do so again, and this is supported 
by the findings of Langsley et al. (1969). On the 
other hand, since a family in crisis is likely both 
to change and to use outsiders to help them find 
solutions, intervention should occur before 
the crisis subsides. The first meeting is offered, 
if possible, within a few days of referral. 

The Unit's pre-admission work also follows 
other suggestions of Caplan; it avoids historical 
data and memories, lest they distract from 
problem-solving and make dependency, re- 
gression and long-term therapeutic commitment 
more likely. The information gained in these 
meetings is relevant to the future work focus, 
while intrapsychic phenomenology obtained 
from the adolescent alone might be less so. 
Although a considerable proportion of the Unit’s 
resources is devoted to pre-admission work, 
Langsley's offer of, on average, 5:8 meetings 
suggests that an even greater investment would 
be of benefit. 


Understanding 

Bernstein (1964) stressed the need for the 
therapist's language to be similar to that used 
by the client, and in the Unit, as the reason 
for admission must be understood by everyone, 
including the adolescent, the language is the 
family's. Although the reason given for wanting 
adinission may seem in itself to be simple and 
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superficial, it js relevant to the task of deciding 
between admission and other ways of coping. 
After the crisis situation of admission has passed, 
the work of attempting to understand is more 
readily extended to the deeper reasons for the 
crisis coming at this particular moment in the 
history of the family. 

This more reflective work sometimes seems 
possible only after the heat of the crisis is past. 
Brandon (1970) says that in time of crisis the 
stresses may be temporarily overwhelming and 
the individual who is fatigued should be en- 
couraged to rest, but, he emphasizes, it is 
equally important that he should be called back 
to face his problem when he is rested. Both may 
be achieved during a period in hospital. 

The situations and feelings underlying the 
simple notion ‘cannot cope’ or ‘need a break 
eventually turn out to be complex. Usually 
there is a breakdown in parental authority and 
control, often accompanied by an increase in the 
adolescent’s apparent control of the family. 
The adolescent’s emerging sexuality and aggres- 
sion may then be felt to be particularly dan- 
gerous, especially when murderous or incestuous 
impulses are present. The need for separation is 
then understandable. 

The shared nature of the problem is empha- 
sized in the reason for admission. Although 
admitting ‘for fhe best treatment’ may seem to 
offer a better chance of making a therapeutic 
alliance with the adolescent, the Unit’s policy of 
meeting the family together allows the adoles- 
cent to see his parents accepting their part of a 
shared problem. This in turn may make him 
feel less unfairly blamed and hence more ready 
to accept his own part of the problem. 


Authority 

Re-establishing adult authority over the 
young ‘out of control’ adolescent becomes the 
first and most urgent therapeutic task because 
until this happens everyone, especially the 
adolescent, remains so anxious that useful 
learning and understanding cannot occur. 

Mental hospitals can effectively establish 
control by admitting patients to wards where 
there are enough staff backed up by medication 
if necessary. The psychiatrist’s authority can be 
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enhanced by lengthy individual interview lead- 
ing to diagnosis of an illness giving him the 
role of deciding on admission, treatment and 
discharge. Although this is effective, this author- 
ity is achieved outside, not inside, the family, 
which is where it had originally broken down. 

The Unit therefore tries to help families re- 
establish their own authority and to provide a 
setting where parents can make effective 
decisions for themselves. Parents must, in the 
Unit’s view, be in the position to gauge the 
criteria for admission, weekend leave and 
discharge, i.e. whether or not they can cope. A 
decision not to admit becomes a positive decision 
that they can cope, not just a Unit decision 
turning them down. A decision to admit 
because they ‘cannot cope at home’, ‘need a 
break’, etc. may seem at first sight to be under- 
mining, but if this is the reality then having it 
stated openly does not make it worse. And 
paradoxically they are given an opportunity to 
care, to set limits and to ‘cope’ by being able to 
decide on admission to the Unit which offers 
to cope on their behalf. 

By leaving the decision-making to the adult 
clients, the Unit is observing one of the prin- 
ciples of therapeutic communities (Rapoport, 
1960). The patients in the Unit are adolescents 
and are not given democratic rights on the 
ward, although their initiative ‘is encouraged. 
As in therapeutic communities, the setting for 
decision-making is important, and in the Unit it 
always occurs in family groups with the adoles- 
cent present. Here parents have to make real 
decisions in the presence of their children who 
will take part in the proceedings. The family is at 
work, and mechanisms learned can be taken 
home and used there. A separate decision be- 
tween parents and psychiatrist cannot be. 

The two staff members in the meetings set the 
parents an example of firmness and capacity to 
support and consult each other. Their inter- 


pretive skills may be used to clarify the dynamics 


which are preventing parents from doing like- 
wise. The adolescent may attempt to split his 
parents, and parents may not be supporting 
each other, but the Unit waits until they are 
united in their decision before accepting it. 
Because the Unit insists that both father and 
mother are present at all the meetings, marital 
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conflicts, so often behind the loss of control over 
the adolescent, can be worked with. For parents 
who need to use the Unit urgently it provides 
powerful motivation to come together. Parents 
in contact with the Unit, especially passive 
fathers, often emerge with surprisingly enhanced 
authority. Skynner (1969) also noted this after 
work was done in conjoint family therapy on 
parental sexual rivalry. 


Ambivalence and denial: making overt what had 
been covert 

It may appear cruel to emphasize phrases 
such as ‘cannot cope’ or ‘cannot tolerate’, but 
these phrases are not merely negative. They 
reflect the high degree of ambivalence in the 
relationships of most of the patients and their 
families. The negative side is shown in asking 
for separation; the positive in the expectation of 
reunion. Bowlby (1949) noted the ‘tremen- 
dously strong drive which exists in almost all 
parents and children to live together in greater 
harmony’. The negative parts of the ambi- 
valence cause much of the difficulty, and so in 
pre-admission discussions the events that have 
happened are discussed openly. The sum total 
of the behaviour described is often found to be a 
great deal less frightening than the fantasied 
results of the hating and murderous feelings 
within the family, and relief may be obtained 
from the discovery that painful realities can be 
faced in front of professionals. The concepts of 
‘coping’ or ‘tolerance’ or ‘needing a break’ 
which emerge are probably mundane compared 
to the family’s fantasies. What may perhaps be 
equally important is that these concepts describe 
limits and frailties of ordinary people, who can 
be expected to recuperate in the foreseeable 
future, and so the adolescent may see that 
admission is a separation and not a total 
rejection. 

Although negative feelings and factors are 
made explicit as a matter of policy, the caring 
and loving feelings within the parents and staff 
are also evident and acknowledged. The 
nursing staff in particular involve their negative 
and positive feelings in their relationship with 
the adolescent. Seeing this can enable thé 
adolescent to take an important step towards 
acceptance of his own mixed feelings and to give 


UNS didi 


BY PETER BRUGGEN, JOHN BYNG-HALL AND TOM PITT-AIKENS 


up the splitting mechanisms which lead to so 
many difficulties for himself and others. Caring, 
previously seen as the only good, and authority, 
seen as only bad, are integrated. 

Denial mechanisms can be seen and inter- 
preted more readily when the sadness of the 
situation is openly stated, whereas admission 
‘for the best treatment’ lends itself to be used 
by younger adolescents (who utilize defences of 
denial so readily) to deny the pain and sadness 
of the separation. 


Sharing 

Sharing arrangements during adolescence 
have a long tradition set by boarding schools. 

Lear et al. (1969) shared the care of psycho- 
geriatric patients between the hospital and their 
relatives by arranging for a set period of time in 
and out of hospital, and found that once the 
relatives appreciated and trusted the nature of 
the sharing, their capacity and desire to cope 
developed surprisingly. The relatives’ under- 
standable anxiety was that once out of hospital 
the patient could not be re-admitted. 

Similar attempts by the Unit sometimes 
involve a formal sharing arrangement being 
made with the family or, more often, with an 
institution, with set periods in each place. In 
other cases the Unit plans to be available in the 
background, throughout the adolescence of 
the patient, prepared to share the care when the 
parents or parent substitutes say that they need 
a break. The adolescent can be moved when 
the limit of tolerance has been approached 
rather than exceeded. The threat of total 
rejectien or permanent transfer is forestalled. 
'The possibility that in the long term this sort of 
arrangement may halt the sad progress that some 
adolescents make from institution to institution, 
each of greater security, must remain a subject 
for further study. 


Limitations 
Possible exclusion of patients who could benefit 

Some parents, although very concerned, are 
unable to acknowledge that they cannot manage, 
however desperate a situation may be. The only 
chance is to take up such phrases as ‘I am not 
prepared to let it go on any longer’, or ‘it makes 
me too anxious’, and to accept them as valid 
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reasons for admission. In other cases there is 
professional initiative to intervene because the 
adolescent is felt to be very sick or the parents 
pathogenic, but the parents are not openly 
concerned and see no need for admission, and 
so the Unit is unable to bring those in legal 
authority to exercise that authority. In this 
situation the meeting may be a place where 
the nature of responsibility is spelt out; and if 
the parents subsequently lose their legal 
autbority the Unit can work effectively with the 
new legal guardians, usually from the Social 
Services Department. 


Difficulties in relationship to referrers 

Medical referrers, whose skill and experience 
has led to a diagnosis of an illness within the 
child requiring admission, may find the Unit’s 
emphasis on the family difficult to agree with 
or to understand. Skill is required to convey the 
aims of the Unit to the referrer in such a way that 
they are understandable and do not seem to be 
ignoring the referrer’s own skilled assessment. In 
practice, doctors do work with and understand 
social criteria for admission. Perhaps what is 
more difficult for them to accept is the emphasis 
on giving parents, or legal guardians, the major 
say in whether to admit or not. The more usual 
model is for the psychiatrist's skilled assessment 
io lead to advice to admit with the role of 
parental authority limited to the acceptance or 
rejection of that advice. 

Although the social and family focus of the 
Unit seems to enable social workers to under- 
stand and join in quickly with the work, skill is 
still required to avoid undermining, rather than 
supporting, the social worker. 


CONCLUSION 


Although some of the Unit's way of working 
may seem to have been imposed by a shortage 
of facilities, it can be argued tbat it is also the 
best way to use in-patient facilities for younger 
adolescents and that the Unit's expensive skills 
are brought to bear where they are Jikely to be 
most productive. In order to maintain and 
develop this kind of service, increasing demand 
is likely to be made for staff skilled in the 
handling of family crises. 
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The Unit attempts to support long-term 
parent or parent substitute relationships and 
to produce lasting change by releasing con- 
straints posed by family attitudes upon the 
emotional development of its members. The 
impression gained by members of staff is that 
quick, sometimes dramatic, changes can occur 
in the patients during a period of admission, 
especially after family meetings. This supports 
the observation made by Skynner (1969) that 
rapid changes can follow family therapy 
meetings. That these changes may be of benefit 
to the individual is suggested by the relatively 
short periods of admission, because the parents’ 
decision to discharge is often based on changes 
seen in the adolescent. The stability of these 
changes needs further investigation. 


SUMMARY 


An In-patient Psychiatric Unit for younger 
adolescents uses the reason for admission as its 
main focus of work and hence concentrates its 
resources on pre-admission family meetings. 
The Unit seeks a reason for admission which 
can be understood by all concerned in terms 
not of the individual psychopathology of the 
adolescent but rather of the overall situation of 
the adolescent having to leave home. If no such 
reason is established, other methods of coping 
with the situation are discussed and admission is 
avoided. If a clear reason for admission does 
emerge, the Unit makes with the family a 
verbal agreement which states that reason, 
emphasizes the shared nature of the problem 
and defines the changes required before dis- 
charge can take place. 

During the period of admission, which gives 
the family a break to recuperate, the Unit’s 
professional skills are offered to help them 
develop a better understanding of themselves, 
particularly those aspects which made separation 
necessary. Work is directed towards reunion. 

It is argued that by admitting adolescents 
only while families or institutions cannot cope, 
or by supporting them with offers to do so in the 
future should the need arise, the adolescent’s 
long-term placement is maintained. Important 
emotional ties are not broken, but merely inter- 
rupted when absolutely necessary. 

Data are presented which suggest that this 
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method shortens length of stay and prevents 
the admission of many referrals. 

The three essential and interdependent 
factors of the service which the Unit aims to 
offer are: . 

(1) Resources (beds) with enough vacancies 
kept in reserve, enabling: 

(2) Collaboration with referring agencies 
when they want it, enabling: 

(3) Rapid involvement of referrers, families 
and the Unit in crisis work which often results 
in solutions other than admission, thus maintain- 
ing beds in reserve. 

There is a need for a deeper evaluation of the 
interactions involved and of the effectiveness of 
the Unit. 
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Haptoglobin Types in Alzheimer’s Disease and 


Senile Dementia 


By W. OP DEN VELDE and F. С. STAM 


There is much neuropathological evidence 
that Alzheimer’s Disease and senile dementia 
are essentially identical disorders (Stam, 1962; 
McMenemey, 1963; Jamada and Mehraein, 
1968; Lauter, 1970; Torvik, 1970). Family and 
genetic studies also give support to this opinion, 
for there appears to be a tendency for both senile 
dementia and Alzheimer’s Disease towards 
familial aggregation (Zerbin-Rüdin, 1967; Pratt, 
1970). Àn extensive Swedish study has given 
evidence that senile dementia is determined by 
‘a single autosomal dominent gene (Sjögren et al., 
1952). The difference in concordance rates 
between identical and non-identical twins with 
senile dementia is in agreement with this 
hypothesis (Kallmann, 1956). Furthermore, a 
number of families in which Alzheimer’s 
Disease is transmitted as a regularly dominant 
trait have been described (Pratt, 1970). For the 
sporadic cases of Alzheimer’s disease a cumu- 
lative polygenic action has been assumed 
(Larsson et al., 1963). Chromosome analysis of 
patients with Alzheimer's Disease and senile 
dementia has revealed certain abnormalities 
(Nielsen, 1968; Bergener and Jungklaass, 1970). 
Wheelan (1959) found that the MNSs blood 
groups appear to segregate with Alzheimer's 
Disease: however, another investigation failed to 
confirm a significant linkage between blood 
group genes and Alzheimer's Disease (Feldman, 
1969). 

The results of an investigation on the distri- 
bution of haptoglobin types in a group of 
patients with senile dementia and Alzheimer's 
Disease is the subject of this paper. Haptoglobins 
are a group of closely related serum glyco- 
proteins belonging to the a,-globulins and show- 
ing genetic polymorphism (see the reviews of 
Giblett, 1968; Sutton, 1970). Based upon 
genetically determined differences, three types 
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of haptoglobin are formed: the homozygous 
Hp 1-1 and Hp 2-2 phenotypes, and the 
heterozygous Hp 2-1 phenotype. All three types 
are expressions of two autosomal dominant 
genes, Нр: and Hp? (Giblett, 1968; Sutton, 
1970). Further investigations have shown that 
the genetics of the haptoglobin system are more 
complex, and that a third gene is involved 
(Smithies et al., 1962). The genes responsible for 
the different haptoglobin types appear to be 
located in chromosome 16 (Robson et al., 1969; 
Magenis et al., 1970). Góhler and Góhler (1963) 
determined the three haptoglobin types Hp 1-1, 
Hp 2-1 and Hp 2-2 in a variety of nervous and 
mental disorders; they failed to find any 
significant differences in their patient groups. 
They did not examine specifically a group of 
patients with either Alzheimer's Disease or senile 
dementia. An unspecific increase in the total 
haptoglobin content of the serum in cases of 
Alzheimer's Disease, regardless of the type of 
haptoglobin, has been reported by Behan and 
Feldman (1970). 


MATERIAL AND METHODS 


In the following groups of individuals the 
serum haptoglobin types were determined: 

I. 100 healthy individuals (university per- 
sonnel); 

2. 60 psychiatric and neurological patients, 
without signs of dementia, matched in respect 
to age and sex with group 3, and serving as a 
control group; 

3. 60 patients with the clinical diagnosis of 
either Alzheimer's Disease (15) ог senile 
dementia (45). 

The clinical diagnosis of Alzheimer's Disease 
and senile dementia was based on the following 
symptoms: amnestic syndrome (impairment of 
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TABLE I 





Haptoglobin type 





(in per cents) Hp? gene 
Number uency Reference 
I-I 2-1 2-2 
Norway . 1,000 13.2 46.2 40.6 0.36 (Fleisher and Monn, 1970) 
Denmark . 2,046 16.0 47-3 36.7 0.40 кресс, 1958) 
Germany 1,072 14.2 47.2 88.6 0.38  (Góhler and Góhler, 1963) 
England 218 10.0 55.5 31.7 0.38 (Allison et al., 1958) 
Belgium .. s 416 19.0 47.6 33.4 0.43 an Sande et al., 1969) 
The Netherlands .. 100 17.0 40.0 43.0 0.37 (This study) 





the recent memory and disorientation in time 
and place); paraphasia; paralexia; defects in 
calculation; dyspraxia; disturbances of the 
body scheme perception and an abnormal 
electroencephalogram (diffuse slow wave 
activity). Cases of Pick’s disease and cerebral 
vascular disease were excluded from the 
investigation. 

Determination of the haptoglobin phenotype 
was carried out according to the method of 
Sheridan, Kenrick and Margolis (1969), using 
the ‘Gradipore F electrophoresis equipment. 
With this procedure the various proteins are 
separated mainly according to their molecular 
sizes (Margolis and Kenrick, 1968; Slater, 
1969). The procedure is: 0-005 ml. of serum— 
after adding an excess of free haemoglobin—is 
applied upon slabs of polyacryl-amidegel (70 x 
70 X 3 mm.)* with a continuously decreasing 
pore size (4 per cent to 26 per cent concave 
gradient) and is subjected to electrophoresis at 
pH 8:3, during 18 hours at 80 V. 

The x^ test was used for calculation of the 
goodness of fit. 


RESULTS 


Table I represents the haptoglobin type 
distribution and the estimated Hp! gene fre- 
quency (regarding healthy persons) in some 
European countries (values from the literature) 
and of 100 healthy individuals from the Nether- 
lands (this study). The haptoglobin type distri- 
bution is expressed in percentages. 

As shown in Table I the haptoglobin type 
distribution in the Netherlands is in good 


* Polyacrylamide gradients gels (Townson and Mercer). 


agreement with that of the 
countries. 

Table II gives the haptoglobin type distribu- 
tion and the estimated Нр! gene frequency in: 

(a) 60 patients with various psychiatric and 
neurological disturbances and without signs of 
dementia (matched control group) ; 

(b) 60 patients with Alzheimer’s disease and 
senile dementia. 


surrounding 











Tase П 
Haptoglobin type 
(in per cents) Hp? gene 
No. frequency 
1-1 2-1 2-2 
Matched con- 
trolgroup бо 13°3 43:98 43°3 0°35 
Alzheimer’s 
disease and 
senile 
dementia бо 30:0 48-3 21:7 0°54 





In comparing Table I and Table II there is 
no significant difference between the group of 
100 healthy individuals and the matched 
control group of 60 psychiatric and neurological 
patients ( x? = 0:45, d.f. 2). The distribution of 
the haptoglobin typesin the group of Alzheimer's 
Disease and senile dementia differs significantly 
from that in the matched control group ( x? = 
9:23; df 2; p < o-or). 

Table III shows the haptoglobin type distri- 
bution in the group of Alzheimer's Disease and 
senile dementia, with the patients sub-divided 
according to age of onset of the symptoms 
(before or after 65 years). 
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ТАВІЕ ПІ 
Haptoglobin type 
(in per cents) Нр! gene 
No. ——— — — — ———- frequency 
1-1 2-1 2-2 
Matched соп- 
trol group бо 13°3 43:8 43°3 9°35 
Alzheimer’s 
disease 15 53'4 33°3 133 0:70 
Senile 
dementia 45 22:2 55:6 22:2 0:49 








From Table III the conclusion is that the 
abnormal haptoglobin type distribution is most 
strikingly present in patients with Alzheimer’s 
Disease (as compared with 15 matched control 
patients x? = 7:20; df 2; р « 0:05). Though 
the estimated Hp’ gene frequency in patients 
with senile dementia is higher than in the 
control group, the difference in haptoglobin 
type distribution does not reach significance at 
the 5 per cent level (as compared with the 45 
matched controls y? = 3:68; df 2). The 
difference however, between the patients with 
Alzheimer’s Disease and those with senile 
dementia is again not significant (x? = 4°80; 
df 2). 


DisaussioN 


The haptoglobin types have been studied in a 
great variety of conditions, such as psoriasis, 
diabetes mellitus, pulmonary tuberculosis, 
leprosy, cancer, rheumatic disease, nephrosis 
(see the review of Sutton, 1970), thalassaemia 
(Yamak and Ózsoylu, 1969), leukaemia, hepatic 
cirrhosis and hepatitis (Sutton, 1970; Mareček 
and Hoenigaré, 1970; Nandi et aL, 1970), 
cardiac and circulatory diseases (Sutton, 1970), 
schizophrenia and other psychiatric conditions 
(Géhler and СёМег, 1963; Lovegrove and 
Nicholls, 1965). Most of these studies have shown 
little evidence of relation with haptoglobin type. 
Several authors have reported a high frequency 
of Hp' gene in leukaemia (see Sutton, 1970), but 
this is not supported by two recent studies 
(Gurda and Turowska, 1970; Kanazu et al., 
1970). Furthermore, an increased Нр! gene 
frequency has been found in hepatic cirrhosis 
(Mareček and Hoenigará, 1970), as well as in 
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cardiac and circulatory diseases (Sutton, 1970). 
In none of these studies was an increase of the 
Hp* phenotypes observed. In our study we 
have noted a significantly increased Hp’ gene 
incidence in a group of patients with Alzheimer’s 
Disease and senile dementia. In our opinion it 
appears unlikely that this relation depends on a 
genetic linkage of the a-haptoglobin locus and 
the supposed gene defect in these disorders. 
Nevo and Sutton (1968) have suggested an 
involvement of haptoglobin type with immune 
reactivity: persons who are Hp’ apparently 
have a decreased efficiency in immune re- 
sponsiveness as compared with other hapto- 
globin types. The possibility that immunological 
factors play a role in the aetiology of Alzheimer’s 
Disease and senile dementia is certainly not 
excluded (Stam, 1965; Schwartz, 1967; Katen- 
kamp st al., 1970). We believe that determina- 
tion of the haptoglobin type can be of interest 
in studying the genetics and aetiology of 
Alzheimer's disease and senile dementia. 


SUMMARY 


'The serum haptoglobin types were studied in 
60 patients with Alzheimer's Disease and senile 
dementia. A significantly increased Нр! gene 
frequency was found. This was most striking in 
those patients with Alzheimer's Disease. 
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Brain Damage in Diabetes Mellitus 


By R. N. BALE 


INTRODUCTION 


Several previous studies have demonstrated 
involvement of the central nervous system in 
diabetes mellitus. Reske-Nielsen and Lundbaek 
(1963) gave a description of cerebral changes 
seen in an autopsy study of three cases of long 
term diabetes and considered these to contribute 
a diabetic encephalopathy. Lawrence et al. 
(1942) demonstrated lesions in the brain follow- 
ing fatal hypoglycaemia, and Fineberg and 
Altschul (1952) described cases in which perma- 
nent brain damage followed non-fatal hypo- 
glycaemia. Grunnet (1963) found cerebral 
atherosclerosis to develop at an earlier age and 
more severely in the diabetic than the non- 
diabetic, and a higher incidence of cerebro- 
vascular accident was found in diabetic than 
non-diabetic subjects by Alex et al. (1962). 

The present study was undertaken to deter- 
mine the incidence of brain damage as judged 
by psychological testing in a group of patients 
with long-term insulin-dependent diabetes 
mellitus. 


METHOD 


The investigation was carried out in the 
Diabetic Clinic of the Birmingham General 
Hospital. The patients studied were insulin- 
dependent and had required this treatment for 
fifteen years or more, but were under the age of 
65. A list of patients fulfilling these criteria was 
drawn up before each routine out-patient clinic 
and patients were randomly selected from the 
list for interview. Only rarely did a patient 
decline to take part in the study. A non-diabetic 
control group matched for age, sex and social 
class (Table I) was drawn from visitors to the 
medical wards of the hospital who agreed to be 
interviewed. 

A structured interview was carried out with 
each patient, during which a full medical and 
social history was taken. This included details 
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TABLE 1 
Social class of patient group and controls 





Males Females 
D С р с 
____ —————————— 
I 1 1 I 
II 7 12 10 I1 
ПІ 31 28 20 2 
IV 16 9 10 9 
У 2 — 2 I 


of past and present employment. The subject 
was physically examined, particular attention 
being paid to the cardiovascular and neuro- 
logical systems. A careful study was afterwards 
made of the clinic notes; these are extremely 
detailed, and from them it is possible to obtain 
a longitudinal as well as cross-sectional view of 
the care and physical state of the patient 
(Malins, 1968). Where there was a history of 
admission for the treatment of hypoglycaemia, 
this was verified from the clinic notes. 

Psychological testing was carried out by the 
author. The Walton-Black Modified New Word 
Learning Test was administered; this has been 
developed as a screening test for general cortical 
damage (Walton and Black, 1957; 1959); 
and patients scoring less than 6, i.e. who re- 
quired more than five administrations, were 
considered to show evidence of brain damage. 
These patients were subsequently further tested 
by means of the Wechsler Adult Intelligence 
Scale (Wechsler, 1955). 


RESULTS 


One hundred patients were interviewed, 57 
of whom were men and 43 women. Table II 
shows the mean age in the diabetic and control 
groups, and Table III indicates the mean age 
of onset and duration of illness of the patients. 

The diabetic sample was 26:9 per cent of the 
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patients attending the clinic who fulfilled the 
criteria for inclusion in the study. 


ТАВІЕ II 
Age of diabetics and controls 





Male Female 





Diabetic Control Diabetic Control 
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the number above who score in the brain 
damaged range. A tendency towards a pre- 
ponderance of men in the older age group did 
not reach the 5 per cent level of significance. 


Duration of illness 

No relationship was found between duration 
of Шпезз and a score below 6 on the Walton- 
Black Leaning Test (Table V). 

















N .. 57 50 43 50 
Mean age (угз) 47 48 48 47 
Капре .. 20-64 22-64 2664 20-64 TABLE V 
S.D. .. .. I2:6 11:8 12:9 12:9 Я 7 : "^ 
Duration of illness and number of patients scoring in 
brain damage range of Walton-Black 
Taste ПІ 
Age of onset and duration of illness Male Female Total 
: Duration —————— — 
Age of onset Duration М МВ<6 N WB<6 N WB<6 
Male Female Male Female 15-24 yr 37 8 26 3 63 II 
25-34 уз 14 2 15 3 29 5 
N af e 57 43 57 43 35yrs .. 6 1 2 — 8 I 
Mean (yrs) .. 25 24 24 23 - 
Капре 3-45 3-48 15-45 15-45 Total .. 57 II 43 6 100 17 
S.D. 11.7 1371 76 6-8 
Results of Walton-Black Modified New Word Hypoglycaemia 


Learning Test 
Four women (two diabetics and two in the 
control group) failed to complete the test 
because it provoked anxiety. Seventeen diabetic 
patients scored less than the cut-off point of 6, 
but none in the control group. This was a 
significant difference (p < -01). 


Relationship to age 
The relationship of the scores to the age of the 
patients is shown in Table IV. 











TABLE IV 
Age group and number of patients scoring in brain 
damage range of Walton-Black 
Males Females Total 
Аде —- —————— - 
group М WB<6 М WB«6 N МВ<6 
20-49 26 з 24 4 50 7 
50-64 .. 3I 8 I9 2 50 10 
Total .. 57 II 43 6 roo 17 





No significant difference was found between 
the number of patients below the age of 50 and 


The relationship between hypoglycaemia and 
a score in the brain-damaged range on the 
Walton-Black scale was examined. The patients 
were considered in three groups related to the 
severity of hypoglycaemia. 

Group J—patient with a history of hospital 
admission for hypoglycaemia. 

Group II—those having required treatment at 
home or in a hospital casualty department for a 
hypoglycaemic episode. 

Group III—the remainder. 


The distribution of the patients into the three 
groups and the relative number of patients 
scoring in the brain damage range within each 
group is shown in Table VI. 

The nul hypothesis—that there was no 
relationship between the severity of hypogly- 
caemic episodes and a score within the brain 
damage range of the Walton-Black—was tested. 
It was predicted from the null hypothesis that 
tbe 17 patients would be distributed in equal 
proportion between the three groups. However, 
the actual distribution was found to differ 
significantly from that expected (p < о») 


BY R. N. BALE 


ТАВІЕ VI 


Hypoglycaemia and number of patients scoring in brain 
damage range of Walton-Black 














Male Female Total 

Hypo- + 
glycaema N WB<6 N WB<6 N WB<6 
Group I 
Т.Р. treat- 

ment .. 15 6 18 4 33 IO 
Group II 
O.P. treat- 

ment .. 30 4 14 2 44 6 
Group III 
Neither .. 12 I 11 — 28 I 
Total .. 57 11 43 6 100 17 





suggesting a positive relationship between the 
severity of hypoglycaemia and brain damage as 
measured by the learning test. 


Cerebrovascular disease 


A history of cerebrovascular accident was 
found in six of the diabetic group, four men and 
two women, but none of the controls. ‘This just 
failed to be significant at the 5 per cent level 
(р < -1). Their scores upon the Walton-Black 
are shown in Table VII; only one patient with 
a previous history of cerebrovascular accident 
had an abnormal learning score. 











ТАВІЕ VII 
Walton-Black score in patients with previous history of 
cerebrovascular accident 
WB 
Age Sex score 
I 47 M 3 
2 52 M 
3 57 M 8 
4 57 F 7 
5 д9 F 8 
6 0 M о 





Results of W.A.LS. testing 


Fifteen of the 17 patients who obtained a 
score below 6 on the Walton-Black scale com- 
pleted the W.A.l.S. An abnormal difference 
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between the verbal and performance I.Q., 
indicative of intellectual deterioration, was 
found in only one patient. The range of scores 
obtained is shown in Table VIII. 


Taste VIII 


W.A.LS. results in patients scoring in brain damage 
range of Walton-Black 





Verbal Perform- Full scale 
1.9. ance 1.09. LQ. WB 
ee 

I 116 109 114 2 

2 113 104 110 5 

3 107 99 104 o 

4 104 101 103 5 

5 100 106 103 o 

6 101 103 102 4 
+7 112 84 100 4 
8 93 108 100 3 

9 107 95 98 3 
10 101 88 95 5 
11 go 97 93 o 
12 go 82 86 о 
13 85 82 83 o 
14 8o 83 80 o 
15 87 7! 79 o 





+ V-P = 38; p < Or. 





Occupation 

This was examined in the 17 patients scoring 
in the brain damage range of the Walton-Black, 
and the current level of employment is shown in 


Table IX. 








ТАвгк IX 
Occupation in patients scoring in brain damage of 
Walton-Black 
Male Female 
Skilled " BA 2° I 
Semi-skilled ig 7 I 
Retired ; 2 I 
Housewife . . — 3 (2 part- 
time work) 


S —M—————— 


Dementia was a cause of premature retire- 
ment in one male. The retirement of two further 
patients was related to the complications of the 
illness and not to an overt dementia. Impairment 
of efficiency due to an underlying dementia was 
difficult to assess in the remainder, particularly 
in housewives. The majority of the men were 
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employed in semi-skilled work which did not 
require intellectual attainment. 


Discussion 


A significant number of diabetic patients 
scored in the abnormal range of the Walton- 
Black test. These scores appeared to be related 
to the apparent severity of past hypoglycaemic 
episodes. The incidence of such episodes was 
higher in the group of patients studied than in 
a random group of patients examined in the 
clinic (Malins, 1968). In the present study, the 
patients were selected on the basis of the dura- 
tion of their illness, and this is thought to have 
' increased the chance of such an episode having 
occurred. Malins comments that it is un- 
common to see evidence of permanent brain 
damage, considering the large number of 
patients who have major insulin reactions, but 
that dementia of a mild degree is probably more 
common than is thought. The present findings 
lend support to this view. 

It is known that the Walton-Black can mis- 
classify at low levels of intelligence, but the 
majority of patients scoring in the brain 
damage range were shown to possess ап І.Ф. 
in the average range. Kendrick el at. (1965) 
have shown that a close derivative of the 
Walton-Black test identifies a factor of short- 
term memory. This factor, which is of import- 
ance in undertaking many of the sub-tests of the 
W.A.LS., is not, however, tested specifically by 
these tests. There is evidence that the cerebral 
structures involved in auditory learning (not 
consolidation or storage) are situated in the 
hippocampal and mammillary zones together 
with the interconnecting fornix (Brierly, 1961). 
The hippocampus (the cornu ammonis) is 
known to be especially sensitive to the effects of 
hypoglycaemia (Marks and Rose, 1965). 

No relationship was found between the age, 
duration of illness or sex of the patient and a 
score within the brain damage range of the 
Walton-Black. There was a relatively greater 
number of men than women over the age of 50 
who scored in this range, but this was not 
statistically significant. 

The incidence of cerebrovascular accidents 
was raised in the diabetic group compared to 
the control group. However, only one patient 
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who had incurred a cerebrovascular accident 
had a score in the brain damage range on the 
Walton-Black. This finding, and the lack of 
relationship of the low scores with the age of the 
patients in this group, suggests that hypogly- 
caemia and not cerebrovascular disease was the 
main factor causing the abnormal learning 
scores in the diabetic patients studied. 


SUMMARY 


The incidence of brain damage in a random 
group of тоо insulin dependent diabetic patients 
below the age of 65, compared with a matched 
control group, was investigated by means of the 
Walton-Black Modified New Word Learning 
Test. Seventeen of the patients scored in the 
brain-damaged range of the test, but none of 
the control group. A significant relationship was 
found between low scores on the test and the 
apparent severity of past hypoglycaemic 
episodes. 

No relationship was found between brain 
damage and the age of the patient or duration 
of the illness. Vascular disease was not thought 
to be an important factor in the aetiology of the 
abnormal learning scores. 

The results support the view that mild 
dementia secondary to hypoglycaemia may be 
more common in diabetes than is usually 
supposed. 
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Myasthenia Gravis and Schizophrenia — A Rare Combination 


By N. L. GITTLESON and T. D. E. RICHARDSON 


INTRODUCTION 

The effect of emotional stress in myasthenia 
gravis is well known, and moreover Meyer (7) 
has shown that psychiatric problems make a 
considerable contribution to the mortality of 
the disease. It has been estimated that there 
are at least 1,100 diagnosed myasthenics in 
England and Wales with many more un- 
diagnosed (5). Considering the close medical 
supervision myasthenics receive it is striking 
that in 677 cases of myasthenia subjected to 
psychiatric scrutiny only 2 schizophrenia-like 
reactions were observed, despite the similar age 
of onset of the two conditions (see Table 1). 


TABLE I 
Incidence of psychiatric illness in myasthenia gravis 





Schizo- Depression 





phrenia- ог manic- Other 
Author No. like depressive psychiatric 

reactions psychosis illness 
Eaton (3) . 175 2 I 3 
Broley (1)  .. 13 — 1 
Ossermann (8) 325 — 14 I 
Meyer (7)  .. 99 = = 45 
MacKenzie (6) 25 — — II 
Szobor (10) .. 40 — — I 





Eaton’s cases are merely described as 'reac- 
tions resembling those of schizophrenia in two 
cases in which exophthalmic goitre was associa- 
ted'— without clinical details. In the literature 
of the last 33 years anecdotal reports are given 
by Williams and Silbermann (11) and Collins (2), 
but only Hayman (4) describes Schneiderian 
first-rank symptoms (9), and in his case hydo- 
cephalus was present. This paper reports a 
schizophreniform illness (of paraphrenic type) 
occurring in a patient with myasthenia gravis. 


CasE REPORT 


C.F., a retired man of 67 years was first seen at his 
home on 16.6.71. He complained of persecution by 
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his neighbours with planted microphones, signalling 
lights and nasty gases which he said were transmitted 
by radar into his house. Treatment was refused, and 
he began to sleep in a car, so on 2.7.71 his compulsory 
admission to hospital was arranged. 

On admission to Middlewood Hospital he felt gas 
was present in the ward and blamed this for his 
muscular weakness. Originally, he claimed, gas had 
been introduced into his house by light beams and 
had caused breathlessness and weakness in his legs. 
Thought disorder was minimal, affect and rapport 
appeared normal. Psychological testing with the Mill 
Hill Vocabulary Scale and the Coloured Progressive 
Matrices showed above-average ability with no 
significant discrepancy between the two tests. 


Family and personal history 

He was the fourth child in a family of seven and 
described his childhood as happy. After an elementary 
education he had a stable work record until he had to 
give up work in 1959 at the age of 56 asa result of his 
myasthenia, He had been married for 38 years before 
his wife died and he had had six children. 


Past medical history 

Myasthenic symptoms apparently started in 1958 
with diplopia which he first mentioned to an optician 
the following year. Referrals to an ophthalmologist 
and a neurologist ensued. He also developed a ptosis 
of the left eyelid and experienced some difficulty in 
swallowing. After clinical examination, a Tensilon 
test, and a therapeutic trial of prostigmin, Dr. J. 
Carson, Consultant Neurologist (United Sheffield 
Hospitals) diagnosed myasthenia gravis. Since that 
time the patient has remained on prostigmin. 

Recurrent chest symptoms have resulted in at least 
ten admissions to hospital since 1934. A residual 
bronchiectasis was probably responsible for some 
adventitious sounds noted on admission. 


Physical examination 
Apart from these adventitious sounds and a varying 
degree of ptosis, no other physical signs were present. 


Treatment and progress 
He was treated with chlorpromazine syrup 100 
mgm. t.d.s. in addition to his normal dosage of 
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prostigmin 15 mgm. t.d.s. He improved rapidly and 
was discharged on 21.7.71 being instructed to take a 
reduced dosage of chlorpromazine. 

Once at home he stopped taking his chlorpromazine 
tablets and his symptoms returned, so that in October 
1971 he once again believed that the neighbours had 
‘bugged’ his house with microphones and were filling 
his kitchen with nerve and acid gas which he could 
smell and believed affected his brain and voice. He 
also thought they might be putting thoughts into his 
head. After being urged to restart the chlorpromazine, 
when ]азї seen on 17.12.71 a good deal of improve- 
ment had occurred. 


Discussion 

Consciousness was never clouded, and despite 
detailed clinical and psychological examination 
there was never any evidence to support the 
diagnosis of toxic confusional state. 

An increase in muscle tone is not uncommon 
in schizophrenia especially in the catatonic form, 
and the speculation must arise as to whether in 
some way there is a tendency, biochemical or 
otherwise, for the two diseases to be mutually 
incompatible. 


SUMMARY 
A survey of the literature reveals the in- 
frequent coincidence of schizophrenia and 
myasthenia: gravis in the same patient. Such a 
patient is described in this paper. The possi- 
bility of a mutual antagonism is suggested. 
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Synopses of Papers Awaiting Publication 


Codification and Automation of Psychiatric 
Data: the CAPRICE System. By M. VALEN- 
TINE. 


In the United States of America many centres are 
now running complex automated data processing 
systems in the psychiatric field; in Britain, such 
developments have been much more restricted. 

Some problems can be met by combining a hand- 
written narrative type of record of the diagnostic 
interview, together with a codified section which is 
located at the right-hand side of each page. It is put 
together as a folder in A4 paper size and is kept in the 
patient’s file as the doctor’s record of the initial 
psychiatric examination; the folders are taken out for 
computer batch-processing at whatever intervals are 
convenient. 

Since the interview record holds observations on the 
patient’s clinical state, these can be abstracted to give 
scores on scales of depression, anxiety or other clinical 
entities. These scores (the scales are not yet stan- 
dardized) can either be obtained by scanning through 
the record, or evaluated automatically while they are 
being batch-processed. A programme is available for 
the extraction of data on a number of clinical, per- 
sonal, family and social factors which may be relevant 
to illness, and the effects of treatment can also be 
evaluated. 

The system is adaptable and lends itself to exten- 
sions; some of these are in use (e.g. comparison with 
the results of the computerized version of the Minne- 
sota Multiphasic Personality Inventory) and others 
are projected (e.g. the incorporation of a social 
function scale). As this is a Codified Automated. 
Psychiatric Record Indicating Clinical Evaluation, it 
is given the acronym CAPRICE. 

M. Valentine, M.D., F.R.C.Psych., 
Consultant Psychiatrist, 

Glenside Hospital, 

Bristol BS16 1DD. 


Antenatal Identification of Women Liable to 
Have Problems in Managing Their Infants. 
By Eva A. Frommer and GILLIAN O’SHEA. 

A group of British-born married primigravidae 
who had been separated temporarily or perma- 
nently from one or both parents before the age of 
тї were matched for age and social class by a group 
of controls who denied such separations. 


Interviews were carried out at three-monthly 
intervals during the first year of the baby’s life, and 
the mother’s mental and physical health, marital 
problems and management of the baby were explored. 

Statistically significant differences were found 
between the two groups in many respects. Some of 
the findings are reported in detail. 

It is suggested that a question about the mother’s 
childhood should be incorporated in ante-natal case 
schedules. This should help to pinpoint women who 
need special support from their family doctor and 
health visitor. 

Eva A. Frommer, M.B., B-S., M.R.C.Psych., 
Child Psychiatric Clinic, 

St. Thomas’ Hospital, 

London, S.E.r. 


The Importance of Childhood Experience in 
Relation to Problems of Maxriage and 
Family-Building. By Eva A. FROMMER and 
СпллаАм O'SHEA. 

An investigation into the childhood experiences of 
two groups of mothers is described. One group 
(probands) had previously acknowledged separations 
from parents, the other (controls) had denied them. 
However, it was found that many of the control group 
had also experienced childhood separations from 
their parents. 

There were significantly more marital and infant 
problems among the ‘separated’ women than among 
those not separated. 

Implications for mental health and further research 
are briefly discussed. 

Eva A. Frommer, M.B., B-S., M.R.C.Psych., 

Child Psychiatric Clinic, 

St. Thomas’ Hospital, 

London, S.E.1. 


Longitudinal Studies of Diurnal Variations in 
Depression: A Sample of 643 Patient Days. 
By F. STALLONE, G. J. Нова, W. G. LAWLOR, 
and R. R. Fieve. 

The diurnal patterns of depressive symptoms were 
studied longitudinally in ten depressed patients in 
hospital for a total of 643 days. The findings show that 
diurnal fluctuations are not stable but change from 
day to day. In most cases the changes are random. 
The predominant kind of diurnal pattern—whether 
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improvement toward evening or worsening toward 
evening—was not consistent with the diagnostic 
classifications with which these patterns have been 
classically associated. Furthermore, analyses of the 
diurnal patterns of eleven specific depressive symp- 
toms revealed that each symptom showed some 
diurnal pattern, with dysphoric mood, somatic 
complaints, and anxiety showing, on the average, 
the greatest susceptibility to diurnal pattern. 


Е. Stallone, Ph.D., 

Associate Research Scientist, 

New York State Psychiatric Institute, 
722 West 168th Street, 

New York, N.Y. 10032, U.S.A. 


Oral Contraceptives and Psychiatric Disturb- 
ance: Evidence from Research. By Myrna М. 
WEISSMAN and ANDREW E. SLABY. 


The authors have undertaken a synoptic review of 
the studies relating psychiatric disorder, especially 
depression, to the use of oral contraceptive agents. 
They conclude that evidence from well-designed and 
reliable studies is lacking to justify the belief that oral 
contraceptives cause psychiatric symptoms  pri- 
marily on a pharmacologic basis. There is evidence 
that premorbid psychiatric status and the expectation 
of the patient play a role in the reporting of adverse 
psychological effects. However, the necessary factors 
to be described, and controlled in the evaluation of 
adverse psychiatric side effects with oral contra- 
ceptives pose difficult design and execution problems. 
Placebo-controlled and double-blind studies are 
necessary for controlling physician and patient 
expectations. Interpretations based on other experi- 
mental designs are not justified. 

Myrna Weissman, M.S.W., 
Deparimeni of Psychiatry, 

Tale University School of Medicine, 
100 Park Street, 

New Haven, Connecticut 065 11, U.S.A. 


The Development of Neurosis in the Wives of 
Neurotic Men: Part II: Marital Role Functions 
and Marital Tension. By Івеме М. К. Oven- 
STONE. 

An analysis of role playing in marriage, focusing on 
decision making processes and a typology of marital 
patterns, based on the concepts described by Collins 
et al. (1971), was applied to a group of 40 consecutive 
male psychoneurotics, referred to an out-patient 
clinic, and their wives, An Index of Marital Tension 
was also derived. In a previous paper, half the wives 
in the sample (52:5 per cent) were psychologically 
*il when measured on the CMI, and the remainder 
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‘well’, The present paper describes the marital 
patterns and their tension levels and investigates 
whether the marriages of the ‘ill’ and ‘well’ wives 
were characterized by different patterns and different 
levels of tension. In addition it explores,the inter- 
relationship between role playing, marital tension, 
pathology in each spouse, duration of marriage, and 
neurosis in the husband. 

The 40 marriages were characterized by a high 
proportion of dominated and segregated role patterns. 
Marital tension was highest in the segregated and 
lowest in the co-operative. Conflict over role function 
was particularly marked in the areas of child rearing 
and leisure. Marital patterns did not discriminate 
between the marriages, but the ‘ill’ wives lived in an 
atmosphere of higher marital tension, Pathology in 
the wife was not related to role playing. While the 
husband’s symptoms were not related to role playing, 
the severity of his neurosis was associated with the 
number of divided roles in the marriage. 

Certain trends in role playing were indicated by the 
data, and it is suggested that if the husband’s neurotic 
behaviour is severe joint marital roles will tend to be 
replaced by divided roles. If his neurosis is less severe, 
his wife may Бе able to assume more areas of decision 
making, whereupon she will be under less stress than 
where role division is the adjustment adopted. 


Irene М. К. Ovenstone, M.D., D.P.H., D.P.M., 
MRC Unit for Epidemiological Studies in Psychiatry, 
Edinburgh University of Psychiatry, 

Royal Edinburgh Hospital, Morningside Park, 
Edinburgh EH10 5HF. 


A Standardized Assessment of the Work Beha- 
viour of Psychiatric Patients. By R. D. P. 
GRIFFITHS. 


This paper describes the development of'a standard- 
ized report for the assessment of the work behaviour 
of psychiatric patients in hospital workshops and 
clerical units. The report was developed to satisfy 
a number of aims, e.g. the provision of a fairly com- 
prebensive measure which identifies a patient’s assets 
and problems, and the construction of a standard and 
quantified instrument which could be used to assess 
behaviour in a wide range of jobs. 

The report contains 25 items, each of which is 
rated on a five-point scale. It was developed from 
previous work reports, with additional items indicated 
to be desirable by a team of industrial supervisors and 
occupational therapists. ; 

The inter-rater reliability was high, though some 
caution is necessary in the use of the report with 
individuals. Retest reliability was satisfactory over 
two weeks. The report was shown to differentiate 
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between patients who returned to work after dis- 
charge and others who remained chronically un- 
employed. The misclassification rate was 3 out of 28. 

A principal components analysis based on ratings 
of 141 patients, suggested the existence of five factors, 
which were tentatively identified as task competence, 
attitudes to supervision, relationships with other 
patients, work enthusiasm and patient confidence and 
initiative. 

The report was also used to study patients’ accuracy 
in making self-assessments. Accuracy, and over- or 
underestimation as compared with staff ratings, was 
related to type of work, intelligence, a general 
personality trait, and length of contact with psychi- 
atric services. Work satisfaction was related to 
patients’ self-assessments of their work behaviour, 
but not to staff assessments. 


R. D. P. Griffiths, B.A., Ph.D., M.Phil., 
Senior Lecturer in Clinical Psychology, 
Department of Psychological Medicine, 
Welsh National School of Medicine, 
Heath Park, 

Cardiff. 


A Case of Functional Hypoglycaemia: A Medico- 
Legal Problem. By Diana Воупи. 


A case is described of a woman who pleaded guilty 
to a charge of “causing death by dangerous driving’ in 
a road accident of which she appeared to have no 
knowledge. An Assize Court accepted that she was 
suffering from reactive or functional hypoglycaemia. 
The clinical, pathological and electro-encephalo- 
graphic findings and evidence are discussed, and the 
similarity of the condition to alcoholic intoxication is 
stressed. EEG evidence of abnormal patterns and 
rhythms associated with a state of altered conscious- 
ness and due to low or dropping blood sugar levels is 
described. 

Diana Bovill, M.D., M.R.C.Psych., 
St. Andrew’s Hospital, 
Northampton. 


Some Reflections on the Unsuccessful Treat- 
ment of a Group of Married Couples. By 
Nits COCHRANE. 


A rationale is presented for the psychotherapy of 
psychiatric patients and their spouses in groups for 
married couples. Some of the theoretical and practical 
objections to this approach are considered. The 
author’s group, and his therapeutic method, are 
described, and some possible reasons for unsuccessful 
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outcome discussed. Changes in therapeutic technique 
are suggested. 

Nils Cochrane, B.A., A.B.Ps.S., 

Lecturer in Clinical Psychology, 

University of New South Wales School of Bod 
Prince Henry Hospital, 

Little Bay, N.S.W. 2036, Australia. 


The Relationship of Alcoholism to Violent 
Behaviour in Long-Term Imprisonment. 
By A. R. NicoL, J. C. Gunn, J. Grisrwoop, 
R. Н. Focorrr and J. P. WATSON. 


The relationship between violent behaviour and 
alcoholism was explored in a consecutive sample of 
long-term prisoners, many of whom had shown very 
violent behaviour. It was found that there was a 
high rate of alcohol addiction among the violent men. 
The findings are discussed. 


A.R. Nicol, MSc., M.B., B.S., M.R.C.P., 
Principal Research Associat, 

Nuffield Child Psychiatry Unit, 

Hospital for Sick Children, 

Great North Road, 

Newcastle upon Tyne, МЕ? ЗАХ. 


Personality Disorder. Part I: Record Study. 
By Jay L. 1155, Amos WELNER and Ert RonrNs. 


The records of 212 in-patients discharged with a 
diagnosis of personality disorder (other than anti- 
social personality) were studied. The total group 
presented with a significantly higher frequency of 
manipulative behaviour, impulsive behaviour, temper 
tantrums, suicide attempts, and severe marital discord 
when compared with a control in-patient population. 

Ninety-four patients had too few symptoms to fulfil 
the criteria we used for a clinically established 
diagnosis—Group I. One-hundred and eighteen 
patients had enough symptoms to fulfil the criteria 
for one or more clinically established diagnoses— 
Group II. 

Group I had a significantly lower age of index 
admission, a significantly shorter mean length of 
illness, and significantly smaller number of psychi- 
atric admissions than Group II. However, the mean 
age of onset of the illness was the same for the two 
groups. 

When the reasons for admission were studied the 
frequency of severe marital discord and suicide 
attempts as causes was significantly higher in Group I 
than in Group II, while psychiatric symptoms as 
causes were significantly less frequent (13 per cent) 
for Group I than Group II (40 per cent). 

It has been shown that if patients who in addition 
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to a personality disorder diagnosis are given at any 
time one of the fourteen diagnoses referred to 
previously as clinically established diagnoses by 
their treating psychiatrist, then they are significantly 
less likely to be undiagnosed by our criteria. 

There was no evidence of an association between 
specific symptoms used to describe personality 
disorders and any particular type of personality 
disorder. There was no association between per- 
sonality disorder diagnoses and clinically established 
diagnoses, except for hysterical personality and 
hysteria. f 

It may be concluded from this study that Group I, 
the patients who had no clinically established 
diagnosis and who had all the above characteristics 
(socially disruptive behaviour and limited psychiatric 
symptomatology), constitutes the basis on which in- 
patients are being diagnosed as having personality 
disorders. 

Jay L. Liss, M.D., 

Department of Psychiatry, 

Washington University and Barnes Hospital, 
4940 Audubon Avenue, 

St. Louis, Missouri 63110, U.S.A. 


Abnormal Homicide in Hong Kong. Ву M. Момо 
and K. SINGER. 


This paper reports on a complete sample of 41 
abnormal murders that are known to have occurred 
in Hong Kong from 1961 to 1971. All the known 
suicide-murders (29) and normal murders (551) 
during this period were also considered. 

The pattern of normal murder in Hong Kong 
resembled that generally reported elsewhere in age, 
sex and social class distribution of offenders. Abnormal 
murder shared the following characteristics with that 
elsewhere: the preponderance of schizophrenics; 
compared with normal murder, the higher propor- 
tion of female, middle-aged and elderly male offen- 
ders, the dearth of multiple offenders and the higher 
proportion of intimate, female, child, multiple and 
wounded victims; and the abnormal female offender 
whose victims are infants or children, often her own. 

The main difference was quantitative—the pre- 
valence rate of normal homicide was nine times 
higher in Hong Kong than in England and Wales. 
There were no normal female homicidal offenders 
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during the period, but the proportion of abnormal! 
females was similar to that in England and Wales.. 
'The sex ratio of victims in Hong Kong was equal, 
while in England and Wales females were three 
times commoner than males. Differences ip mode of 
inflicting death and the apparently low incidence of 
depressive homicide are discussed. 


К. Singer, M.D., F.R.C.P.E., F.R.C.Psych., 
Department of Psychiatry, 

University of Hong Kong, 

Queen Mary Hospital, Hong Kong. 


Obstetric Complications and Physical Size of 
Offspring of Schizophrenic, Schizophrenic- 
like, and Control Mothers. By Tuomas F. 
McNet. апа LENNART KAJ. 


Rates of obstetric complications, developmental 
stage deviations, and early neonatal disturbances. 
were studied in 32 births to process schizophrenic 
women, 38 births to women with schizophrenia-like- 
psychoses, and 70 demographically-matched control 
women from the same hospital delivery series. No 
significant difference between either psychotic group 
vs. their controls was found for pregnancy, birth, 
placental, or early neonatal complications. The 
schizophrenic and schizophrenia-like groups were 
very similar to one another in total rates of complica- 
tions. Offspring of both psychotic groups were not 
significantly different from their controls in gesta- 
tional age, birthweight, body length, head circum- 
ference, or shoulder circumference. However, off- 
spring of schizophrenic mothers tended toward more 
frequent deviation from a totally normal develop- 
mental pattern among gestational age-birthweight- 
body-length, their most differentially characteristic 
pattern being small(light)-for-gestational-age status. 
Developmental stage deviations were more frequent 
among offspring born before, rather than after, 
mothers’ first admission to a psychiatric hospital. 
No special association was found between complica- 
tion rates, offspring sex, and psychiatric status of the 
mother. | 
Lennart Кай, M.D., 

Senior Lecturer in Psychiatry, 
University of Lund, 

Malmö Allmänna Sjukhus, 
S-214 от, Malmö, Sweden. 
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Book Reviews 


MENTAL HANDICAP 


Census of Mentally Handicapped Patients in 
Hospital in England and Wales at the end 
of 1970. Statistical and Research Report Series, 
No. 3, issued by Department of Health and 
Social Security. H.M.S.O. Pp. 83. Price gop. 


Two important censuses were mounted in 1970 to 
give a comprehensive picture of the facilities provided 
for the mentally handicapped in England and 
Wales. This census, the first to be published, examines 
the services offered by hospitals and contractual beds; 
the second census, to be published later, analyses 
community residential care. The two are comple- 
mentary and eventually must be considered together. 

Up-to-date information is always needed on the 
prevalence of the mentally handicapped, the extent 
of their disabilities and the type of care and training 
that is offered. This census provides much of the 
data required to plan an expansion of the services 
available by highlighting the deficiencies of present 
hospital care facilities. The increasing numbers of 
persons suffering from multiple handicaps and of the 
elderly mentally handicapped must surely point to the 
value of the multidisciplinary, highly specialized 
service that we plan for now and the future. 

D. J. BICKNELL. 


Behaviour Modification of the Mentally Re- 
tarded. Edited by T. Тномрѕом and J. GRA- 
воуувкт. Oxford University Press. 1972. Pp. 297. 
Price £3.45. 

This is an important book of great consequence to 
all those working in the field of mental handicap. It 
is important not primarily because of scientific merit 
but because it describes the transformation of a very 
bad institutional unit, using methods which should be 
generally applicable. An account is given of the 
principles of conditioning as applied to this type of 
problem, but the title might perhaps more justly have 
been *modification of the behaviour of the mentally 
retarded’. 

The unit in question is at Faribault State Hospital, 
Minnesota, and Travis Thompson paints a grim 
picture of Dakota Building, ‘a typical institutional 
structure for the mentally retarded, constructed in 
1913’ where he was confronted with ‘sights, sounds 
and smells which I had never before experienced and 
hoped I would never witness again.’ From the 
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description it would appear that conditions were 
much worse than in any institution in this country, 
though the authors suggest that it was not untypical 
of the U.S.A. 

Residents were usually confined to Dakota Building 
as a result of ‘assaultive, destructive or self-injurious 
behaviour . . ^. The introduction of a resident into а 
‘brutal environment’ had predictable effects. By 
means of a radical alteration of the programme and 
retraining of the staff, with use of behaviour modifica- 
tion, dramatic improvements were produced, not 
least of which was the reduction of seclusion for 
assault from 2,400 hours per month to virtually nil in 
a 10-month period. It is noteworthy that younger 
and newly engaged staff were easier to train in the new 
methods; older and longer established staff were 
entrenched in the old regime and tended not to 
believe that any improvement could be effected. 


В. Н. KRMAN. 


Plans and Provisions for the Mentally Handi- 
capped. By M. Bonz, B. SPAIN and F. M. 
Martin. George Allen and Unwin. 1972. Pp. 
207. Price £3.50 (cloth), £2.00 (paper). 

This book, sponsored by the МА.М.Н., 
N.S.M.H.C., and Spastics Society is based on three 
years’ research work. Statistical surveys were carried 
out in three Hospital Regions using a sample survey 
of patients, followed by a national survey of facilities 
offered by hospitals for the mentally handicapped and 
two cohort studies of the management of paticnts 
admitted to hospital, or referred to Local Authority 
for the first time. 

This is a book about facts from figures and is 
carefully prepared and attractively presented. Per- 
haps it is unfortunate that a book with such a forward 
look should choose the terms used before the Mental 
Health Act of 1959 to subdivide the mentally- 
handicapped group. Once more the facilities provided 
by the hospitals are shown to be inadequate, and the 
provisions for community care still require much 
expansion and improvement. As 1974 approaches we 
must ensure that Area Health Boards, Social Service 
and Education Departments provide between them a 
coordinated and comprehensive service for the 
mentally handicapped. This book and others like 
it will help us to plan a service to meet the needs 
of those less well endowed than ourselves. 
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It is a pity, however, that the discussions contain 
subjective impressions and opinions almost always to 
the detriment of the large subnormality hospital. 
We would all do well to refrain from prophecy and 
await the outcome of several years of experience of 
care within the ‘smaller unit’, watching too the vast 
improvements occurring within the subnormality 
hospitals themselves, who when given more money 
and staff and fewer patients can at last provide a 
service of which they are proud. 

D. J. BICKNELL. 


The Mentally Handicapped Adolescent. By 
Erren P. Baranyay. Oxford: Pergamon Press. 
1971. Pp. 164. Price £2.75. 

This short book is of historical interest to those who 
work in the field of mental retardation, for it clearly 
and concisely describes the painful development of an 
experimental vocational and social training plan 
for moderately retarded individuals. The project, 
the Slough Project of the National Society for 
Mentally Handicapped Children, was initiated as 
‘an experimental step towards life in the community’ 
for persons who otherwise were, or would have been, 
placed in one of the more traditional mental retarda- 
tion institutions or schools. The philosophy of the 
plan was that these individuals could be shown to 
be useful and integrated citizens in their own home 
communities if new and innovative ways of training 
were devised for them. In six chapters the book 
describes the background of the planning, the project 
‘in action’, retrospective analysis, a listing of docu- 
mented achievements, recommendations for the 
future and the author's final conclusions. The results 
were similar to those of other projects; that is, the 
retarded citizen can with special assistance be 
returned to his community and become vocationally 
and socially integrated. 

Who is this book for? It is for those who say that 
the mentally retarded should never return to their 
society, for it will show them to be in error. It is also 
for those who say the retarded can live happy, useful 
lives in their own community, for it will show them 
to be correct. 

Davip W. BEAN. 


CANNABIS 


Cannabis: Report by the Advisory Committee on 
Drug Dependence. Home Offce, H.M.S.O. 

_ 1968. Рр. 79. Price 374p. 

Interim Report of the Commission of Enquiry 
into the Non-Medical Use of Drugs. Pub- 
lished Information Canada, Ottawa, Canada. 
1970. Pp. 335. Price $2.00. 
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Cannabis: A Report of the Commission of Enquiry 
into the Non-Medical Use of Drugs. Published 
Information Canada, Ottawa, Canada. 1972. 
Pp. 426. Price $3.00. 

Marihuana: A Signal of Misunderstanding. 
First Report of the National Commission on 
Marihuana and Drug Abuse. Published Super- 
intendent of Documents, U.S. Government 
Printing Office. Washington, D.C. 1972. Pp. 184. 
Price (paper cover) $1.00. 


There have been three reports recently about 
cannabis (marihuana). These have come from 
England, Canada and the United States. The 
members of the Commissions (or Committees) were 
in many cases pillars of their respective establishments. 
The evidence has been sifted; the need for further 
research reiterated; tentative conclusions have been 
drawn. Society, or at any rate Government, has to 
come to some decisions about policy—there is little 
likelihood of any fresh evidence leading to a radical 
change of view about the effects of cannabis both 
personally and to society. 

Great Britain: The report drawn up by a sub- 
Committee chaired by Lady Wootton recommended 
that restrictions on the availability of cannabis 
should be maintained for the time being, but that 
new legislation should separate it from heroin and 
the opiates and that possession of a small amount of 
cannabis should not be normally regarded as a 
serious crime to be punished by imprisonment. In 
summary, the Committee thought that cannabis was 
not as dangerous as people had once believed, and 
that the current penalties for use were too severe. 

Canada: The Canadian Commission of Inquiry 
produced two reports. The Interim Report was 
designed to encourage public debate of the issues. 
The Commissioners stated that they were not pre- 
pared to recommend legalization because of the lack 
of informed public discussion, the need for further 
research and the necessity for further consideration 
of the social, administrative and technical effects of 
legalization. There was one disagreement with this, 
Marie A. Bertrand, stating: 

‘I find myselfin disagreement with my colleagues on the 
Commission in respect of the offence of simple possession of 
cannabis. In my opinion the prohibition against such 
possession should be removed altogether. I believe that this 
course is dictated at the present time by the following 
consideration: the extent of use and the age groups 
involved; the relative impossibility of enforcing the law; 
the social consequences of its enforcement; and the un- 
certainty as to the relative potential for harm of cannabis.’ 

In their final report the Canadian Commission, like 
their British counterparts, were not in favour of more 
widespread use of cannabis, but did not think it has 
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sufficiently harmful effects to justify severely re- 
pressive legislation. However, they concluded that 
there were serious grounds for social concern especially 
in its use by adolescents, and considered that policy 
should be directed to restricting availability as 
much as reasonably possible. They agreed that the 
only practicable policy was a prohibition of dist: ibu- 
tion, since administrative regulations or licensing 
would be no more effective than they had been in the 
control of alcohol. The Commission felt that the costs 
of such a policy to the individual and to society 
would only be acceptable if the penalties for illegal 
distribution were reasonable in relation to the 
seriousness of the offence. They proposed, therefore, 
less severe penalties for trafficking and cultivation, 
and that simple possession of cannabis should no 
longer be an offence. 

There were two dissentients from the majority 
report, one recommending the removal of cannabis 
from the Narcotic Control Act and recommending 


placing the sale and use of cannabis under similar’ 


control to those governing alcohol. The other 
recommended that the prohibition on simple 
possession of cannabis should be maintained. 

United States: The First Report of the National 
Commission on Marihuana.and Drug Abuse comes 
to similar conclusions to those of the British and 
Canadian Committees: 

"The existing social and legal policy is out of proportion 
to the individual and social harm engendered by the use 
of the drug. To replace it, we have attempted to design a 
suitable social policy, which we believe is fair, cautious and 
attuned to the social realities of our time.’ 

The Commission recommends that possession of 
marihuana for personal use should no longer be an 
offence in federal law, and they add that a plea of 
marihuana intoxication should not be allowed as a 
defence to any criminal act. The Commission 
recommended to the public and its policy members 
‘a social.control policy seeking to discourage marihuana 
use, while concentrating on the prevention of heavy and 
very heavy use' 
and they finally concluded: 

"The existing social and legal policy is out of proportion 
to the individual and social harm engendered by the use 
of the drug. To replace it, we have attempted to design 

* a suitable social policy, which we believe is fair, cautious 
and attuned to the social realities of our time.’ 


The findings of these three reports are similar to 
those of the Indian Hemp Commission of 1892-94, 
which found that 
‘moderate use in regard to physical effects is practically 
attended by no evil results at all, . . . and that moderate 
use produces no mental or moral injury whatsoever. 
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. . Excessive use does cause injury both physically, 
mentally and morally. . . . Excessive usc indicates and 


intensifies both mental instability and moral weakness or 
depravity.’ 

The overall findings of these reports has been that 
the dangers of cannabis have been overstated, and 
that for this reason it would be desirable to limit the 
penalties on users. The reports, however, have not 
been accepted as acceptable guides to policy. 
President Nixon stated: 

‘I met with Mr. Shafer. I have read the report. It is а 
report which deserves consideration and it will receive it. 
However, as to one aspect of the report, I am in disagree- 
ment. I was before J read it, and reading it did not change 
my mind. I oppose the legalization of marihuana, and 
that includes its sale, its possession, and its use. I do not 
believe you can have effective criminal justice based on the 
philosophy that something is half legal and half illegal. 
That is my position, despite what the Commission has 
recommended.’ 

Mr. James Callaghan, at that time Home Secre- 
tary, also expressed himself forcibly. 

"There is a lobby in favour of legalizing cannabis . . . this 
lobby exists, and my reading of the Report is that the 
Wootton Sub-Committee was over-influenced by this 
lobby . . . it was compromise at the end; those who were 
in favour of legalizing “pot” were all the time pushing the 
other members of the committee back, so that eventually 
these remarkable conclusions emerged that it would be 
wrong to legalize it but that the penalties should be 
reduced.’ (Hansard, 27, 1, 1969.) 

Those who wished to remove the death penalty for 
stealing sheep did so, not because they wished to 
legalize sheep stealing (they were against legalization) 
but because they thought the penalty unduly severe. 
The views expressed in the report of the Standing 
Advisory Committee, that the penalties for simple 
possession were too severe have been echoed in the 
two further reports from North America which have 
both recommended the repeal of the prohibition 
against the simple possession of cannabis. 

There are grounds for gloom about the future. It 
would be desirable to discourage cannabis use if we 
knew how. It has not proved easy to discourage 
cigarette smoking as yet. Since the publication of the 
Wootton Report, there has been an increase in the 
number, but a decrease in the severity, of penalties 
for cannabis use. 

None of the reports reviewed has proved acceptable, 
and it would appear that there is a danger of the 
law falling into disrespect and disuse in this area. 
Cannabis will not be legalized but sanctions on use 
may fail. Perhaps the time is ripe for a further review 
—not of whether penalties should be reduced—but of 
how we will cope with cannabis if our present 
sanctions fail. 

T. H. Bewrzv. 
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Bereavement—-Studies of Grief in Adult Life. 
By Corm Murray Parkes. Tavistock Publica- 
tions, 1972. Pp. 233. Price £3.00. 


The day after I finished reading this book, a 
bereaved lady with an abnormally prolonged de- 
pressive reaction together with marked anxiety and 
guilt presented at out-patients. My grasp of the 
phenomenology, understanding of the aetiology and 
plan of management were, I felt, markedly firmer 
than they would have been before I had read it. 

Written in an easy style, the book is based on the 
systematic collection of data, particularly on two 
researches: one on uncomplicated ‘normal’ bereave- 
ment, the other on a group of bereaved patients 
presenting to the psychiatrist. Aspects of bereavement 
covered include the physical sequelae, the presenta- 
tion and ordering of the psychological sequelae 
(numbness, pining, apathy and depression, recovery) 
and pathological mourning (prolonged, exceptionally 
severe or delayed depression). There is a useful 
account of practical helping agencies. 

In an attempt to appeal to clinicians, to the various 
helping professions, and to the bereaved themselves, 
the book shows a loss of precision compared to those 
of Dr. Parkes’ published papers that I have read, 
and this is not fully compensated by the inclusion of 
technical appendices. A further criticism is the 
somewhat perfunctory account of the researches of 
others, so that this is not an academic book. The 
serious student would need to supplement it with a less 
obviously appealing but more sober and critical 
book such as Hinton’s Dying. These are, however, 
minor points: Parkes’ book should be required 
reading for psychiatrists, general practitioners and 
social workers, 

SmpNEY CROWN. 


THE FAMILY 


Changing Families: A Family Therapy Reader. 
Edited by Jay Hatzy. New York and London: 
Grune and Stratton. 1971. Pp. xi + 353. 
Price $9.75. 

Family Therapy and Research: An Annotated 
Bibliography. By IRA Сиск and Jay HA ey. 
New York and London: Grune and Stratton. 
1971. Pp. viii + 280. Price $12.50. 

Changing Families is a fascinating collection of 23 
articles, mostly reprinted, written between 1961 and 
1971, on the subject of family therapy. The selection 
is biased, as could have been expected, towards 
Haley’s own theoretical orientation in systems theory, 
and the family as a concept changes from, in 1961, 
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a common-sense collection of related people to a 
sociological system, in 1971, in which individual 
symptoms are increasingly subordinated to family 
pathology, power structures and deviation-amplifying 
processes. The papers are indeed well chosen to lead 
the reader chronologically from the early experiences 
with families into the higher realms of sociology. 
However, it would be misleading to assume from this 
collection of papers that systems theory is the only 
way to conceptualize family therapy. The book is 
weakened by the omission of contributions by psycho- 
analytically based therapists such as Ackerman, 
Friedman, Sonne, and Skynner. The operant condi- 
tioning approach is represented by only one article 
by Hawkins et al. in training parents as behaviour 
therapists to their own misbehaving children. How- 
ever, it is good to see the inclusion of such contribu- 
tors as Minuchin, Bowen, Satir, Wynne, Paul, the 
"Multiple Impact’ group, Whitaker and Kempler. 
There is no mention of assessment of efficacy, a 
subject for which most family therapists seem to 
have a blind spot. However, there are many fruitful 
ideas here towards shaping one's own therapeutic 
approach when faced with a family problem. 

Family Therapy and Research is an extremely useful 
bibliography, covering articles and books on family 
matters in the field of psychiatry, psychology and 
social work, written between 1950 and 1970. There 
are some 2,000 references, the vast majority to 
American studies and of course, the majority of work 
done has been American. The bibliography covers 
all brands of family therapy, marital therapy, 
family research, family diagnosis and evaluation of 
family therapy. Not included are sociological, anthro- 
pological and genetic studies, and the literature on 
sexual inadequacy is hardly covered at all. British 
authors seem to have been included or excluded at 
random. Howells and Dicks are in, but Balint, 
Bowlby, Rutter (except for one chapter in an 
American textbook) and Skynner are ош. The 
annotations to each reference are helpful, and an 
author index, as well as sensible layout of the sections, 
makes the bibliography easy to use. 

M. J. Crowe. 


The Book of Family Therapy. By ANDREW FERBER, : 
MARILYN MENDELSOHN and Aucusrus NAPIER. 
Science House Inc. 1972. Pp. 725. Price $20.00. 

Family Therapy: a Triadic-Based Approach. 
By Geran Н. Zux. Behavioural Publications 
Inc. 1971. Pp. 239. Price $2.95. 

The first is mainly a chat book of ‘the tribe of 
family therapists’ (te quote a subheading) with 
contributions from family therapists, their trainees 
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and their patients. In the middle of all this is an 
excellent chapter by Beels and Ferber reviewing the 
present state of family therapy. The concern of 
family therapists with the here and now of what the 
family is doing is contrasted sharply with the psycho- 
analytic preoccupation (at least in the U.S.) with 
intra-psychic development. The clinical chapters at 
the end of the book show all the therapists agreeing 
with Haley that control is the fundamental issue in 
all psychotherapy: some, like Ackerman and Satir, 
openly dominate the family; those who use psycho- 
analytic ideas attain the same end by more covert 
means; others derive their therapy from Bateson’s 
theories of communication. 

Gerald Zuk belongs to this last group. He analyses 
the power-seeking manoeuvres of families and the 
necessary ploys of the therapist to retain control of 
the situation. Bells and Ferber (in The Book of Family 
Therapy) comment on Zuk and his colleagues: “There 
is something chilly about the idea of the therapist as 
trickster, as presented im their theory, and we have 
found it hard to recognize in their warm and con- 
cerned work with actual families.’ Some of Zuk’s 
warm concern is shown in his best chapter: ‘Оп the 
pathology of silencing strategies.’ 

Studies of the theory and practice of family therapy 
will find these books of interest. Family therapy is 
sometimes defined in them as being aware of the 
missing family when the patient presents on his own, 
but mainly as the preferred style of these therapists in 
dealing with all clinical situations. Nobody raises the 
question that family therapy might be appropriate to 
some clinical situations and not to others. 


W. L. TONGE. 


A Mingled Yarn: Chronicle of a Troubled 
Family. By BeuLamn Parker. Yale University 
Press. 1972. Pp. 333. Price £2.95. 


It is odd that psychiatrists, exposed to such a 
wealth of human experience, do not commonly turn 
novelists. Often psychiatric insights into human 
behaviour seem to have more of the character of 
creation than analysis. This is particularly true of 
psychoanalysis, where the effect of successful therapy 
is to build a new structure of ideas and beliefs in the 
patient's mind. But to judge by Dr. Parker's book 
this creative activity is as specific as say, the creative 
side of engineering. Neither engineers nor psycho- 
analysts are necessarily good novelists; certainly this 
account of the family of a schizophrenic, written 
more or less as a novel, makes heavy reading. Some 
remarkable value judgements intrude; for example 
it seems to be assumed that solid, industrious, respect- 
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able citizens could not carry 'genes bearing schizo- 
phrenia’. ANTHONY J. COSTELLO. 


AGGRESSION 

Licensed Mass Murder. By H. V. Dicks. Heine- 
mann Educational Books. 1972. Pp. 283. 
Price £3.00. 

Human Destructiveness. By ANTHONY STORR. 
Heinemann Educational Books, for Sussex 
University Press. 1972. Pp. 127. Price £1.50. 

These two books result from the work of the 
Columbus Centre, University of Sussex, which was 
set up in 1966 to study the dynamics of persecution 
and extermination. Dr. Storr's contribution presents 
a general theory of human aggression. He discusses 
the notions of instinctual and learned aggression, 
and concludes that human violence and cruelty 
cannot be solely the result.of stress and frustration. 
He believes that a sheep-like tendency to follow the 
leader without question, even when ordered to 
destroy, is an important factor in the commission of 
political and military atrocities. Readiness to direct 
aggression against innocent persons and groups, 
through the mechanism of paranoid projection, he 
sees as a peculiarly dangerous and ubiquitous ten- 
dency. The cause of this tendency he traces back to 
poor maternal handling of the infant’s dependency 
needs, resulting in the development of an indelible 
image of helplessness at the hands of powerful, evil 
figures. 

Dr. Dicks pursues these interpretations further, 
and supports the thesis with accounts of lengthy, 
analytically orientated interviews with imprisoned 
Nazi war criminals. He finds a sinister interaction 
between the inner world of paranoid individuals and 
the culture pattern in which they live. The authori- 
tarian ethos of the German state, and the cult of 
obedience, encouraged child-rearing styles which 
favoured paranoid personality development. In turn, 
individuals with an inner dread of omnipotence and 
pitilessness in others, are all too amenable to the 
projection of hate upon scapegoats, and the earning of 
reward by blind obedience to equally paranoid 
leaders. The case histories Dr. Dicks presents are 
particularly interesting in the way they reveal how 
such mental mechanisms, culminating in the most 
horrifying tragedies, can exist among seemingly 
ordinary, even typical, and very sane personalities. 

D. J. West. 


CONTROLLED TRIALS 
The Controlled Trial in Institutional Research. 
By R. V. G. CLARKE and D. E. CORNISH. 
H.M. Stationery Office. 1972. Pp. 33. Price 29p. 
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Psychiatry stands in great need of intelligent evalua- 
tion of its treatment methods. At the same time, some 
clinicians are concerned at what seems to them to be a 
flight into pseudo-science with an accompanying 
proliferation of studies which are ‘controlled’ only in 
. the sense that they conform to a set design. The risk is 
that the design becomes more important than the 
subject being researched. Too many university 
centres can readily produce current examples of 
laborious trivia masquerading as serious scientific 
study. 

This Home Office Research Unit Report is 
welcome, therefore, because it takes an honest look 
at the extensive problems of evaluating treatment 
programmes. The authors in this case were studying 
therapeutic community methods in a correctional 
establishment. However, their comments apply more 
generally—certainly to any setting which involves 
complex and lengthy relationships between treaters 
and treated. Since we know that comparatively simple 
drug trials can produce apparently contradictory 
findings, we cannot but heed the authors’ doubts 
about the usefulness of the controlled trial in long- 
term research in institutions. Their frank discussion 
deals briefly with ethical considerations, criteria of 
success, difficulties of random allocation, and other 
practical problems. 

It may be that some of the important problems of 
treatment now facing us will not yield to research 
projects of monolithic proportions; nor will they to 
enquiries cast in inappropriate and rigid designs. A 
full understanding of the treatment process is needed 
before its complexity is apparent and legitimate 
evaluation attempted. Let it be emphasized, therefore, 
that the authors (and your reviewer) are pleading not 
for less science but for more. 

J. К. W. Morrice. 


ARCHITECTURE 


Psychiatry and Architecture. By C. Р. SEAGER. 
The Society of Clinical Psychiatrists. 1972. 
Pp. 23. Price 3op. 

Room for Improvement—a better environment 
for the mentally handicapped. By James ELLIOTT 
and КЕнмЕтн Bayes. King Edward's Hospital 
Fund. 1972. Pp. 31. Price 5op. 

Dr. Seager, in fifteen clear pages reviews the 
literature on the types of building required for 
psychiatry. Architects and psychiatrists have not 
usually worked closely together, and some odd 
designs have been suggested, just as we have had our 
fair share of odd treatments. The review is up to 
date, coming up to the era of Dr. A. A. Baker, of 
the District General Hospital and the D.H.S.S's 
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Draft Building Note of 1970. It is designed to contri- 
bute to a *brief which can be offered to an architect 
planning a new psychiatric unit'. Let us hope we arc 
to be fully consulted (see recent correspondence in 
the British Medical Journal about provision pf facilities 
for ward meetings and large groups in the new units). 
Mr. Elliott, of the King's Fund Hospital Centre, 
and Mr. Bayes, an architect and Director of the 
Centre of Environment for the Handicapped, are to 
be congratulated on their booklet. Well-produced, 
exceptionally clearly laid out and with excellent 
illustrations in colour bringing out the points, it 
shows how homelike surroundings can be provided 
for the mentally handicapped in small units and it 
urges their importance. Modestly described as 
containing only ideas, it is in fact heart-warming in 
showing how imaginative homeliness adds to human 
dignity, and if widely read and left around in the 
right quarters it could do considerably more good 
than most thirty pages of print. 
* ANDREW C. Ѕиггн, 


THE SOCIAL WORKER 


The Social Worker in Family Situations. By 
WILLIAM JoRDAN. Routledge and Kegan Paul. 
1972. Pp. 151. Price £1.60. 

Having considered some currently popular theories 
of family communications and dynamics, the author 
finds them wanting both as explanations of problems 
that face social workers and as aids in coping with 
them. He prefers a more sociological formulation, 
and after briefly reviewing some sociological views 
of the family he defines two main types: the ‘centri- 
fugal' family (where the members respond to diffi- 
culties by seeking to escape from involvement with 
each other and turning from the family to the outside 
world), and the ‘integrative’ (where family members 
bind each other together in ‘a sometimes confusing 
and mystifying way, to the exclusion of the outside 
world’). Mr. Jordan writes well, and he illustrates his 
theme with case histories from his own experience, all 
of which will have a nicely familiar ring for psychi- 
atrist or social worker readers. A sensible and 
sympathetic book, and a good short read. 

Tom ARIE. 


PSYCHOPHYSIOLOGY 


Psychophysiological Studies of Emotion and 
Mental Disorders. By Nozomı Suwa and 
Iraru YAMASHITA. Hokkaido University School 
of Medicine, Sapporo, Japan. 1972. Pp. 229. 
Price not stated. 

This little book is the result of some twenty years 
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of study on variations in the endocrine and autonomic 
nervous functions associated with emotional disturb- 
ances, and according to the authors, it aims ‘at the 
elucidation of the essential nature of endogenous 
psychoses, especially schizophrenia’. The authors’ 
approach is ‘to clarify some patterns of biological 
features in each patient, instead of pursuing a dis- 
turbed metabolism of certain substances in the brain’ 
as a possible ‘cause’ of endogenous psychoses. The 
book is divided into three main chapters: the Psycho- 
physiological studies of emotion, the Neuro-endocrino- 
logical studies of mental disorders, and some Conclu- 
sions, and within each there are several sub-headings 
and a fairly extensive bibliography, mostly from 
Japanese journals and books not well known in this 
country. Studies of adrenal cortical function, of 
gonadal function, thyroid function and autonomic 
nervous function are included in the first chapter, 
while in the second various types of psychiatric 
disorders are presented under headings as varied as 
‘Circadian Rhythm of Adrenal Cortical Activity’, 
‘Brain Lesions associated with Disturbed Conscious- 
ness’, ‘Schizophrenia’, ‘General Paresis’, ‘Depression’ 
and ‘Epilepsy’. The main emphasis is on adrenal 
cortical responsiveness to stress in a variety of situa- 
tions, including therapeutic trials. The third chapter, 
‘Conclusions’, is really a summary of the general 
content of the book. There is a brief contents index of 
three pages which is clearly printed, with several 
understandable diagrams and tables. 

This book contains a great deal of detailed informa- 
tion but there seems to be no substantial attempt to 
reassess the present diagnostic categories of psychi- 
atric patients, and the reader is left slightly puzzled 
as to what can be learned from such a tremendous 
display of biochemical skill and analytical data. 
The authors should be commended for their modesty 
in their conclusions and for asking themselves ‘what, 
then, is really occurring neuro-chemically in the 
central nervous system in psychiatric patients ?? 

G. PAMPIGLIONE. 


TEXTBOOKS 


Psychological Medicine. An Introduction to 
Psychiatry. By D. Curran, M. Parrripaz and 
P. Store. (Seventh edition.) Churchill Living- 
stone. 1972. Pp. 438. Price £2.50. 

Particular difficulties are encountered in the 
reviewing of a new edition of a standard textbook. 
It is clear that for almost thirty years Curran and 
Partridge have provided the best and most practical 
text for the introduction of the student to psychiatry. 
Their book has held this position, whilst resisting the 
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pressure from many newcomers, and I suppose the 
real point at issue is as to how far the position has 
been maintained and how the new edition fits into the 
new, more extensive range of student textbooks. 

The style is direct and authoritative, but at times 
its approach may be considered somewhat non- 
critical and rarely do alternative views receive consi- 
deration. However, in a psychiatric era where others 
are preaching against the need for diagnosis and when 
the role of the psychiatrist as a leader of the treatment 
team is at times questioned, it seems important that 
the more orthodox medical attitudes as stated in this 
book are given clear voice early in the student carcer. 
The authors write clearly on the psychoses, and the 
new section on organic mental states fully lives up 
to this high standard. As far as this reviewer is 
concerned, the departure from tradition in the classifi- 
cation of neurotic symptomatology by the use of the 
term ‘personality problems’ does not succeed in 
simplifying the subject. Rather it appears to be 
leading readers into the trap of confusing symptoms 
with personality traits. 

In general, this textbook provides an excellent 
basic introduction for the undergraduate with an 
average interest in psychiatry. Some students, how- 
ever, will find its approach too didactic and will seek 
other more specialized tests. 

С. W. ASHCROFT. 


An Introduction to Psychopathology. By D. Rus- 
SELL Davis. (3rd edition.) Oxford University 
Press. Pp. 185. Price £1.40. 

The fact that a third edition of this book has been 
called for is indicative of its popularity and value. 
Within, the author has revised and modernized his 
subject, bringing it completely up to date. Its merit 
lies in its practical, intelligent and factual approach 
to a difficult topic replete with imponderables. It 
discusses not only the more important disorders of 
psychogenic origin, but also the psychological reper- 
cussions of physical disease, including the aberrations 
produced by drugs of escape and addiction. Mention 
is made, too, of laboratory experimentation in a 
variety of cognate fields. No space is wasted on 
insubstantial ‘theories, except for an occasional 
oblique glance at the speculations of Freud and Jung. 

A comprehensive bibliography is provided. There 
are some, but fortunately few, syntactical anomalies, 
and one or two slovenly printer’s errors. The price 
represents excellent value, and the book can be 
unhesitatingly recommended to all those about to 
take tentative steps on the slippery slopes of psycho- 
pathology. 

H. C. BeccLe. 
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GERMAN PSYCHIATRY 

130 Jahre Deutsche Gesellschaft fiir Psychiatrie 
und Nervenheilkunde. (130 years of the 
German Society for Psychiatry and the Science 
of Nervous Diseases.) By Proressor НЕгмит E. 
ЕнкнАкрт, Marburg/Lahn. Franz Steiner 
Verlag, Wiesbaden. 1972. Pp. 125. Price DM 
18, 

It is an interesting historical fact that the beginnings 
of the British, German and American Psychiatric 
Societies all go back to the early forties of the last 
century, when doctors in charge of the growing 
number of mental hospitals felt the need for ex- 
changing views and developing their field of work into 
a specialty. In 1841 Professor Damerow, the director 
of the asylum at Halle, in a circular to all directors of 
mental hospitals in German-speaking countries, 
Proposed the creation of a journal and the foundation 
of a psychiatric society. These proposals were duly 
accepted in the course of the following year. The first 
issue of the journal entitled Allgemeine Zeitschrift für 
Psychiatrie und psychisch-gerichtliche Medizin (General 
Journal of Psychiary and Forensic Psychological Medicine) 
appeared in 1844. It ceased publication in 1944. In 
1846 a psychiatric section of a general medical con- 
ference was formed. The first independent meeting of 
German psychiatrists took place in 1860, to be 
followed by the foundation of the "Verein deutscher 
Irrenárzte (Society of German Alienists) four years 
later. In 1903 the name was changed to ‘Deutscher 
Verein fiir Psychiatrie’ (German Psychiatric Society). 
It played an important part in the development of 
psychiatry in German speaking countries. When 
Hitler came to power in 1933, drastic changes were 
imposed on the Society which was to be made a tool 
for the implementation of the new ‘racial hygiene’. 
Psychiatrists and neurologists were ordered to form 
the ‘Society of German Neurologists and Psychiatrists’. 
Business meetings of the general membership no 
longer took place. There was a demand for a general 
meeting in 1941 when the so-called ‘euthanasia 
action’ entailing the killing of large numbers of 
mentally ill and defective patients was nearly finished, 
but the planned meeting was cancelled by order from 
above. This was in keeping with the secrecy with 
which this and other extermination programmes were 
carried out. The vast majority of German psychiatrists 
rejected the official policy. *Only some authorized, 
advocated or supported the “euthanasia action". 
There is no objective foundation for the repeated 
attempts to saddle “German psychiatry" with the 
responsibility for the deviant actions and crimes of 
individual psychiatrists.’ 

Inevitably, the public image of psychiatry had 
suffered badly and after the war it took years to repair 
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the damage. There was a reluctance on the part of 
doctors to be labelled as ‘psychiatrist only’. Although 
the re-establishment of the ‘German Psychiatric 
Society’ was felt to be desirable, the complete separa- 
tion from neurology was regarded as untimely. As the 
neurologists wanted their independence back, the 
present title was chosen in 1955, although the author 
regards ‘Nervenhcilkunde’ as untranslatable into any 
other language. Since 1967 Der Nervenarzt (The 
Physician for Nervous Disorders) has been the official 
organ of the Society, i.e. it publishes communications 
about its activities. Thanks largely to the author’s 
endeavours, the German psychiatric fraternity has 
established friendly relations with its sister societies in 
Europe and beyond. 

The book contains the statutes of the Society in the 
various stages of its history, the dates of the annual 
meetings held since 1864, and the list of past presi- 
dents. The society has about 1,500 members at 
present, which can be only a minority of the doctors 
working in psychiatry in West Germany (population 
61 millions). The reasons why the Society has never 
been as popular as, for instance, the R.M.P.A. are 
worth pondering about. In the past it was sometimes 
criticized for being dominated by the top rank 
professors; also, the lack of an organ comparable to 
this Journal may make membership less attractive. 

A comprehensive memorandum (1971) surveying 
the present state of psychiatric care in the German 
Federal Republic and proposing improvements and 
changes is very illuminating. It shows that psychiatry 
in West Germany has many problems in common 
with British psychiatry, in addition to those arising 
from the federal structure of the country. 

The author deserves gratitude for having presented 
the history of the German Psychiatric Society in such 
a readable form. 

E. SrENGEL. 


CHILD PSYCHIATRY 
Annual Progress in Child Psychiatry and Child 
Development, 1971. Edited by STELLA CHESS 
and ALEXANDER Tuomas. Butterworth for 
Brunner/Mazel. 1971. Pp. x + 607. Price £7.00. 


The editors have gathered together 34 articles 
which they deemed to be worthy of inclusion under 
the heading of this volume, which is the fourth in 
an annual series. The papers have been grouped 
under twelve headings: Infancy Studies, Develop- 
mental Issues, Cognitive Studies, Process of Socializa- 
tion, Language and Learning, Children of the Poor, 
Mental Retardation, Clinical Psychiatry, Drug 
Studies, Effects of Institutionalization, Problems of 
Adolescence, and Mental Health Services. It would 

. е 
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indeed be a bold reviewer who could claim to pro- 
nounce with any authority on so wide a range of 
topics, and my comments should be read as one 
man’s reaction and not as a definitive evaluation. 

The cantributions are approximately equally 
distributed as between original research papers and 
review articles. Among the latter the paper by 
Stein and Susser on ‘Mutability of intelligence and 
epidemiology of retardation’ stands out both for the 
clarity of its exposition and its conclusions. By con- 
trast, a number of the remaining review papers are 
somewhat optimistic in their use of theoretical 
analysis to dismiss well-established empirical evidence 
when the latter is uncomfortable. 

Turning to the research papers, one has the general 
impression that for the most part they are good but 
do not represent major advances; more often they are 
‘follow-on’ papers by authors of established repute, 
indicating interesting but by no means arresting 
progress along lines which they have opened up a 
while back. This is true even of the best of these, for 
example Ainsworth and Bell on ‘Attainment, explora- 
tion and separation’, and Bronfenbrenner’s compari- 
son of Russian and American children’s reactions to 
social pressures of adults and peers. Perhaps the best 
single section in this volume is that on Psycho- 
pharmacology in Children, featuring an excellent 
methodological paper by DiMascio and a first-rate 
enquiry by Sprague, Barnes and Werry. The present 
reviewer found many of the other papers interesting, 
for instance Roberts and Fish on 'Imitation and 
echoing in young children! or Westman ¢ al. on ‘Role 
of child psychiatry *'in divorce” ’. 

Taken as a whole, I find this book disappointing. 
The number of journal papers that appear in any 
. one year is such that any attempt at pre-sifting and 
packaging is potentialy useful; but this series, 
judging by the present volume, misses the mark, the 
range of coverage is too wide to make the whole 
interesting to any one reader, and the level of 
contribution too uneven. The editors! brief is to 
gather together the most outstanding contributions 
over a fairly wide field in a relatively short period 
(one year). In those few areas in which this reviewer 
can aspire to any competence, the selection of 
research papers is not the best that might have been 
made. Nor, in general, do the review articles bear 
comparison with the monumental chapters of 
Mussen's Handbook of Child Psychology. Books like 
Hellmuth's Cognitive Studies, which cover a narrower 
field but are less limited in the date of first publication, 
are also more useful than the present volume. I would 
not lightly dismiss a book produced by so distin- 
guished a pair of editors and featuring so many 
equally distinguished names among its contributors, 

. . 
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but in the end the question ‘cui bono’ must be asked 
about this whole collection—though not about 
individual articles, and still less their authors. 
Regrettably, the reply seems to be ‘nemini’. 

E. A. Lunzer. 


ADOLESCENCE 


Treatment of the Borderline Adolescent: A 
Developmental Approach. By James F. 
Masterson. Wiley-Interscience, Chichester and 
New York. 1972. Pp. x + 289. Price £5.50. 


Professor Masterson of Cornell University is a 
recognized authority on the psychiatric disorders of 
adolescence, and in his latest book he produces 
evidence that cases of borderline psychosis can be 
successfully treated by intensive psychotherapy. 
Discussions with the patient regarding normal 
emotional development enable him to gain insight 
into his own case. Prior to adolescence he may not 
have succeeded in ‘introjecting the father-figure into 
his own mind as a defence against the emotional 
separation from his parents’ which will occur at 
puberty. The author finds the separation-individua- 
tion concept which the Viennese-American Margaret 
Mahler applied to infants to be also applicable to 
adolescents. Psychotherapy is also given to parents, 
and after in-patient treatment the patient himself 
attends as an out-patient for two years. The author 
employs Freudian concepts throughout. 

One might perhaps say that all this is magnificent 
but it is not the type of war which can be waged in 
an ordinary N.H.S. clinic against adolescent psycho- 
pathy. The author does in fact discuss to what extent 
suggestion can be used to shorten treatment. In 
Europe, especially in Germany (D. Langen) and 
Spain (R. Sarró), the most successful way to shorten 
treatment has been found to be a method which 
consists of winning the confidence of the patient and 
his family through prolonged investigation, followed 
by a technique which induces extreme relaxation 
together with a technique of autohypnosis taught to 
the patient. Suggestions are directed to developing an 
attitude to life which is in accordance with the 
patient's character and attainments. 

The book, however, should be a success with those 
students and para-medical staff who want to know 
how really difficult psychopaths are treated in a clinic 
where time and money are apparently of little 
consequence. 

SPENCER PATERSON. 


SUICIDE 


Why People Kill Themselves. By Олутр LESTER. 
Charles C. Thomas. 1972. Pp. 353. Price $14.75. 
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At a time when it is difficult to keep abreast of 
developments even in a restricted field, а book which 
draws together the published findings on a particular 
topic is to be welcomed. Why People Kill Themselves is 
a summary of research into suicidal behaviour which 
covers 600 books and papers dating from 1882 to 
1969. Problems of clinical management—treating 
suicidal patients, the prevention of suicide, and the 
effect of a suicidal act on family and friends—are 
deliberately excluded. The focus is on the events lead- 
ing to the act and the characteristics of the suicidal 
person. Consideration of methodological and termino- 
logical difficulties is followed by a review of evidence 
on factors predisposing to suicide, such as inherited 
characteristics, sexual status and early childhood 
experience. The next two sections discuss the litera- 
ture on environmental and psychological factors in 
suicide. 

The strength of this book lies in the clarity of the 
organization and presentation of a large amount of 
material. There is little space for detailed discussion of 
controversial topics, and when these are raised the 
author is inclined to be too dogmatic in stating his 
own opinions, For example, Lester criticizes the view 
that completed and attempted suicides are two 
separate but overlapping populations, and suggests 
that all suicidal behaviour can be viewed as a con- 
tinuum. The evidence presented for a continuum is 
very tenuous, and the reasons which have led many 
workers to make this distinction are not fully 
presented. 

Again, the author’s personal bias as an experi- 
mental psychologist is too marked for a book which 
claims to be an objective review of multi-disciplinary 
research. The reader gains most from the detailed 
description of psychological studies. The sociological 
section is somewhat less rewarding. Lack of enthu- 
siasm for the ecological approach is particularly 
marked, and the evidence is not presented in a 
fashion which would allow the reader to form his 
own judgement. Cavan's study of suicide in Chicago 
is not mentioned, and Sainsbury’s interesting delinea- 
tion of the individual characteristics of suicides in the 
context of their ecological background is ignored. 

Despite these reservations, the book can neverthe- 
less be recommended as a usetul work of reference. 

D. Bucrass. 


PSYCHOLOGY 


Psychology in the U.S.S.R. An Historical Per- 
spective. Edited by Josg&* BroZex and Dan I. 
SLosm. New York: International Arts and 
Sciences Press, Inc. Pp. x + 301. 1972. Price 
$15.00. 
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Anyone who has visited psychological institutions in 
the U.S.S.R. will know how easy it is to make 
intellectual contact with our Soviet colleagues and 
how much common ground exists between their 
work and ours. For this reason, it is particularly un- 
fortunate that so many of the volumes of translated 
papers by Soviet psychologists are turgid, doctrinaire 
and often virtually unreadable. The present volume 
is no exception. As, moreover, it consists largely of 
articles written to commemorate the fiftieth anni- 
versary of the October revolution, chauvinistic and 
ideological embellishments are particularly in evi- 
dence. Nonetheless, some of the articles are inform- 
ative, particularly those dealing with the work of 
a little known school of Georgian psychologists con- 
cerned with problems of 'mental sets'. Got up in 
‘coffee table’ format, this large and expensive- 
looking volume may perhaps adorn the tables of 
those addicted to Russian tea. To the rest of us it will 
have little appeal. 

O. L. ZANGWILL. 


An MMPI Handbook. Volume т: Clinical 
Interpretation (revised edition). By W. GRANT 
DanuHLsrRoM, Grorce ScuLAGER WeLsH and 
Leona E. DAursrROM. Oxford University Press, 
for University of Minnesota Press. 1972. Pp. 507. 
Price £9.00. 


This first of a two-volume work represents a very 
considerable labour of compilation which aims to 
provide the clinician with material pertinent to the 
interpretation of individual MMPI records. No 
doubt we shall witness the usual bimodal reactions: 
many clinicians will find the information useful and А 
will not question too closely the soundness of the data 
or opinions involved; others, on the other hand, will 
view with pessimism the publication of a work which 
affords little more than an independent authoritative 
source in support of fallible clinical yudgement. 

As Hathaway points out in his foreword, work on 
the MMPI began at a time when there was general 
acceptance of the modernized Kraepelinian classifi- 
catory system. This purely diagnostic purpose is now 
regarded as of diminished importance, for *. . . only a 
small fraction of the published data relating clinical 
or experimental variables to its (the MMPI) scales or 
profiles can be understood in terms of the original 
approach. If the validity views of 1941 were the only 
support for the inventory, it could not survive'. 

The surprising thing for the many critics of the 
MMPI is that the scale fas survived in spite of failing 
in its original diagnostic purpose. How, they may 
ask, can what is in effect a symptom check-list now 
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be expected to perform the more elaborate and 
difficult task of describing facets of personality? 

The arguments that our tests often appear weak 
because we have failed to extract their real value 
merely gives emphasis to the shortcomings. Similarly, 
Hathaway's proffered justification that ©. . . working 
psychologists cannot yet afford the luxury of throwing 
away a tool for its lack of constructural quality’ does 
nothing to increase our confidence in the MMPI. 
The fact that one may have nothing better to offer is 
cold comfort indeed. 

Н. R. Вкксн. 


The Psychology of Interpersonal Behaviour. 
By Micar. ArcyLe. Harmondsworth: Penguin 
Books Ltd. 1972. Pp. 280. Price 35p. 


A second edition of a book first published in 1967, 
dealing with the ways in which people have social 
contacts with one another and the research which has 
been done on the problems arising during such 
contacts. 

The book analyses social motives which direct social 
behaviour, and discusses the actual behaviour of 
people in social settings and the social techniques 
which they use, varving from bodily contact to the 
use of language. There are sections dealing with the 

‘way people perceive each other and themselves, with 
the relations between interpersonal behaviour and 
the group and the culture in which people live. 

The 1972 edition includes the latest developments 
in research into interpersonal behaviour. Some of the 
main areas added or modified in this edition are: 
biological roots of sucial behaviour, non-verbal 
communication, research studies on gaze and on 
other aspects of two-person interaction. There is one 
whole chapter dealing with the social performance of 
mental patients. 

The book is of value not only as a survey of relevant 
work in this field of social psychology but also for the 
stimulating and original ideas of the author concern- 
ing social skills. 


MARIA A. WYKE 


Systematic Psychology, Prolegomena. By E. B. 
TrrcHENER. Cornell University Press. 1972. 

Pp. 280. Price £3.40 (paperback edition £1.10). 
Titchener began writing this book in 1917, and his 
death ten years later still found it unfinished. His 
concern had been with the definition of psychology as 
a science, and with the nature of science in general. 
He held that nothing was obsolutely given, but that 
the phenomenon dealt with, and the kind of descrip- 
tion it gave rise to, was a function of the method 
employed in its observation. Essentially there were 
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three such methods; those of physics, those of biology 
and those of psychology. He defined physics as ‘the 
science of existential experience regarded as function- 
ally or logically interdependent’. The definition of the 
term ‘existential’ in this content has little in common 
with that of modern existentialists, but refers to the 
experiental word of observable facts. The science of 
biology is held to be functionally and logically 
dependent upon the physica] environment, whereas 
psychology in turn is seen as dependent on the 
biological nature of the organism, or the nervous 
system. However, the sciences should not be regarded 
as hierarchically organized, with biology explainable 
in physical, and psychology in biological terms. 
Titchener stressed that he regarded causality in this 
context *. . . as mythological, if vou mean by it any- 
thing more than correlations’. 

Most contemporary psychologists would not oppose 
a definition of their science such as put forward in the 
Prolegomena. However, the main interest of the 
book seems to me to be historical, and Titchener’s 
reputation will rest less on his theoretical expositions 
than on his brilliant pioneering experiments on 
sensation. The progress of the science of psychology 
will continue to depend on such experiments, rather 
than on attempts to define its own nature. 

ВЕАТЕ HERMELIN. 


Explorations in Personality. Edited by HENRY A. 
Murray. Oxford University Press. 1970. Pp. 761. 
Price £1.25. 

This book was first published in 1938 and has now 
been reprinted and is presented as a paper-back. As 
far as I can remember the original, not a single iota 
has been changed. Its historical interest is limited; 
its practical value, in view of the many changes that 
have occurred in the last 34 years, almost non- 
existent. The habit of reprinting old textbooks and 
selling them under new covers without a word of 
warning or explanation has become widespread; it 
is, to say the least, misleading. 

MarysE METCALFE. 


TRANS-CULTURAL PSYCHIATRY 


Transcultural Psychiatry. By Art Kiev. Collier- 
Macmillan Limited, London. 1972. Pp. 223. 
Price not stated. 


This book aims to ‘formulate the boundaries of 
transcultural psychiatry, to assess the current state 
of knowledge in the field, to outline feasible areas for 
further research, and to specify priorities and needs 
in the developing world’. The author would have 
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achieved more had he attempted less. The best 
sections of the book are the descriptions of culture- 
bound disorders such as koro, susto, latah, windigo 
psychosis, amok and so on; it would have been useful 
to have had more detail here and to have been spared 
the final three chapters dealing with prescientific 
medicine, epidemiology and the introduction of new 
programmes in developing countries. 

The author argues that psychological disorders 
can be divided into biological disorders of memory, 
perception and feeling: and a secondary, culturally 
conditioned layer of ‘rationalization and action’ which 
is also concerned with adaptation patterns and defence 
mechanisms. The form of psychological disorders is 
held to remain essentially constant throughout the 
world: ‘schizophrenic and manic-depressive disorders 
are fixed in form by the biological nature of man.’ 

Dr. Kiev takes an essentially psychoanalytic view 
of culture, defining it as ‘a system of psychological 
defences related to ego functioning’. Members of a 
given culture are likely to have repressed the same 
things and thereby to have certain unconscious 
conflicts in common. From here it is but a short step 
to sweeping generalizations, such аз asserting that 
Africans are fixated ‘at an oral stage of development, 
which is suitable in a society where ego-boundaries 
do not have to be clearly maintained’, or that the 
high frequency of catatonic phenomena among 
Indian schizophrenics can be related to the ‘tradi- 
tional Indian passive-ageressive response to a 
threatening world’. Later, we learn that hysterical 
behaviour is more prevalent in societies where early 
socialization is not severe, dependency needs are 
satisfied, and individuals became fixated at an oral 
infantile level. 

Elsewhere, the author appears to be on firmer 
ground when he asserts that ‘the availability of beliefs 
and rituals for the reduction of tensions is an important 
factor in determining how stressful cultural pressures 
will be’. He points out that culturally sanctioned 
explanations for psychiatric symptoms such as taboo 
violation mean that the suffering individual is labelled 
as ‘sick’ and receives treatment, while the absence of 
such explanations leads to neglect, since the culture 
defines within specified limits what patterns of dis- 
turbed mood, thought and behaviour are to be 
regarded as illness. Among Mexican-Americans, for 
example, anxiety that is caused by secing a ghost is 
diagnosed as susto and leads to treatment, while fear 
that cannot be understood in this way tends to be 
ignored or criticized. The subject matter is certainly 
fascinating, but one could wish for a guide who gave 
one more data and less theory. It is not reassuring to 
read that alcohol prevents the outbreak of serious 
psychiatric disturbance when it is used in moderation, 
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and that alcoholism develops only when the users 
have other problems. 

The book is curiously difficult to read. One jumps 
from one part of the world to another, from one 
illness to another, and even from one century to 
another, without a coherent thread emerging. While 
the book contains much that is of interest, the 
essence of the subject somehow slips through the 
author’s fingers. 

Davin GOLDBERG. 


Animism, Magic, and the Divine King. By GEZA 
Rouem,. Routledge and Kegan Paul. 1972. 
Pp. 390. Price £4.00. 

This is a reissue of a book first published in 1930. 
Many wrinkles are now exposed to the light which 
would not have been apparent then. The author 
wrote from a psychoanalytic standpoint which has 
become outdated by subsequent developments in 
dynamic theories. He collected together a wealth of 
anthropological data, which he used to demonstrate 
his insight into ‘primitive psychology’. His central 
theory is based on the Oedipus complex, with its 
intrinsic fear of castration as a punishment for 
incestuous desires. All fears, including the fear of 
death, are reduced to castration anxiety; all rituals, 
involving cutting are castration in disguise. "We shall 
regard the custom of cutting out the kidney fat of the 
slain enemy as a slight modification of castration.’ 
*Cutting one's toenails is castration displaced down- 
wards.’ An equally plausible theory could be con- 
structed on the premise that castration is pedicure 
displaced upwards. 

This book should really stand as a sepulchre for 
monlithic theories. But in the course of his logical 
gymnastics, the author included evidence from 
such sources as the Sumerian language or the beliefs 
of a South African tribe, and the result is a fascinating 
compendium of anthropological material. On this 
level the book is interesting and enjoyable. It also 
provides an endless supply of scholarly titbits with 
which to amaze your friends. Did you know that 
labrini are shadows with short petticoats, that Kapu 
women in Southern India carry a small figure of a 
naken human from door to door while they sing 
indecent songs and collect alms, and that in Branden- 
burg girls put sugar under their armpits and then 
into the coffee of their beloved ? 

J. Lzrr. 


HISTORY 


Perceval’s Narrative. A Patients Account of His 
Psychosis 1830-1832. Edited by GREGORY 
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Bateson. Oxford University Press, for Stanford 
University Press. Pp. xxii + 331. Price £4.00. 


Perceval’s narrative was originally published in two 
volumes, in 1838 and 1840, and this book contains all 
of the first-volume and much of the second. It is the 
account, by the son of Spencer Perceval, the only 
British Prime Minister ever to have been assassinated, 
of his insanity and his experiences in Dr. Fox’s 
asylum, and later in Mr. Newington’s house. As such, 
it is a valuable account of a distressing personal 
experience which sheds a great deal of light on the 
manner in which a psychotic individual saw his 
treatment during the first half of the nineteenth 
century. Autobiographical descriptions of insanity 
are not uncommon in the literature, those of John Tilly 
Matthews and of Clifford Beers being two of the best 
known, as, of course, is the famous case of Schreber. 
For those interested in the field the re-publication of 
this narrative will enable them to study a book which 
is almost unobtainable in the original. 

Dents LEIGH. 


THE SENSES 


The Human Senses. By Frank A. GELDARD. 
John Wiley. Second edition. 1972. Pp. 584. Price 
£5.25. 

This well-known text now reaches its second edition 
after 20 years; two decades in which the gap between 
receptor activities and conscious experience has 
become a little less mysterious. Despite the enormous 
increase in laboratory reports (the book has over 650 
references) the author still manages to present, ina 
most fluent style, the biophysics, physiology and 
psychology of the senses in a book of undaunting 
proportions. The main developments have been in 
the physiology of central mechanisms underlying 
perception, and whilst these may not have advanced 
understanding a great deal they do at least help the 
medical reader feel more at home. 

R. N. HERRINGTON. 


The Eye: Phenomenology and Psychology of 
Function and Disorder. By J. M. HEATON. 
1972. Pp. 336. London: Tavistock Publications. 
Price £1.40. 

Dr. Heaton has attempted to redress what he feels 
to be a lack of balance in modern opthalmology, 
where only directly observable facts are seriously 
studied, by considering visual perception within an 
existential framework. Most of the book, a paperback 
reprint of the 1968 edition, is devoted to a systematic 
account of disorders of the eye and of vision: how 
perception of the same objects may vary with circum- 
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stances, how perception is modified by physical and 
by psychological disorders, and the psychological 
problems engendered. Elsewhere, Dr. Heaton declares 
that ‘the laws of cause and effect . . . are not applicable 
to the mind’, but his evidence suggests that a better 
balance between existential and other psychological 
theories would at present have been prudent. 
Н. С. S. SERGEANT. 


JUNG AND REICH 


Four Archetypes: Mother, Rebirth, Spirit, 
Trickster. By С. G. Juno. London: Routledge 
and Kegan Paul. 1972. Pp. 173. Price £1.60 
(cloth); 8o p. (paperback). 

It is not an easy task to write about Jung, who 
became a living legend in his own life time. Many 
psychiatrists, particularly those ‘dynamically’ orien- 
tated, might regard any criticism of Jung as an 
impertinence. Like Freud, Jung is ‘taboo’ to any’ 
criticism, although it would seem that the majority of 
psychiatrists (and psychologists) of the young genera- 
tion have only a vague and a rather second-hand idea 
about Jung’s various theories. This knowledge is 
usually cónfined to Jung's two concepts: his typology 
and his archetypes. But even this information 
usually originates not from a direct study of Jung's 
works but from brief summaries of his theories found 
in most handbooks of psychiatry. 

However, it would be unfair to put all the blame 
for this state of affairs upon the psychiatrists and 
psychologists alone. One should also look for the 
causes in Jung himself. For a young doctor or 
psychologist brought up on a rather more scientific- 
ally oriented curriculum Jung might appear a 
curious mixture of an old-time ‘psychologist’ and 
philosopher. His book Four Architypes provides a good 
example of that. It contains no facts, no data, no 
figures, no verifiable results of research or experi- 
ments. Instead there are categorical statements, 
definite opinions and views, some of them very 
interesting, but very subjective, which are not based 
on facts and do not lend themselves to any objective 
evaluation. 

Yet, whether one agrees or does not with Jung’s 
rather misty and mystical concepts, his Archetypes 
present an interesting amalgam of various anthro- 
pological, religious and philosophical concepts. 

Narcyz LUKIANOWICZ. 


The Mass Psychology of Facism. By WiLHELM 
Reron. Newly translated by VINCENT R. 
CanrAGNO. Pp. 395. Price £3.50. 

The Invasion of Compulsory Sex-Morality. By 
WiLHzLM Rezcu. Based on a draft translation 
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by WERNER and DorEEN GROSSMANN. Pp. 210. 
Price £2.75. : 

Listen, Little Man! By Wr-HeLm Reca. Translated 
by TxHeoporr P. Worre, with illustrations by 
Wurm Steia. Pp. 126. Price £1.75. 


Reich Speaks of Freud. Edited by Mary Hicains 
and CuxzsrER М. RAPHAEL, M.D., with transla- 
tions from the German by THERESE Por. Pp. 296. 
Price £2.75. 

‚ Souvenir Press (Educational and Academic) Ltd. 
1972. 

The great majority of psychiatrists do not believe 
in The Orgone Energy Accumulator—Its Scientific and 
Medical Use (Orgone Institute Press, 1951, destroyed 
by the Food and Drug Administration) or in Orgone 
Energy that can destroy cancer, in bion vesicles which 
are transitions between non-living and living sub- 

. stance, in DOR (Deadly Orgone Energy) measurable 
by a Geiger-Müller counter, or in Orgone Therapy. 

It is very unlikely that a study of these four books will 

succeed in converting any reader to such beliefs. 

However, these books are instructive for the 
student of the history of psychotherapeutic styles and 
fashions, and Reich may be remembered as one of 
the first to attempt a symbiosis between dialectical 
materialism and psychoanalysis. He should certainly 
be given credit for insisting on the sociological factors 
in neurosis. The most revealing exposition of Reich’s 
ideology will be found in Reich Speaks of Freud, which 
consists essentially of a tape-recorded interview in 
1952 between himself and Dr. Kurt R. Eissler, 
representing the Sigmund Freud Archives, together 
with correspondence with Adler, Ferenczi, Freud, 
Fenichel, Malinowski and others, and a number of 
important documentary supplements. I will leave it 
to the reader to decide whether the expulsion of 
Reich from the International Psychoanalytic Associa- 
tion in 1934 was justified. He states that he was 
slandered or defamed by Federn, Jones, Radó, 
Fenichel and others, and that he was accused of 
being a psychopath, paranoiac or schizophrenic. 

In Listen, Little Man! (written in 1945 for the 
archives of the Orgone Institute) the author protests 
against the Emotional Plague which tries to kill 
Orgone Research and defames him. One also gathers 
that Reich believed he had made ‘the greatest 
discovery in centuries’, the discovery of ‘cosmic life 
energy’, the new Science of Orgonomy, and that 
people plotted and instigated a newspaper campaign 
against him. 

In The Invasion of Compulsory Sex-Morality, Reich 
argues that unhealthy consequences result from sexual 
inhibitions, drawing support from studies by Mali- 
nowski, Engels and Morgan. In an appendix, 
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Roheim's psychoanalytic interpretations of primitive 
cultures are severely criticized. 

In his classic study of The Mass Psychology of 
Facism, the author criticizes a purely socio-economic 
explanation (vulgar Marxism) and stresses an irra- 
tionality of human nature which allows a fanatical 
worship of führers, dictators and messiahs, with 
resulting enslavement of the masses. Reich maintains 
that such irrationality is due to ungratified orgastic 
yearnings. This book ends with a plea for a ‘natural 
work-democracy’ as an answer to ‘What’s to be done 
now?', and rejects all political ideologies because 
‘political activity prevents the realization of that 
which it pretends to fight for: peace, work, security, 
international co-operation, free objective speech, etc.’. 
Reich prophesies a ‘new social era, free of politics’. 
It all sounds Utopian rather than practical, but one 
cannot. help sympathizing with Reich’s firm stand 
against racism, chauvinism, puritanism and religious 
fanaticism. I. ATKIN. 


GESTALT THERAPY 
Gestalt Therapy: Excitement and Growth in the 
Human Personality. By F. Perr, R. F. 
HEFFERLNE and P. Goopman. Souvenir Press. 
1972. Pp. 470 + xiii. Price £3.00. 

This weighty volume was first published 21 years 
ago. It is intended as a do-it-yourself instruction 
manual on self-analysis. A series of ‘experiments’ are 
suggested which may be carried out with the aim of 
tackling the neurotic trends present in all of us and 
bringing ‘relief’ to the enthusiastic reader. 

Although Gestalt theory and therapy are linked to 
analytical procedures, half the book is devoted to 
how these approaches and consequent therapeutic 
goals and practice diverge. There are also hints of the 
integration of non-analytically based practices, for 
example reciprocal inhibition by breathing exercises; 
extending, modifying, and validating construct 
systems, although these are regarded as a means of 
bring ‘unfinished business’ to the fore and not as 
therapeutic in themselves. 

There is no attempt to support either statements of 
theory or efficacy of therapy, the only ‘evidence’ 
being extensive quotations from students undergoing 
these ‘experiments’. A chapter is in fact devoted to the 
argument that as the theory deals with how an indi- 
vidual experiences life, and as this is not open to 
objective measurement, a strictly experimental 
approach cannot be taken. Although correlates of 
subjective assessments of situations may be less 
obvious than those of behaviour, this is obviously false 
reasoning, and until an attempt is made to remedy the 
situation the therapy, like the theory, remains to me at 
least unconvincing. E. А. Оккуук. 
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The Psychiatric Programming of People. Neo. 
Behavioural Orthomolecular Psychiatry- 
By Н. L. Newsorp. Pergamon Press. 1972. 
Рр. 110. Price £3.00. 

Non-behavioural orthomolecular psychiatry sounds 
like a new method of repairing DNA in people's 
brains. In fact, the author does not suggest DNA 
surgery until page 102. The rest of the book is a 
readable but superficial account of a few aspects of 
human behaviour based upon a mixture of terms from 
computer science and from operant conditioning. 
By chapter 14, the full model is outlined in which 
man is described as ‘machine 4- energy + computer 
+ communicator + homeostatis + chemical reac- 
tion + individuality + box’. The model is fitted to 
various short case illustrations but does not appear to 
have any predictive value. To explain a patient’s 
behaviour by saying that her Biologically Pro- 
grammed Computer was abnormal and that her 
Socially Programmed Computer was insufficiently 
programmed because she was often out of the box 
sounds impressive, but is no advance on an account 
that says it was due to a combination of brain 
dysfunction and parental mishandling. 

The cover says that the book is necessary reading 
for all psychiatrists. This reader could not agree. It 
may be of some interest to students of 5th and 6th 
form secondary school courses in psychology. 

LAWRENCE BARTAK. 


The Future of Time; Man's Temporal Environ- 
ment. Edited by Н. Yaxer, Н. Osmonp and 
Е. Cuzrk. Hogarth Press. 1972. Pp. 512. Price 
£4.00. 
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This book examines man’s perception of time, 
utilizing a wide variety of areas of study. It is only of 
peripheral interest to a psychiatrist, and this largely 
because the study concerns the effect of drugs on time 
perception. This describes the responses of different 
groups of individuals to their retrospective awareness 
of the passage and intensity of time in association with 
drug taking. Other chapters are even more anecdotal 
in their account of perceptual distortions. This book 
can, therefore, only be recommended as a rather 
unusual and interesting collection of personal thoughts 
and theories coucerning time by authors writing from 
widely differing viewpoints. 

С. Р. SEAGER. 


Pollution: Its Impact on Mental Health. Edited 
by Rent Dusos. N.LM.H., Maryland. 1972. 
Pp. 81. Price 45 cents. 


This book comprises synopses and a review of 
literature concerned with 'degradation of physical 
environment' and its effect on mental health. Infor- 
mation made conveniently available by good cross- 
referencing and indexing is provided in sections on 
lead, mercury, carbon monoxide and insecticide 
poisoning; noise, substandard housing; recreation and 
stimulation. Intelligent summary and criticism to- 
gether with constructive comment, particularly on 
methodology and future research, raise very interest- 
ing issues. It is nevertheless doubtful whether such 
global and cloudy conceptions as ‘mental health’ and 
‘pollution’ (despite its current political vogue) provide 
a suitable framework within which to survey such 
heterogeneous subjects. 

Davip C. Wart. 


Brit. J. Psychiat. (1973), 122, 365 
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CHILD PSYCHIATRY 
Diagnosis and Treatment in Clinical Child Psychi- 
atry. By Eva A. Frommer. Heinemann Medical Books. 
Price £5.25. 
Family Psychiatry for Child Psychiatrists. By J. G. 
Howe ts. The Society of Clinical Psychiatrists. Price 5op. 


COMMUNITY CARE 

Approaches to Action: A Symposium on Services for 
the Mentally Ш and Handicapped. Edited by Gorpon 
McLaoHLAN. Oxford University Press, for Nuffield 
Provincial Hospitals Trust. Price £1.20. 

Research, Planning and Action for the Elderly. 
Edited by DoNALD P. Kent, ROBERT KASTENBAUM 
and $үтллА SHERWooD. Behavioral Publications. Price 
$22.95. 

Mental Шпеѕз and Handicap. Edited by Rosin 
BnrounrwzLL, B.B.C. Publications (in conjunction with 
a radio series, ‘Community Care, Mental Illness and 
Handicap’, to be broadcast during 1973). Price 45p. 


THE BRAIN 

The Brain in Unclassified Mental Retardation: 
A Study Group held under the auspices of the 
Institute for Research into Mental Retardation. 
Edited by J. B. СлулмАОН. Churchill Livingstone. 
Price £5.00. 

An Illustrated History of Brain Function. By EDWIN 
CLARKE and KENNETH Dewuurst. Sandford Publica- 
tions. Price £5.50. 


PSYCHIATRIC PRACTICE 
Handbook of Psychiatric Therapies. Edited by 
Jukes Н. MassERMAN. Scisiice House. No price stated. 
Evaluation and Management of the Violent Patient: 
Guidelines in the Hospital and Institution. By Jonn R. 
Lion. Charles С. Thomas. Price $6.00. 


CARL GUSTAV JUNG 
Jung. By Antony Storr. Fontana/Collins. Price 40р. 


SUICIDE 
Survivors of Suicide. Edited by Атвевт С. Cam. 
Charles C. Thomas. Price $14.75. 


SLEEP : 
Sleep Research: A Critical Review. By FRANK R. 
FREEMON. Charles С. Thomas. Price $14.50. 


HUMAN DEVELOPMENT AND BEHAVIOUR 
Man for Humanity: On Concordance vs Discord in 
Human Behavior. Edited by Jukes H. MAssERMAN 
and Joun J. Scuwas. Charles C. Thomas. Price $20.50. 
Pets and Human Development. By Boris M. Levinson. 
Charles C. Thomas. Price $10.50. 


SOCIAL PROBLEMS 
Social Problems of Modern Britain. Edited by Eric 
BurrerwortH and Юлау Wem. Fontana/Collins. 
Price 75p. 


AUTOBIOGRAPHY 
The Centre of the Cyclone: An Autobiography of Inner 
Space. By Joun С. 1л. Calder and Boyars. Price 
£2.50 (hard); 50p (paperback). 


FROM ABROAD 
Some Aspects of Schizophrenic Illness in India: 
Proceedings of the first conference of the Eastern 
Zone of the Indian Psychiatric Society, 1971. Edited 
by SHAILENDRA Kumar. Smith, Kline and French (India) 
Lid. No price stated. 
Katamnesen bei kastrierten Sittlichkeitsdelinquen- 
ten aus forensischpsychiatrischer Sicht. By 
F. Cornu. 5. Karger. Price £6.05. 


Many of these books will be reviewed at a later date. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, ҮМ gLE 


HISTORY OF BRITISH PSYCHOANALYSIS 


DEAR SR, 


I too have been puzzled by the absence of response 
to Dr. Schmideberg’s article (Journal, 1971, 118, 
61-9). Her paper is not the sort of contribution that 
one can read and quietly ignore. It is either an un- 
justified attack on some of the most respected figures 
in British psychoanalysis, or it is the first exposure of 
machinations that owe more to the teachings of 
Machiavelli than those of Sigmund Freud. Such an 
article demands reply, and the comments of Dr. 
Glover and Karl Menninger (Journal, 1973, 122, 115) 
only increase our curiosity about what really went on. 


P. J. TYRER. 


Institute of Psychiatry, 
De Crespigny Park, 
Denmark Hill, 
London SE5 8AF. 


Dear Sin, 


Dr. Melitta Schmideberg expresses surprise that 
her article ‘A Contribution to the History of the 
Psycho-Analytical Movement in Britain brought 
forth no comment from readers. But should she really 
be so surprised? Her article would be of undoubted 
interest to those historians who are deeply concerned 
about the intricacies of the British Psychoanalytic 
Society; it may serve as a corrective to those who 
idealise the Society and its prominent members to 
know that at least one former member does not 
share their view; and it makes fascinating reading 
for those who (like me) simply enjoy hearing un- 
inhibited comments on these matters, whatever we 
think of the rights and wrongs of the situation. But 
is it an important contribution to our understanding 
of psychotherapy? It is significant—but not very 
significant —if a certain psychotherapist says *I don't, 
on reflection, think much of psychotherapy’, just as 
it is significant—but not all that significant —if he 
were to say 'I think psychotherapy is a very good 
thing'. 


There is surely no more vexed question in the field 
of psychiatry than ‘Does psychotherapy work?' The 
statistical criteria that have so far been offered for 
such an assessment are insufficiently appropriate to 
satisfy the majority of psychotherapists, and the case 
against these criteria has been well argued by the 
phenomenologists. It may be that psychotherapy will, 
in the end, be judged on the quality of the experience 
of the general public at the hands of practitioners; 
and, to a lesser extent, on the cogency and integrity 
with which psychotherapists report their work. 

There is one point in Dr. Schmideberg's article 
which does, I think, merit comment: her observation 
that psychotherapists tend to report their successes 
rather than their failures. I think this is true and 
something to be deplored. The reasons are many, and 
unhappily include a fear of exposing one's personal 
weaknesses in public. But there is also a legitimate 
reason. Our successes are usually of more importance 
than our failures. As Simone Weil put it: nobody 
is very interested if we add 2 and 2 and make 5. 


PETER Lomas. 


Lynwood, 
June Lane, 
Midhurst, Sussex. 


THE ‘GASLIGHT PHENOMENON’ 


Dear Sir, 

С. G. Smith and K. Sinanan (Journal, June 1972, 
120, 685) should be commended for bringing the 
‘Gaslight Phenomenon’ to the attention of the 
profession; ‘subtle and disguised attempts to get rid 
of a spouse or relative by labelling him or her ‘mentally 
ill or demented’ may well occur more frequently and 
go unrecognized unless this possibility is kept in mind. 
However, the sub-title, ‘A Modification of the 
Ganser Syndrome’ is puzzling, as the paper does not 
seem to contain the slightest hint of any relationship 
or analogy between the ‘Gaslight Phenomenon’ and 
the Ganser Syndrome. Whether one regards the 
latter as a form of malingering, hysteria, or psychosis, 
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it is clear that the patient’s behaviour shows his 
intention to appear’ irresponsible. In the ‘Gaslight 
Phenomenon’, on the other hand, ‘mental illness’ 
exists only in the reports of a party interested in 
getting rid of a person whose presence at home has 
become undesirable, under the false pretence that 
this person is mentally ill. Labelling the ‘Gaslight 
Phenomenon’ a modification of the Ganser Syndrome 
is apt to confuse the issue rather than clarifying it. 


Miro TyNDEL. 


Department of Psychiatry, 
University of Toronto, 

Toronto General Hospital, 
Toronto, Ontario, Canada. 


THE PROBLEM-ORIENTED MEDICAL 
RECORD AND PSYCHIATRY 


Dear SR, 


The necessity for psychiatrists to become acquainted 
and comfortable with the problem-oriented approach 
to medical records is likely to become important in 
the near future as the advantages of this approach are 
recognized and it comes into widespread use. It is, 
therefore, unfortunate that Hayes-Roth et al. (Journal, 
July 1972) have published an article that is likely to 
convince psychiatrists that this approach has only a 
limited application to psychiatry. 

First of all, the article is confusing to a psychiatrist 
who wants to apply this system in a practical straight- 
forward manner. It initially describes a way of 
dividing problems into psychiatric, social and organic 
subgroups and numbering tbe problems of these 
subgroupings separately. Then the article does an 
about face, admits that such a system of organization 
fresults in tremendous duplication' and goes on to 
describe an alternative approach which ‘is more 
efficient? and requires that a series of ‘necessary 
questions’ (the data base) be asked of each patient 
and that the responsibility for asking each of these 
questions be relegated to various members of the 
psychiatric team. The answers to these questions are 
evaluated at a planning conference in order to define 
the patient's problems, and out of this planning 
conference a single problem list is developed. 

Besides being extremely cumbersome, the systems 
as described are useless to the private practitioner, 
the psychiatrist based in a general clinc, and even to 
a psychiatrist in a psychiatric hospital where a fast 
turnover of patients makes extensive psychiatric 
conferences on each patient impracticable. Such 
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psychiatrists are likely to read Hayes-Roth’s article 
with the thought that problem-oriented records might 
be useful for intensive psychiatric-hospital-based 
practice but have no value for them. 

Because their article fosters such an attitude, it 
subverts the intent and purpose of the problem- 
oriented medical record, which is a means of orga- 
nizing data for all medical personnel in a clear and 
comprehensive manner, with all the benefits that 
accrue from such a systematic organization (ability to 
audit medical care, the necessity for the physician to 
organize his thoughts more clearly, ultimate com- 
puterization, etc.). The article illustrates that 
psychiatry has strayed so far from the medical model 
that it has difficulty in formulating problems simply 
and clearly; that is, difficulty in achieving diagnostic 
consistency and reliability, although there are systems 
where clear objective means of making psychiatric . 
diagnoses based on the medical model do exist (for 
example, see Feighner e! al.). 

Utilizing such a consistent system of diagnoses 
would allow the psychiatrist to take advantage of the 
problem-oriented approach to medical records in a 
comprehensive manner, comprehensible to him and 
his medical and paramedical colleagues, no matter 
whether he worked in a psychiatric hospital, general 
clinic or private practice. He could easily gain the 
essentials of the problem-oriented method by reading 
such basic source material as Weed’s Medical Records, 
Medical Education and Patient Care or Bjorn and Cross’s 
Problem-Oriented Practice rather than having to resort 
to such special systems as those offered by Hayes- 
Roth. If more idiosyncratic notes are thought 
necessary (relating to intrapsychic processes, for 
example), they could and should be kept separate 
from the main body of medical records. As long as 
the psychiatrist keeps in mind that the ultimate goal 
of the problem-oriented medical records is the 
integration of a patient’s various medical, emotional 
and social problems in a way that is comprehensible 
to all those who must deal with the patient, he will 
not feel himself forced into a mould by the problem- 
oriented record, but will regard himself as a necessary 
part of a system working to provide the patient with 
comprehensive, complete and intelligent medical 
care. To operate otherwise would be to isolate 
psychiatry further from medicine to the ultimate 
detriment of medicine, psychiatry and the patient. 


Barry I. Liskow. 


U.S. Public Health Service Hospital, 
P.O. Box 3145, 

Seattle, Washington, 

96114 U.S.A. 
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SERUM CREATINE PHOSPHOKINASE 
ACTIVITY IN ACUTE PSYCHOSIS 


Dear Sr, 


In a recent paper (Journal, October 1972, рр. 
251—5) Gosling et al. confirmed my previous reports 
of increased serum CPK activity in acutely psychotic 
patients and its lack of an increase in non-psychotic 
patients. They inaccurately stated that І and 
colleagues had studied only admission serum GPK 
levels in non-psychotic patients. We have previously 
published the lack of an increase in serum CPK 
activity in samples obtained Mon.-Fri. throughout 
hospitalization from two sizeable groups of severely 
disturbed, hospitalized non-psychotic psychiatric 
patients (Meltzer, 1969; Meltzer and Moline, 1970). 

Gosling et al. also claimed that there was a trend 
towards a higher percentage of psychotic patients 
with increased serum CPK activity who were diag- 
nosed manic-depressive, manic phase, or paranoid 
schizophrenic, as opposed to psychotic depressive or 
non-paranoid schizophrenic. In our previous studies 
(Meltzer, 1969; Meltzer, Elkun and Moline, 1969), 


we have indicated that the incidence of increased . 


serum CPK activity is not significantly different in 
non-paranoid schizophrenics, paranoid schizopbre- 
nics, or manic-depressives, manic phase. We reported 
on too few psychotic depressions, bipolar or unipolar, 
of recent onset to know if the enzymes are elevated in 
depressed patients with equal frequency (Meltzer, 
1969; Meltzer, Elkun and Moline, 1969). In our 
current: studies, looking only at patients admitted 
within one week of the onset of psychotic symptoms, 
but whose serum CPK activity was studied Monday 
to Friday throughout hospitalization, I have found 
increased serum CPK activity in 41 of 53 (78 per cent) 
acute schizophrenics of non-paranoid types, 29 of 32 
(91 per cent) acute schizophrenics, paranoid type, 
6 of 7 patients with paranoid states, 9 of 12 patients 
with manic-depressive psychosis, manic-phase and 3 
of 3 psychotic depressives. There are no statistically 
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significant differences between the incidence of 
elevations in these groups. In approximately one- 
third of these patients, the increases in serum CPK 
activity did not occur until after discharge from 
hospital. I suggest that the data of Gosling et al, are 
best explained by a greater delay in admitting non- 
paranoid schizophrenics and psychotically depressed 
patients to the hospital in comparison with paranoid 
psychotic patients and manic-depressives, manic 
phase patients. 

HERBERT Y. MELTZER. 
Department of Psychiatry, 
University of Chicago Pritzker School of Medicine, 
950 East 59th Street, 
Chicago, Illinois 06637. 
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UK 3557 IN DEPRESSION 


Dear SIR, 

Dr. Wheatley’s conclusion that UK 3557 ‘has a 
similar antidepressant effect to the control drug, 
amitriptyline, but that there are no therapeutic 
differences between them’ (Journal, December 1972, 
p. 622) is unwarranted. The results of his trial show 
that amitriptyline was consistently superior to 
UK 3557 at all periods of assessment, although this 
did not reach significance. In the absence of a 
placebo control group no inferences can be drawn 
about the antidepressant effects of UK 3557, as the 
improvement shown during the trial could be entirely 
due to non-specific factors. 

PETER TYRER. 
Institute of Psychiatry, 
De Grespigny Park, 
Denmark Hill, 
London SE5 8AF. 


Dear SR, 

In the interpretation of clinical trial results, it is 
always necessary to strike a balance between that 
which is statistically significant (or non-significant) 
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and that which is clinically significant (or non- 
significant). However, in a straightforward com- 
parison between the effects of two anti-depressant 
drugs, using standard rating scales, it is generally 
accepted that unless the statistical differences between 
them reach the 5 per cent level of significance then 
for clinical purposes no differences have been 
demonstrated. 

In this particular trial, although, as was pointed 
out in the report, 'such differences as were present 
were always in favour of amitriptyline’, there was no 
single assessment that showed a significant difference 
in favour of the control drug. Since the report was a 
short one, the non-specific factors that were recorded 
were not enumerated, but these were as follows: sex, 
age, marital status, previous attacks, duration from 
first attack ever, duration of present attack, religion, 
educational level, previous treatments, and menstrual 
status in females. The two treatment groups were well 
matched in respect of all these factors. Although non- 
drug variables such as these may play a part in 
influencing the response to psychotropic drugs, it is 
doubtful whether such differences are of practical 
clinical significance (Wheatley, 1973). 

I agree with Dr. Tyrer that scientifically it would 
have been prefereable to include a group treated 
with placebo only. However, our trial was under- 
taken in general practice, and it would have been 
unethical to leave unsupervised depressed patients 
without specific antidepressant treatment, when it is 
generally accepted that such treatment is in fact 
efficacious. 


Davip WHEATLEY. 
The General Practitioner Research Group, 
325 Staines Road, 
Twickenham, 
Middlesex TWe БАХ. 
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CONTROL OF GROSS SELF-MUTILATION 
WITH LITHIUM CARBONATE 


Dear Sm, 


Self-mutilation is common in hospitals for the 
mentally subnormal (1) and is often extremely 
difficult to control. This is evident from the wide 
variety of therapeutic measures that have been 
advocated including sedatives and tranquillizers, 


CORRESPONDENCE 


intensive individual care, recreation, constructive 
occupation (1) and behaviour therapy  tech- 
niques (2, 3). 

We wish to report satisfactory control with lithium 
carbonate of gross self-mutilation in- a severely 
subnormal girl in her early twenties. Brain-damaged 
at birth and without speech, she was admitted to 
Strathmartine Hospital, Dundee, in 1963 at the age 
of 18 with a five year history of hyperactivity and 
repeated self-injury. In hospital her behaviour 
became a constant and serious problem; in addition 
to being withdrawn and negativistic she had frequent 
bouts of screaming when she threw herself on the 
floor or down a stone staircase, struck her head 
repeatedly against sharp corners of furniture, metal 
radiators or the head and sides of her bed, producing 
swelling, haematomas and lacerations. She per- 
sistently gnawed at the backs of her hands so that 
they were chronically ulcerated, and at times her 
general condition gave such cause for concern that 
she was put into a special jacket. Her conduct failed 
to respond to intensive individual nursing care 
combined with a succession of tranquillizing drugs, 
and in September 1967 it was decided, empirically, 
to observe the effect of lithium carbonate. She was 
physically fit; blood examination, including the 
uric acid level, was normal and all other drugs 
apart from hypnotics were withdrawn. 

Lithium carbonate was prescribed in a dose of 
500 mgs t.d.s. (6 days per week) and produced a 
steady plasma level of 0:9 mEq./l. For a few days 
there was little change but within a week the patient 
became quiet, docile and co-operative. Her chronic- 
ally ulcerated hands healed completely in two weeks, 
head-banging ceased and for the first time she began 
to show some interest in her fellow patients. In view 
of the apparent dramatic response to lithium, consi- 


‘deration was given to the substitution of a placebo, 


but her parents, gratified by the marked improve- 
ment, were unwilling to risk the possibility of serious 
relapse following withdrawal of the drug. 

In late December 1967, she developed a respiratory 
infection which was associated with relapse into self- 
destructive behaviour, and lithium was withdrawn 
for a few days until the infection cleared. Fortunately, 
the episode was short-lived, and since 6 January 1968 
she has remained constantly on lithium, at the above 
dose, with plasma levels consistently within thera- 
peutic limits. Although she has continued to be 
rather negativistic, and on three separate occasions 
each lasting a few weeks was temporarily elated and 
over-active, self-mutilation has not recurred during 
the five years she has been treated with lithium. 
'There seems little doubt that lithium has improved 
very substantially the management problem which 
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she presented and the quality of life that she now 
leads; she goes out regularly for afternoons and 
occasionally spends weekends at home. It is interest- 
ing that she now menstruates regularly, whereas 
before lithium therapy she was amenorrhoeic. 

The significance of self-mutilation is obscure, but 
two broad categories have been defined: primitive 
self-mutilation occurring in conditions of ego impair- 
ment or immaturity (mental retardation or infancy), 
and self-destructive activity related to mental 
conflict, in particular depression (4). The virtual 
disappearance of self-mutilation with lithium therapy 
raises the possibility that this patient's behaviour may 
have been, in part at least, the manifestation of an 
affective disorder. Her response to lithium suggests to 
us that similar patients might benefit from treatment 
with this drug, and that pilot studies of its efficacy in 
groups of subnormal patients showing aggressive 
and self-destructive behaviour should be undertaken. 
Such a study is presently being carried out at Strath- 
martine Hospital. 

А. F. Cooper. 
Н. C. Fow.e. 
University of Newcastle upon Tyne, 
Research Unit in Psychological Medicine, 
гі Framlington Place, ` 
Newcastle upon Tyne NE2 4AB. 
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aversive stimulation in the treatment of chronic 
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FLUPENTHIXOL AND THE OUT-PATIENT 
MAINTENANCE TREATMENT OF 
SCHIZOPHRENIA 
Dear Sr, 


Iam flattered that my friend Dr. Freeman (Journal, 
January 1973, page 121), should have devoted so 
much space to criticising my brief interim report on 
flupenthixol (Journal, October, page 458). As I hope 
to publish a fuller account shortly, I intended my 
letter to convey clinical impressions rather than a 
statistical analysis. As Dr. Freeman has so rightly 
pointed out ( Journal, September 1970, page 351), ‘the 
pursuit of methodological purity in itself is no 
guarantee that information of value will result’. 
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I agree wholeheartedly with him that flexibility 

in the use of anti-psychotic depot injections and the 
judicious exhibition of preparations to counteract the 
side effects are essential if withdrawals from treat- 
ment are to be avoided. Therefore I am pleased to 
find that flupenthixol has advantages over fluphena- 
zine with respect to range of dose (up to 120 mg.), 
infrequency of side effects and—more importantly— 
the virtual absence of the more severe extra-pyramidal 
syndromes, like akathisia. The patients seem alert and 
participate more fully in activities and social relation- 
ships. 
I am also pleased to see that Dr. Freeman appears 
to agree that depression does occur in schizophrenics 
under treatment with these injections. Like others 
(Johnson, 1969; Alarcon, 1972), I am uncertain as 
to its precise aetiology. However, unlike Dr. Freeman, 
I am quite certain that any condition resulting in 
serious disability and suicide cannot be over-empha- 
sized. The point surely is that these injections, though 
greatly improving the prognosis in discharged schizo- 
phrenics, are no substitute for careful follow-up and 
frequent contact with such patients. The three suicides 
among Dr. Freeman’s patients should make my point 
obvious. á 

I have never believed that the long-term prognosis 
in schizophrenia depends upon pharmacological 
factors alone. The complexity of the situation has 
been convincingly demonstrated by the recent work 
of Brown et al. (1972). However, the outlook is not 
improved when patients, families, neighbours, social 
workers, hostel wardens and even general practi- 
tioners are rendered antagonistic towards the 
regimen by the dramatic appearance of bizarre, 
distressing neurological syndromes, as may happen 
with the phenothiazines. 

M. W. P. CARNEY. 
982 Clifton Drive North, 
St. Annes-on-Sea, 
Lancs. FY8 2PN. 
REFERENCES 
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THE COMPARABILITY OF 
NATIONAL SUICIDE RATES 


Dear SR, 


In assessing the significance of the differences 
between reported suicide rates from different coun- 
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tries, it is clearly necessary to examine the possibility 
that the differences are simply attributable to varia- 
tion in‘ the reliability of reporting. If reliability of 
reporting varied from one country to another, one 
might suppose that a suicide would be more likely in 
some countries than others to be reported as a death 
from undertermined cause. If this were so, then 
countries with high reported rates of suicide would be 
expected to have low reported death rates from 
undetermined cause, and vice versa. In other words, 
there would be a negative correlation between re- 
ported suicide rates and reported rates of death from 
undetermined cause. 

‘This was the idea underlying Dr. Barraclough’snote 
(Journal, January 1973, 122, p. 95). Unfortunately he 
correlated the reported rates of suicide with the 
reported rates of suicide-- death from undetermined 
cause. Now if x and y are two independent random 
variables, then x will correlate positively with (x+y). 
So it is not surprising that Dr. Barraclough found a 
significant positive correlation. What he should have 
done was to correlate suicide rates against rates of 
death from undetermined cause. 

On the data he presents, the Spearman’s rank 
correlation between these last-mentioned two variables 
takes a value of —0-24, p > -05. Though not signi- 
ficant at conventional levels, this value might be 
thought suggestive. Indeed, it would surely be very 
odd if there were not some variation from country to 
country in the reliability of reporting of suicide. 
The question which needs answering is not whether 
reliability differs from country to country, but 
whether the differences in reliability which may be 
presumed to exist could possibly account for the 
differences between reported suicide rates. 

WirriAM H. James. 
The Galton Laboratory, 
Department of. Human Genetics and Biometry, 
University College London, 
Wolfson House, 
4 Stephenson Way, 
London NWr 2HE. 


STENGEL PRIZE 
Drar Sm, 


I wish to draw the attention of your readers to the 
award of the Stengel Prize due to be made in July 
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1973. This prize was established from contributions 
by Professor Stengel’s colleagues to mark his retire- 
ment from the Chair of Psychiatry at the University 
of Sheffield. 

The prize of £100 is to be awarded every three 
years to any doctor or group of doctore who have 
worked in the Sheffield Region (i.e. geographical 
area covered by the Regional Hospital Board) for a 
piece of research in a field related to clinical psychi- 
atry and carried out during tenure of an appointment 
in the Sheffield region, whether in hospital, university, 
general practice or local authority service. Preference 
will be given to doctors who have been qualified for 
not more than eight years. The prize may be shared 
at the discretion of the assessors. 

The entry should consist of two typed copies of the 
study written in a manner suitable for publication 
in a scientific journal. The closing date will be 
80 June 1973. Any enquiries concerning the suitability 
of a project, or eligibility of a candidate should be 
made to the Board of Assessors. 

С. P. SEAGER. 
Hon. Secretary, 
Board of Assessors for the Stengel Prize. 
University Department of Psychiatry, 
Whiteley Wood Clinic, 
Woofindin Road, 
Sheffield S10 3 TL. 


A CORRECTION 
DEAR Sm, 

I wish to point out an omission in my paper, 'Skin 
melanin concentrations in schizophrenia’, which was 
published in the Journal, December 1972, тэт, 
pp. 613-7. 

Line т on page 617 should read ‘(except at the 
Caucasian male unexposed areas)’ instead of ‘(except 
at the male unexposed areas)’, The word ‘Caucasian’ 
has been omitted. 

This error is entirely due to an oversight on my 
part and I apologize for the inconvenience caused. 


ASHLEY Н. Ковімѕ. 
Department of Psychiatry, 
Johannesburg Hospital, 
Johannesburg, 
South Africa. 


BRITISH JOURNAL OF PSYCHIATRY, MARCH 1973 


INDEX TO ADVERTISERS 


„Allen & Hanburys Ltd. xvi 
American Journal of Psychotherapy хуш 
Astra Chemicals Ltd. : wi iii 
Bergen Pines County Hospital, Paramus, N.J. xiv 
` British Journal of Medical Psychology хх 
British Journal of Psychology xix 
The Butterworth Group xiv 
Crookes Laboratories Ltd. .. xxii 
Delandale Laboratories Ltd. facing p. 268 
Ectron Laboratories Ltd. vi 
Geigy Pharmaceuticals xi and xxi 
Grendon Psychiatric Prison x 
Imperial Chemical Industries Jacing p. 269 
Institute of Psychiatry vii 
Institute of Family Psychiatry vii 
Janssen Pharmaceuticals . facing p. 306 
Kabi . xiii 
` S. Karger xvii 
Lipha . facing р. 307 
Lundbeck Ltd. . facing р. 276 
May & Baker Ltd. .. i 
Merck Sharp & Dohme Ltd. у 
Province of New Brunswick vi 
Rona Laboratories Ltd. ix 
` Royal Ottawa Hospital ii 
Sandoz Products Ltd. . facing p. 277 
E. R. Squibb and Sons Ltd. . facing p. 268 
‘St. Andrews Hospital, Northampton = 5 vx x 
William R. Warner & Co. Ltd. .. ae i xxiv and facing p. 306 
John Wyeth & Brother Ltd. s T i. .. xv and facing p. 276 


THE BRITISH JOURNAL OF 
PSYCHIATRY 


CONTENTS FOR MARCH 1973 


Diagnosis— 
The Historical Approach to the Theory of Diagnosis; by Humphrey Richardson . 
Psychiatric Illnesses: Some Inferences from Symptomatology; by A. E. Maxwell 


Use of a Ca en ME H. Wal 
A S Pub. 9 7. ln md 


Abnormal Personality— 
Dimensions of Abnormal Personality; by A. S. Presly and H. J. Walton . 
The Obsessive Compulsive Syndrome as a Neurotic Device for the Reduction of Self. 
Uncertainty; by Fawzeya Makhlouf Norris and Hugh Norris — 5 
Р - 
Aud ky Ын rocesses in Accident-Prone Drivers; sy mates. P Plummer 
The Tattooed Male Patient; by N. L. Gittleson and G. D. Р. Wallen ; И } Р 


Psychiatric Services— 
An Analysis of Out-patient Services; by D. А. W. Johnson . я Р 
A Day Hospital’s Function in a Mental Health Service; by 7. К. W. Morris . 
The View-point of the Mentally Subnormal Patient; by Brian R. Ballinger 


The Reason for Admission as a Focus of Work for an Adolescent Unit; by Peter Bragg 
Byng-Hall and Tom Pitt-Aikens . A . а "n "Juin 


Organic States— 
Нары сып Types in Alzheimer’s Disease and Senile Dementia; by И. "OT Den Velde and 


M ыл ытык ишн ‘by R. N. Bals Я І 
Myasthenia Gravis a and Wai ew QE Combination; shy 1. Gittleson and T. D. Е. 
Richardson 
Synopses of Papers Awaiting Publication . ; А А б б s. A 
Correspondence . . . б . . . . . . . 
News and Notes (R.C.Pgyeh. only) 


Printed in Great Britain by Headley Brothers Ltd тоу Kinggway London WCaB 6PX and Ashford Kent 


PAGE 


245 
251 


259 


269 
277 
289 
295 


301 
307 
315 


319 


331 
337 


348 
345 
349 
365 
367 


Vol. 122 Мо. 569 | April 1973 


THE BRITISH JOURNAL 
OF PSYCHIATRY 


The Journal of Mental Science 





Published by authority of 
The Royal Gollege of Psychiatrists 


BRITISH soup OF PSYCHIATRY, APRIL 1973 
THE BRITISH JOURNAL OF 
PSYCHIATRY 
— 
Annual Subscription, ткыш, postage (U.S.A. $40.00) 


Individual numbers, £1.50, postage extra (U.S.A. $4.00) 
, Cheques to Headley Brothers Ltd., B.J.P. а/с. 













SPECIAL PUBLICATIONS 










Edited by M. Н. Laner, including postage 75p (U.S.A. $2.00) 
For R.C.Psych. Members, W.P.A. Members and Journal Subscribers, as above. 
Cheques to Headley Brothers Ltd., W.P.A. afc. 


Published January 1969. Reprinted for W.P.A. Autumn 1970 


No. 5. The Training of Psychiatrists 
Edited by С. F. M. Ковка, and H. J. Watton, including postage £1.80 
for oS Members and Journal Subscribers, including £ 
or em and Jo ers, In postage £1.35 
(U.S.A. $3.90). Cheques to Headley Brothers Ltd., B.J.P. а/с. . 
Published August 1970 


No. 6. Recent Developments in Psychogeriatrics . 
A Symposium edited by D. W. К. Kay and ALEXANDER WALK, including ' 
postage £1.60 (U.S.A. $4.25) 
or R.C.Psych. Members and Journal Subscribers, including postage £1.20 
(U.S.A. $3.50). Cheques to Headley Brothers Ltd., B.J.P. a/c. 
Published June 1971 


It is regretted that Special Publications Nos. T, з and 4 are now out of print 


Available shortly : 
Psychiatrists in Training: i 
The Report of the R.M.P.A. Manpower and Education Project 
By Perer Broor 
Genetic Studies in Mental Subnormality 
By B. C. C. Davison, P. F. Benson, Р. N. Swirr and J. D. Ѕторру 


. [hn preparation: 


Families Without Hope: A Controlled Study of 33 Problem Families 
Ву W. L. Lawron Томон, D. S. James and S. M. Hitam 



















Published by the authority of the 
| Royal College of Psychiatrists by 
HEADLEY BROTHERS LIMITED 
| Ashford, Kent | | 









BRITISH JOURNAL OF PSYCHIATRY, APRIL 1973 
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-can bea difficultone ' >- 
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avoids suppression of REM sleep 

avoids increasing intra-sleep restlessness 

and 

simplifies the outpatient regimen by virtue of a 
single night-time dosage 

and 

minimizes daytime side-effects 

and also 

exerts a potent antidepressive effect 





then the name to remember is 


JURMONTIL..... оон 


significance in the treatment of anxiety/depression 


Full information is available on request 


'Surmontil' is a trade mark of May & Baker Ltd Dagenham Essex RM10 7XS for its preparations of 
trimipramine (as maleate) 
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‘the introduction or 
Tegretol has transformed 
the therapeutic situation 
in this disorder 


Brit. med .J., 2, 577 (1968) 


Availability 

White, unscored tablets containing 100 mg and 
white, scored, compressed tablets containing 
200 mg §-Carbamoy!-5H-dibenz [b.1.] azepine 
(Carbamazepine В.Р.). 


Detailed literature describing any Geigy product 
will be supplied on request, 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2LY 


al neuralgia 








































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































vi 








Н 





BRITISH JOURNAL OF PSYCHIATRY, APRIL 1073 











INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for airmail. 

2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author, As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 


4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere, Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 

3. All measures must be expressed in the metric system, €.g. weights in kilogrammes; temperatures 
in °C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 

6. A summary should be provided at the end of every article. 

7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 

8. Tables should bc typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or A4 paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 

9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be inchided in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 

1, ABEL-SurTH, B., апа Trrmuss, R. M. (1956). The Cost of the National Health Service in England 
and Wales, Cambridge. 

2. AnENsoN, M. H. (тобо). ‘Drug withdrawal in male and female schizophrenics,” British 
Journal of Psychiatry, 115, 961-2. 

з. APPEL, К. A. (1959). ‘Religion’, in American Handbook of Psychiatry (ed. Avieti). New York. 

In the body of the paper, references may be by author and date: ‘Abenson (1969); or by reference 
number: *Abenson (2)', as the author wishes. 

Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 

Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 

10. Fifty reprints of each article are supplied free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
Limited, The Invicta Press, Ashford, Kent. 
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(flupenthixol decanoate) 


the first non-phenothiazine 
long-acting neuroleptic injection 
for patients suffering from 


schizophrenia 


Lundbeck Limited are pleased to announce the introduction of 
Depixol, it has 

x inherent antidepressant activity 

ж lower incidence of side effects 

* duration of action 2-4 weeks 


Depixol is an effective antipsychotic indicated in the management 
of schizophrenic patients, particularly those who are withdrawn, 
apathetic or anergic. 

The incidence of side effects with Depixol appears to be less than 
with long-acting phenothiazines. 

Dosage and route of administration. 

Depixol is administered by deep intramuscular injection. Treatment 
should be initiated with a test dose of 20 mg (1 ml) followed 7-10 
days later by a further dose of 20-40 mg (1-2 ml), depending on 
the patient's response. Thereafter 20-40 mg (1-2 ml) should be 
given every 2-4 weeks. 

Contra-indications and side effects. 

Depixol is not recommended for patients who are overactive or 
excitable since its activating effect may lead to exaggeration of 
these characteristics. The commonest unwanted effects are extra- 
pyramidal symptoms. Occasional depressive reactions have been 
reported, but they appear to be less frequent than after other 
depot neuroleptics. 

Depixol is a 2% solution of flupenthixol decanoate in thin vegetable 
oil. It is presented as 20 mg (1 ml) and 40 mg (2 ml) ampoules. 
Depixol treatment should be initiated by a psychiatrist, 
preferably in hospital, 


References : Hall, P and Coleman, Jean (1972) Brit, J, Psych. 120, 241-2 Enerheim et а! (1970) 
Nord Peykiat T. 244, 239-44 Jorgensen et al (1971) Acta Pharmacol. et Toxicol, 29, 339-58 


LUNDBECK LIMITED 
The Green, Welwyn, Herts. 


Holders of product licence no, 0488/0007 Made in Denmark by H, Lundbeck & Co. A/S. 
Depixol is a registered trade mark 
further infarmation available an request. 
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Rapidly relieves depressed mood and restores well-being and drive 


Allays hypochondriacal thoughts and somatic symptoms 
Alleviates anxiety and tension 


Now available as 10mg capsules for the treatment of depression im in 
General Practice. 


anethylaminopropyf)-10. 33 -dihydro SH dibenz th, fT azepine (clomipramine) Bydrochloridu: is 
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NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


TRANSACTIONAL ANALYSIS 


TRAINING NOW AVAILABLE IN GREAT BRITAIN 


Introductory courses 


Weekend T.A. 101 courses in April, June and July. 
Fee £15 


Completion of course and open book exam entitles 
participants to apply for Regular Member status 
in the International Transactional Analysis 
Association, 


Advanced courses 


Two day workshops by British and visiting 
American exponents during the summer are to 
hand. 


There will be a six day advanced course late in 
September (23rd to 26th). 


Advanced Membership (Clinical and Teaching 
Member) is open only to those with qualifications 
in Medicine and allied fields after completion of 
statutory training requirements, 


For details of all grades of training enquire to 

DR. A. J. BYRON 

11 Stumperlowe Park Road 

Sheffield S10 ЗОР Tel.: 0742 304894 





Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
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ROYAL PERTH HOSPITAL 
WESTERN AUSTRALIA 


The following vacancies exist within the Psychi- 
atric Unit of the Royal Perth Hospital. This is a 
major teaching hospital (1,004 beds) of the Univer- 
sity of Western Australia and the Psychiatric Unit 
is part of the clinical units of the Academic Depart- 
ment of Psychiatry. 


PSYCHIATRIST 
ASSISTANT PSYCHIATRIST 
ASSOCIATE IN PSYCHIATRY 


Salary range: Psychiatrist SA 12,924-$A 15,634 per 
annum 
Assistant and Associate SA10,778 
$A12,193 per annum 


Travel assistance will be paid to successful 
applicants. 


Applications, to Administrator, stating age, quali- 
fications, experience and list of publications (if 
any), together with the names and addresses of two 
professional referees and accompanied by à recent 
photograph, close on 15 April 1973 
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STAFF PSYCHIATRIST 


Ottawa Hospital. This is a psychiatric hospital of over a hundred beds with 
a very active community program as well as being the main teaching 
hospital for the Department of Psychiatry, University of Ottawa Medical 
School. The hospital is in the process of expanding facilities and services 
and provides an excellent opportunity for anyone interested in treatment, 
clinical administration, teaching and development of community based 


programs as well as a university affiliation. 


Enquiries should be addressed to: 


S. T. Firth, M.D., Director, Clinical Services—Adult, Royal 
Ottawa Hospital, 1145 Carling Avenue, Ottawa, K1Z 7K4, Ontario. 


Applications are invited for positions of staff psychiatrist at the Royal 





CHILD PSYCHIATRIST 


Child Psychiatrists for expanding community mental health programs 
including out-patient, day care and in-patient services. University 
affiliation possible. Opportunities for teaching at both the under- 
graduate and post-graduate levels as well as for active participation 
in an exciting on-going research program. 


Please apply to: 


D. R. Offord, M.D., Director, Clinical Services—Children, 
Royal Ottawa Hospital, 1145 Carling Avenue, Ottawa, 
K1Z 7K4, Ontario. 
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ABBREVIATIONS TO WORLD MEDICAL PERIODICALS 


Acta genet. (Basel); Acta Genet, med. (Roma); Acta med. scand.; Acta neurol. (Napoli) ; Acta neurol, belg.; 
Acta neurol, lat.amer.; Acta neuropath. (Berl); Acta neuroqsiquat. argent; Acta paecopsychiat.; 
Acta psychiat. (Kbh.) ; Acta psychiat. scand. ; Acta psychol. (Amst.) ; Acta psychother, (Basel) Acta. luso- 
esp. Neurol,; Allg. Z. Psychiat.; Amer. J. clin. Path.; Amer. J. Dis. Child.; Amer. J. hum. Genet.; Amer. 
J. Med.; Amer. J. med. Sci.; Amer. J. ment. Defic.; Amer. J. Orthopsychiat.; Amer. J. Psychiat.; Amer. 
J. Psychoan.; Amer, J. Psychol.; Amer. J. Psychother.; An. port. Psiquat.; Ann. Eugen.; Ann. intern. 
Med.; Ann. med.-psychol.; Ann. Neurol. Psichiat. (Perugia); Ann. Neuropsichiat. Psicoanal.; Ann. N.Y. 
Acad. Sci.; Arch. argent. Neurol; Arch. Dis. Childh.; Arch. gen. Psychiat. (Chic.); Arch. intern. 
Med.; Arch. Neurol. (Chic); Arch. Neuropsiq. S. Paulo; Arch. Psychiat. Nervenkr.; Arch. Psycho- 
anal.; Arch. Psychol. 

Boll. Accad. med. Roma; Brain; Brit. J. Addict. ; Brit. J. Crim.; Brit. J. Deling.; Brit. J. educ. Psychol; 
Brit. J. med. Hypnot.: Brit. J. med. Psychol.; Brit. J. prev. soc. Med. ; Brit. J. Psychiat.; Brit. J. Psychol. ; 
Brit. J. soc. clin, Psychol. ; Brit. med. Bull.; Brit. med. J.; Bull. Los Angeles neurol. Soc.; Bull. Menntiger 
Clin. ; Bull. N.Y. Acad. Med. 

Canad. J. Psychol.; Canad. med. Ass. J.; Canad. psychiat. Ass. J.: Cervello; Child Develop. ; Confin, neurol. 
(Basel) ; Confin. psychiat. (Basel) ; C.R. Soc. Biol. (Paris). 

Dis. nerv. Syst. ; Dtsch. med. Wschr.; Dtsch. Z. Nervenheilk. 

Electroenceph. clin. Neurophysiol.; Encéphale; Epilepsia (Amst.); Eugen. Rev.; Evolut. psychiat. 

Fed. Proc., Folia psychiat. neerl.; Folia psychiat. neur. Jap.; Fortschr. Neur. Psychiat. 

Genet. Psychol. Monogr. ; Geriatrics. 

Inform. psiquat.; Inform. psychiat.; Int. J. clin. exp. Hypnos.; Int. J. indiv. Psych.; Int. J. Psycho-Anal.; 
Int. J. Sexol.; int. J. soc. Psychiat.; Int. Rev. Neurobiol. 

J. abnorm. soc. Psychol.; J. Amer. med. Ass.; J. Amer. psychoanal. Assoc.; J. appl. Physiol. ; J. appl. Psychol. ; 
J. Child Psychiat. (N.Y.) ; J. Child Psychol. ; J. chron. Dis.; J. clin. exp. Hypnos.; J. clin. exp. Psychopath. ; 
J. clin. Invest.; J. clin. Psychol.; J. comp. Neurol; J. comp. physiol. Psychol; J. cons. Psychol.; 
J. exp. Psychol. ; J. gen. Psychol.; J. genet. Psychol.; J. Geront.; J. ment. Defic. Res.; J. ment. Subnorm.; 
J. ment. Sci; J. nerv. ment. Dis.; J. Neurol. Neurosurg. Psychiat.; J. Neuropath.; J. Neurophysiol. ; 
J. Neuropsychiat.; J. Neurosurg.; J. Personality; J. Physiol. (Lond); J. Project. Tech.; J. Psychol.; 
J. psychosom. Res.; J. Soc. Psychol.; Johns Hopk. Hosp. Bull. 

Lancet; Lav. neuropsichiat. 

Med. psicosom. (Roma); Ment. Hyg. (N.Y.); Mschr. Kinderheilk.; Mschr. Psychiat. Neurol, 

Nature; Ned. T. Geneesk; Ned. T. Psychol.; Nervenarzt; Neuro-chirurgie; Neurology (Bombay) ; Neurology 
(Minneap.); Neurol. Neurochir. Psychiat. Pol.; Neurol. Psichiat. Neurochir.; Neuropharmacology; 
Nord. psykiat. Medlemsbl.; Nord psykiat. T.; Note Riv. Psichiat. (Pesaro). 

Occup. Psychol. 

Postgrad. med. J.; Presse méd.; Proc. Amer. psychopath. Ass.; Proc. Mayo Clin.; Proc. roy. Soc. Med.; 
Proc, Soc. exp. Biol. N.Y.; Psichiat. Neuropat.; Psyche (Heidelberg); Psyche (Paris); Psychiat. Enf.; 
Psychiat. et Neurol. (Basel); Psychiat. Neurol. med. Psychol. ; Psychiat-neurol. Wschr.; Psychiat. Quart. 
Psychiat. Res. Rep. Amer, psychiat, Ass.; Psychiatry; Psychoanalysis: Psychoanal. Quart.; Psychoanal. 
Rev.; Psychol. Bull.; Psychol. Monogr.; Psychometr. Monogr.; Psychosomatics; Psychopharmacologia 
(Berl.); Psychosom. Med.; Psychotherapy. 

Quart. J. exp. Psychol.; Quart. J. Med.; Quart. J. Stud. Alcohol. 

Rass. Neurol. veg.; Rass. Studi psichiat.; Res. Publ. Ass. nerv. ment. Dis.; Rev. franc. Psychanal.; Rev. 
neurol.; Rev. Neuropsychiat. infant.; Rev. Psiquiat. Psicol. méd.; Riv. Neurol.; Riv. Neurapsichiat.; 
Riv. Pat. nerv. ment.; Riv. Psichol.; Riv. sper. Freniat. 

Schweiz. Arch. Neurol. Psychiat.; Schweiz. Z. Psychol.; Science; Sist. Nerv. ; Sociometry; Scot. med. J. 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.) ; P. H. Knapp (Boston, Mass.); M. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


МЇН -+ 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3—8058—1232——5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1, Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ш. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes, 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function, Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — —Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Illness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors' 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 
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Rarely does one encounter a depressed patient who does 
not also show definite signs of anxiety. A common 

problem for the prescriber. | 

Tranquillizer? Anti-depressant? Or both? ^. | 
Prothiaden is the anti-depressant that not only treats 

drepression, but also quickly relieves the anxiety so often. 
a feature of depressive illness. 

Fast-acting, exceptionally well tolerated, 

with Prothiaden your depressed patient is soon 
having а lot more ‘good’ days than bad ones. 


Prothiaden — :. ' 
the better anti-depressant 
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` . Psychiatry and its Critics" 


\ By SIR MARTIN ROTH 


PsyOHIATRY AND ANTIPSYCHIATRY 

It is ironic but not unexpected that, at a time 
when psychiatry is moving out of isolation and 
into closer proximity with other disciplines in 
general hospitals, the relationship of psychiatry 
with medicine should be called into question. 
The anti-medical critique of psychiatry repre- 
sents one approach within a wider movement 
‘which has assumed international proportions 
and adopts a critical or derogatory stance 
towards psychiatry’s methods, aims and social 
role; it is anti-medical, anti-therapeutic, anti- 
institutional, and anti-scientific, either by ex- 
pressed aim or implicitly through the dogmatic, 
hortatory, diffuse and inconsistent character of 
its utterances. 

The movement has fostered some improbable 
alliances between groups of sociologists, psycho- 
logists, psychoanalysts and Marxist critics of 
contemporary Western society, such as Marcuse. 
Similar groupings have formed in many coun- 
tries, and the writings of the most articulate 
spokesmen, Szasz (in the United States), Laing 
and Cooper (in Great Britain) and Basaglia (in 
Italy) have, through the popularity of their 
books, reached a mass public. The denunciation 
of ‘Sin’ is prone to arrest attention. 

The criticisms vary in content and emphasis. 
There is a general belief that the practice of 
psychiatry constitutes something of a threat 
to human liberty. Some groups are unable to 
detect any distinction between the problems of 
psychiatric patients and those of oppressed and 
underprivileged minorities in society, and they 
urge psychiatrists to devote their energies to 
political affairs. 

* Abridged version of the Presidential Address of the 
Royal College of Psychiatrists—Presented at the Joint 
Annual Meeting of the Canadian Psychiatric Association, 
the Quebec Psychiatric Association and the Royal College 
of Psychiatrists, Montreal, June 1972. 

Published by kind permission of the Editor, Canadian 
Psychiatric Association Journal. 
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There is a group of eminent social scientists 
who have argued persuasively in favour of a 
contrary development that would halt the 
expansion of psychiatry. In the view of spokes- 
men such as Warren Dunham and Barbara 
Wootton, the widening range of maladjust- 
ments and miseries of mankind, which in 
recent years psychiatrists have come to regard 
as their proper concern, constitutes a threat to 
freedom of dissent. But Baroness Wootton has 
also at times appeared to say that it provides 
licences and excuses for social irresponsibility 
and misdemeanour. 

This aspect of the controversy raises difficult 
issues. Psychiatric observations provide a source 
of novel, testable, and therefore potentially 
fruitful hypotheses concerning patterns ofhuman 
behaviour outside the psychiatric clinic. For 
example, there are psychiatric approaches to 
the problems of crime and violence which may 
ultimately prove to be both illuminating and 
practically useful. But the premature and in- 
discriminate application of concepts fashioned 
in a clinical setting to human miseries and ills 
without limit is likely to prove self-defeating 
and pernicious. It is for this reason that the 
experienced psychiatrist, while remaining aware 
of the affinities, shows a scrupulous regard for 
the differences between illness, on the one 
hand personality disorder, and on the other 
emotional responses which fall within the normal 
span of variation. He curbs his tendency to 
diagnose ‘sickness’ and to confer the role of 
‘patient’. 

The antipsychiatrist scorns such distinctions. 
This refusal to discriminate has interesting im- 
plications. Schizophrenic, suicidally-depressed 
and obsessional patients are not ‘ill’, since their 
behaviour stems from the same causes which 
determine the conduct of their fellow citizens. 
Clinics and psychiatric institutions are disguised 
expressions of the coercion practised by the 
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ruling establishment upon all oppressed people. 
The therapy used by psychiatrists merely keeps 
some of the more troublesome political un- 
desirables under control. Szasz says that the 
psychiatrist is not the doctor he pretends to be 
but is the symptom of a social disease. There is 
. no ‘illness’, because we are all engulfed by a 
social malady which debases and distorts 
human relationships. Nor are there any patients; 
we are all victims. No clinics or treatments are 
required, because society is the real patient and 
it requires treatment of a radical kind. 

Thus the abolition of psychiatry, as urged by 
the most prominent spokesmen of antipsychi- 
atry, entails a paradoxical, pretentious and un- 
acceptable extrapolation of psychiatric concepts. 
Antipsychiatry and the ‘psychiatrization’ of all 
mankind’s ills are opposite sides of the same coin. 

The clinical psychiatrist would reply that 
theories which deny psychiatry’s affinities with 
medicine repudiate, with dogmatic assertions, 
evidence patiently gathered over the centuries 
about the disorders with which he is daily 
confronted. The humanity in whose name such 
theories purport to speak appears to offer no 
alternative remedies for the suffering individuals 
who seek his help. 


PSYCHIATRY, MORALITY AND DETERMINISM 

One group of critics holds that, through the 
activities and writings of psychiatrists, moral, 
social and legal problems are increasingly being 
converted into medical ones. The concept of 
illness is progressively encroaching on the 
concept of morality, and the notion of sin is 
increasingly giving way to the diagnosis of 
sickness. The right of the normal person to 
make moral judgements is usurped. Among 
other things it is asserted that psychiatrists have, 
through their concept of illness, encouraged a 
cult of irresponsibility and have provided crimi- 
nals, delinquents and the generality of men with 
an excuse for misconduct. For example, Thomas 
Szasz avers that the man who describes himself 
as Jesus Christ or as Napoleon is a liar rather 
than a patient. Any misdemeanour committed 
by such a person should be dealt with legally 
rather than medically. The hallucinated schizo- 
phrenic, the self-disparaging depressive and the 
morbidly jealous man are no more ill than the 
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‘patient’ with hysterical paralysis. In admitting 
such people to hospital (before they е 
injured or killed someone) the psychiatrist is 
party to a sordid conspiracy against human 
freedom. Such extreme statements could per- 
haps be ignored as manifestly absurfi. Yet they 
partly reflect a wide body of opinion which is 
tilting not only at the concept of sickness but 
at the whole of the philosophy which seeks for 
causes of psychiatric disorders and must, as 
with all scientific quests, make the assumption 
that there are determining factors which 
ultimately should prove capable of definition 
and control. 

Now, a deterministic approach raises difficult 
philosophical questions, but that it is indis- 
pensable for any scientific attempt to solve 
problems can hardly be doubted. The attack is, 
therefore, upon the place of science, and ulti- 
mately upon the place of reason, in the investi- 
gation of the phenomena with which psychiatry 
deals. 

Psychiatrists have, in common with other 
scientists and philosophers, sought to reconcile 
science (which has to use deterministic concepts 
of causation) with the inner experience of free 
will and with the pragmatic needs of the human 
predicament; human society is viable only if 
people can in ordinary life hold each other 
responsible for their actions. Yet we know that 
individuals and even communities are fre- 
quently impelled by forces they do not under- 
stand to destroy all they claim to value cons- 
ciously. It is mischievous and illogical to suggest 
that psychiatrists engender social irresponsibility 
by their attempts to dissect such behaviour. To 
the extent that they can discover determining 
factors of such phenomena—as they have done, 
for example, by depicting the medical and 
social profile of those who commit suicide—they 
can widen rather than restrict freedom of action. 

Freedom  evolves, albeit slowly, through 
knowledge of the constraints upon it. The pro- 
gress of science and of enlightenment can be 
traced as a development from a stage in which 
moralistic and transcendental attitudes were 
predominant to one in which rational and 
deterministic explanations of phenomena have 
come to be accepted. 

It is not so long since people suffering from 
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schizophrenia were thrown into prison, those 

attempted suicide were punished, women 
suff&ing from puerperal depression who killed 
their new-born children were tried for murder, 
and those with dementia were burned at the 
stake as Witches. In many parts of the world 
drug addicts are still treated as criminals. 

At the beginning of the eighteenth century 
children were hanged for theft, and only one 
hundred and fifty years ago slavery was justified 
by an appeal to the Scriptures. The repressive 
actions of tyrannical monarchs were regarded as 
part of the moral order. Galileo's inquisitors 
regarded his theories as impious and profane. 
The progress of science has been achieved 
through the substitution of rational concepts for 
beliefs enforced with moral sanctions, demand- 
ing acts we now repudiate with repugnance. 
The recent advance of psychiatry has conformed 
to this pattern. 

This is the old antinomy of deterministic 
causation, an indispensable assumption for 
science, versus free will—a dead horse flogged 
for centuries by historians, philosophers and 
physicists. Einstein believed to the end of his 
days that God did not play dice with the 
universe—but did not regard himself or others 
as puppets whose acts had been wholly pre- 
determined. 

Among historians it has been asserted that 
those who try to explain historical events in 
causal (economic and social) terms are denying 
the existence of free will and fail in their duty 
to express moral condemnation of the Napoleons 
and Hitlers. One historian has provided a neat 
solution for history by dissociating technical 
history, which looks for causes, from God’s 
history which expresses moral condemnation or 
praise. The latter is perhaps better reserved for 
Sundays, and psychiatrists and those interested 
in emotional disturbance could emulate this by 
secking causes on working days and venting 
their moral censure when off duty. 

Increasingly, we have come to replace the 
question ‘Who is to blame?’ with ‘What deter- 
mining factors can be defined ?' And the question 
as to which punishment fits the crime before us 
has given way to enquiries as to how the person 
in question can be restored to social functioning. 
On the whole this has made for greater humanity 
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and greater efficiency. Such knowledge has also 
tended to define more sharply where the proper 
sphere of moral choices lies. In other words, we 
have for practical purposes to tolerate a certain 
amount of philosophical untidiness which 
accommodates both deterministic science and 
scope for free will. For man is always more than 
what he knows about himself and will perhaps 
always be. 


Tae New SocrAL DETERMINISM 

After the deterministic view implied by 
‘illness’ has been expelled it is not altogether 
surprising to find it returning in a new guise. 
‘Illness’ was an unacceptable description for 
phenomena such as schizophrenia, obsessive 
neurosis and depression, both because all such 
terms distort by reifying social interactions and 
because they threaten to undermine the sense 
of moral responsibility which societies must 
expect from their members. However, the 
alternative theories of social causation advanced 
are equally deterministic in character. One 
critic contends that psychiatrists have located 
the sickness in the wrong place; it is the corrupt 
values of society which should be the object of 
concern. An existential psychiatrist attributes 
schizophrenia to the violence perpetrated by 
society on the individual. The clinical picture 
has been invented by a coercive society for the 
purpose of labelling the patient, and his confine- 
ment in hospital is part of a planned process of 
degradation. The family is depicted as a main 
agent in this process. In another version schizo- 
phrenia is considered to be a voyage of self- 
discovery which should be allowed to proceed 
uninterrupted to achieve its beneficient effects. 

There are several points to be made about 
views of this nature. 

In problems of this complexity one has the 
right to expect that theories should be backed by 
evidence. Instead we are presented with isolated 
anecdotes and illustrative examples of a kind 
which can readily be found to buttress any view, 
no matter how false and irrational. Such dog- 
matic assertions tend to become the enemy of 
a rational, constructive approach to problems. 

As the assertions concerning the nature of 
mental disorder are made in a form lacking 
supporting evidence and invulnerable to critical 
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tests, they appear to have little substance. 
Inculpating society or the family tells us little 
or nothing—one and the same family may 
contain highly-gifted normal as well as psychotic 
members. 

Attempts have been made to identify social 
causes for a number of psychiatric disorders, 
but the problem has proved to be complex in 
the extreme. Causes and consequences are 
difficult to disentangle, and social variables are 
found enmeshed within a network of other 
factors. 

Psychiatrists have a duty to discover and 
make known the conditions under which people 
thrive and those under which they break down. 
But at the present time it would be almost 
impossible to specify what social changes should 
be instituted beyond the mitigation of poverty 
and of severe emotional deprivation. And even 
here the effects as far as mental disorder is 
concerned are impossible to predict with 
confidence. 

We are told that establishing clinics and 
appointing doctors to them is a futile displace- 
ment activity which diverts attention from the 
real sources of stress. Psychiatrists may reply 
by asking what changes in which social institu- 
tions would diminish the prevalence of schizo- 
phrenia, anxiety states, geriatric mental dis- 
orders, delinquency or violence? 

The social determinists often point an accusing 
finger at parents, who are inculpated as part of 
the conspiracy whereby the ‘establishment’ 
programs the control of deviants and denies 
them their rights, claims and liberties. This has 
some interesting implications—the parents’ 
attitude was presumably shaped in turn by their 
parents, and so by an infinite regress we arrive 
at Adam and original sin. The Biblical pro- 
nouncement—that the sins of the fathers shall 
be visited upon the children even unto the third 
and fourth generation—is given new meaning. 

It is not altogether unexpected that punish- 
ment enters by the back door. Szasz considers 
that the denial of free access to narcotic and 
other drugs is an unjustified infringement of the 
liberty of the subject. But when the heroin addict 
commits an offence Szasz would like to see even 
more severe punishment ordered than in the case 
of a non-addict offender. In such arguments we 
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are invited to adopt diametrically opposite 
viewpoints according to whether it is society.or 
the person with emotional disorder that ¢4mes 
under consideration. 

Though stated in more cogent form, the 
views expressed by Baroness Woottogf on related 
matters exhibit a similar inconsisténcy. When 
the individual is psychotic, obsessed, alcoholic 
or otherwise addicted, social forces should be 
viewed as the main determinants, and society as 
the culprit. On the other hand, when the 
community arraigns an individual for irrespon- 
sible behaviour, no such deterministic arguments 
should be allowed to provide him with an excuse. 
Yet the two types of problem frequently arise in 
regard to one and the same person. One day he 
may be drinking himself into oblivion to ease the 
distress engendered by having to survive in a 
corrupt, competitive, consumer society, and 
the following day he may beat his wife insensible 
in a fit of jealousy or kill a pedestrian while 
driving his car in a state of frustration and rage. 

The confident assertions and social panaceas 
of the critics of psychiatry are remote from 
reality. We have learned something about the 
social factors which contribute to certain psychi- 
atric disorders; it is plain that generalizations 
which go across the board are unjustified. When 
specific conditions, undoubtedly due to organic 
factors, are omitted, causation can be allocated 
to three broad groups of factors—the inherent 
tendencies, the social and other environmental 
forces active in different stages of the life span, 
and the interaction between the two. Because the 
degree of stress imposed by a given environ- 
mental influence varies for different persons, 
the extent to which responsibility for causation 
is apportioned to these groups of variables 
requires painstaking research in each form of 
disorder. 

To delineate the characteristics of the familial 
environment of schizophrenics and to deter- 
mine the manner in which they are related to 
the disorder continues as an important challenge 
in contemporary psychiatry. But one would 
hardly suspect from the writings of Laing that 
decades of enquiry have shown that the dis- 
proportionately low social status of schizo- 
phrenics is more a consequence than a cause of 
the disorder; nor does he anywhere hint that 


BY SIR MARTIN ROTH 


research has uniquivocally upheld the import- 
дө se hereditary factors. Although reforms 
andenodifications of attitude cannot be deferred 
until science has precisely illuminated every- 
thing, djatribe and assertions unsupported 
by evideMce are no longer acceptable as the 
foundation for policy-making in efforts to help 
those with mental disorder. 


CRITICISMS OF PsyGHIATRISTS 

In the picture drawn by some critics the 
psychiatrist is depicted as one of the agents 
utilized by a corrupt social order to perpetuate 
and extend its influence. The argument re- 
sembles that which Newman had to meet 
in the last century: ‘Dr. Newman teaches that 
truth is no virtue: his denials that he teaches 
this are not to be credited, since they come from 
a man who teaches that truth is no virtue.’ The 
psychiatrist is accused of equating maladjust- 
ment with illness. But ill people may be socially 
well-adjusted during most of their lives and 
some are highly successful—and the reverse is 
equally true. The trained psychiatrist will rarely 
be so jejune as to make a psychiatric diagnosis on 
the basis of maladjustment alone, for this may be 
a consequential or unimportant feature. He is 
suspected of threatening the precious liberty of 
the individual to adopt any deviant conduct, 
whether it be drunkenness, promiscuity or a 
generally loosely organized life, of being the 
agent created by the ruling factions of society to 
secure conformity to its standards. Psychiatrists 
would defend the right of the individual to 
deviate and dissent—but would draw attention 
to the absence, in such defences of freedom, of 
any reference to alcoholics who kill on the road 
or in fits of jealousy or the damaged personality 
who may batter a child to insensibility or to 
death. It is true that promiscuity does not 
amount to deviance, but those who reaffirm the 
right to promiscuity do not appear to reckon 
the social cost of one-parent families and 
stunting of personalities. The right of the 
individual to end his own life if he so chooses 
has recently been eloquently reasserted. But 
let it also be remembered that once upon a 
time in underdeveloped and tribal societies 
man’s capacity to be his own executioner or 
willingly to give up his life was sometimes 
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exploited for the socially sanctioned disposal of 
the old and weak, of offenders and dissenters 
who had sinned against existing mores or those 
who were humiliated or deposed. 

It is asserted that some forms of psychiatric 
treatment are acts of violence. This ignores the 
testimony of the many studies which demonstrate 
the efficacy of modern methods being used to 
reduce the suffering of those afflicted with schizo- 
phrenia and depressive disorders. Within the 
living memory of many of us there were patients 
outside as well as within hospitals who starved 
themselves to death or did not speak for months 
on end. Many of the developments in social and 
community psychiatry within the past three or 
four decades would not have been possible 
without the beneficial effects of physical 
treatments. 

The point is often made that many of the 
great reformers, and indeed men of original 
genius, have been afflicted by emotional disturb- 
ance and that if we attempted to iron these out, 
not only would we create societies that are 
dreary, monotonous and stultifying, but we 
would remove a powerful creative force and 
cause our communities to stagnate. It is assumed 
that the neuroses and deviations of the Van 
Goghs, the Tchaikowskys, the Florence Night- 
ingales, Darwins, and Baudelaires of this world 
were indispensable for their scientific and 
artistic achievements. In some cases this may 
have been so, and Darwin is possibly an example. 
But it is just as likely that he would have been a 
happier and even more creative man had his 
phobic anxiety been relieved, enabling him to 
meet his fellow scientists and friends more freely. 
Van Gogh might have painted better if he had 
not drunk absinthe, and we might have been 
the richer if he had not in his thirties shot him- 
self while in a disturbed state of mind. Florence 
Nightingale's achievements might have been 
even greater had she not spent a considerable 
part of forty years confined to her bed. Psychi- 
atric treatment might have altered her beha- 
viour. But the view that her drive would have 
been weakened and her achievement diminished 
thereby is entirely speculative. 


PsvanrATRIO ÍNSTITUTIONS 
The need to eliminate mental hospitals, 
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departments of psychiatry and, in particular, 
psychiatrists is a recurring refrain in the pro- 
grammes of antipsychiatrists. Efforts are needed 
to scale down, open up and reduce to human 
proportions the psychiatric hospitals and to 
bring them into open communication with 
society. But if the criticisms implied were valid, 
the most advanced mental health services in 
the world would be found in those under- 
developed countries where there are no psychi- 
atrists, no hospitals—only a few medicine men 
with their brews, potions and poultices. 


CONCLUSION 


When the whole repertoire of criticisms and 
recommendations of antipsychiatry are analysed, 
we find moral condemnation in place of scientific 
search for causes; social determinism in place of 
unbiased evaluation of the relative contributions 
made by biological, experiential, familial and 
social factors; punishment in place of treatment; 
prejudiced denunciation instead of a critical 
receptivity toward different viewpoints, and 
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dogmatic assertions in place of hypotheses 
which are open to refutation. 

Whether or not the clinical work of o» - 
atrists should continue in its present form is 
open to debate—the relevance of the old 
medical models is being questioned/ and it is 
widely recognized that they need to be re- 
shaped. Indeed the change has been in progress 
for decades. A respect for evidence, a willingness 
to listen with tolerance and to work in a spirit of 
scientific detachment is indispensable if the 
movement which began with *moral treatment 
in the last century is not to be reversed. Psychi- 
atrists can be expected to be receptive to the 
deep psychological implications of the summary 
given by Chamfort of the philosophy of some of 
his associates: sois mon frère, ou je te tue (be my 
brother or PU kill you). The self-righteous 
conviction, aggressive and denunciatory tone 
and the extravagant language used by some 
critical colleagues represent a new phenomenon 
on the social scene. Constructive endeavour to 
resolve the manifold problems of contemporary 
psychiatry requires attitudes of a different kind. 


Sir Martin Roth, M.D., r.R.0.P., P.R.C.Psych. Professor of Psychological Medicine, University of Newcastle 
upon Tyne, Royal Victoria Infirmary, Newcastle upon Tyne NET 4LP. 
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aset of the Relationship Between Sleep and Nutrition: 
i A Study of 375 Psychiatric Out-Patients 


By A. H. CRISP and EDWARD STONEHILL 


INTRODUCTION 


Weight change and sleep disturbance are well 
documented features of psychiatric illness. 
Complaint about difficulty in getting off to sleep 
is a common feature of neurotic illness, especially 
anxiety states. Early morning waking has for 
many years been regarded by some as a clinical 
feature—almost a diagnostic pointer—for 'endo- 
genous depression’. Motor restlessness is also 
commonly described as a feature of this disorder. 
However, other clinicians have concluded that 
such depressive illness is merely one end of the 
spectrum of the depressive response. In parti- 
cular, McGhie (1966) has shown that sleep 
disturbances of all kinds, as reported by the 
patients themselves, may occur in a variety of 
psychiatric illnesses. For instance he found that 
early morning waking was reported in 16 per 
cent of non-depressed psychiatric patients as 
distinct from 17 per cent of patients presenting 
with depression. Moreover, Hinton (1963) has 
shown that early morning waking when care- 
fully measured does not specifically charac- 
terize those types of depressive illness described 
by others as ‘endogenous’, but that it can occur 
in all types of depressive illness. He also reported 
his observation that sleep disturbance amongst 
depressed patients iis mostly related to the 
phenomenon of agitation. Agitated patients lost 
more sleep, most apparent in the latter part of 
the night. On the other hand Carney ¢ al. 
(1965), in their study of over 100 patients with 
depression, found that certain symptoms clus- 
tered into two groups reflecting the usual 
concepts of ‘endogenous’ and ‘neurotic’ de- 
pression respectively. Early morning waking 
and weight loss were important characteristics 
of their group of patients designated ‘endo- 
genous’ depression, and were regarded as 
important indicators for them of the value of 
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ECT. There was a positive inter-symptom 
correlation of 0:234 between weight loss (7 Ib.-]-) 
and early waking. Most studies do not suggest 
a causal link between weight change and sleep 
disturbance, but by inference regard these 
features as being more integral aspects of an 
underlying biological factor which also promotes 
the disturbed mood. 

Some workers have reported on patients with 
depression who have exhibited hypersomnia. 
Michaelis (1964) has reported two patients who 
showed hypersomnia in depression in association 
with increased appetite. He concludes that 
psychogenic theories were unsatisfactory so far 
as understanding of these phenomena were 
concerned, and proposes, as others have done 
(Pollitt, 1965) that there may be some indepen- 
dent hypothalamic disturbance. 

The relationship between sleep, activity and 
nutritional status in general is also well docu- 
mented in the clinical and the human and animal 
experimental literature. In the human the 
relationship is most clear in infancy—a time 
when some consider that future patterns of mood 
disturbance may also become established. 

The origins of the present study rest in an 
initial observation that patients with anorexia 
nervosa usually showed disturbance of their sleep 
pattern in the form of interrupted sleep and 
early morning waking (Crisp, 1967). This, 
together with daytime restlessness, did not 
appear to be related to their mood states but was 
thought possibly to be related to the severity of 
their nutritional disorder. It was suggested at 
the same time that nutritonal factors might 
contribute to similar sleep disturbance in a 
variety of psychiatric disorders. The initial 
observation was confirmed in further systematic 
studies in anorexia nervosa patients using 
standardized measures of sleep, activity, weight 
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and mood (Crisp and Stonehill, 1971; Crisp et al., 
1971). In addition, obese patients losing weight 
were found to sleep less, although this finding 
was less consistent (Crisp and Stonehill, 1970; 
Crisp et al., 1972). Meanwhile the view that 
nutritional factors might contribute to sleep 
disturbance in a wider population, including 
subjects with severe depression, had generated 
an investigation of the relationship between 
aspects of sleep, nutrition, mood and diagnosis 
in individuals attending a psychiatric out- 
patient department. An attempt has been 
made in this report to highlight certain findings, 
interpretations and conclusions deriving from 
this study. 


Specific hypothesis i 

A relationship exists between changes in 
nutritional status and sleep patterns in a 
general psychiatric population. Although such 
changes will be more common in some diagnoses, 
the relationship will span the range of psychi- 
atric diagnosis. Specifically it is predicted that a 
relationship exists between total duration ofsleep 
and weight change in the direction of weight 
loss and reduction in sleep as well as weight gain 
and increase in sleep, and between time of 
waking and weight change in the direction of 
weight loss and early waking as well as weight 
gain and later waking. Furthermore, it is 
predicted that this relationship is closer than 
that between either characteristics and any 
one psychiatric diagnosis or feeling state. 


METHOD 


It was planned to investigate a series of new 
psychiatric out-patients in detail in respect of their 
psychiatric status and other aspects of their mental 
states, and reports of their sleep patterns and body 
weight, including changes, if any, during the course 
of their illness. In addition, accurate measurements of 
weight, height and skinfold thickness would be made. 


Development of questionnaires 

Questionnaires to be completed by patients 
(Patient questionnaire), on the basis of interviews 
(Interviewer questionnaires) and a Consultant questionnaire, 
were designed to seek information about the patient’s 
sleep, weight and mental state in the time immedi- 
ately preceding the present illness, in the weeks pre- 
ceding attendance at the out-patient clinic, and at the 
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time of attendance. It was recognized that the 
validity of such an enquiry was limited by ee 
spective and largely subjective nature, an 
attempt was made to incorporate some objective 
measures. The tools of enquiry were carefully deve- 
loped and tested, and the study was desi in a way 
which sought to challenge the patient on areas of 
information possibly doubtful because of their 
subjective nature. 


Patient questionnaire 

The final questionnaire consisted of questions 
readily understood by the patient and showing rela- 
tively good stability of response on challenge. The 
questions concerned duration of illness, premorbid 
and present weight, time of going to bed, time of 
going to sleep, time of waking up and getting up, 
and self-ratings of a variety of fecling states before the 
present illness and in recent weeks. Investigation of the 
repeat reliability of the questions before and after an 
out-patient consultation revealed this to be adequate. 


Interviewer questionnaires 

Two questionnaires were developed, one primarily 
concerned with sleep, the other with weight, but each 
also carrying other questions and providing the 
opportunity for recording additional information. 
Questions found not to have been readily understood 
in the Patient questionnaire were instead included here, 
together with questionsretainedin theformer question- 
naire, since the aim was partly to explore the impact 
of an interview challenging the validity of this 
information. 

The sleep questionnaire also incorporated questions 
concerning the consumption of hypnotics and snacks 
taken before going to bed. The weight questionnaire 
contained questions concerned with the subject's 
weight at varying times and whether or not these 
estimates were of dressed or undressed weight, with 
psychotropic drug intake, and with the existence of 
other physical and/or painful disease. The patient's 
age, sex and measurements of his height, weight, 
triceps and subscapular skinfold thickness, and his 
matched population mean weight, were also to be 
recorded on this questionnaire. The patient was 
told that some of the questions were the same as those 
he had already answered in the Patient questionnaire, 
but that he now had the opportunity of changing his 
mind—he was encouraged to do this. 


Consultant questionnaire 
A questionnaire on which various aspects of the 
patient's menta] state could be recorded was designed 
for completion by the consultant following the 
diagnostic interview. It is current psychiatric con- 
° 9 
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vention to place a patient in one or sometimes several 
diagnostic categories. It was considered that advan- 
tage was to be gained by rating every patient on each 
of a number of commonly used diagnostic categories, 
thus providing a diagnostic profile of the patient, in 
addition о. on various items of mood апа 
behaviour. 

The first part of the questionnaire comprised 19 
common diagnostic categories ordered randomly. 
Space was left for the consultant to insert up to three 
additional diagnoses. Each patient was rated on a 
four-point scale for each of the diagnostic categories. 
The consultant was also required to make an overall 
diagnosis. In addition he was required to rate 12 
items, each on four scales. These included aspects of 
the patient’s feeling state as in the Patient questionnaire, 
but sometimes rephrased, and also ratings of weight 
loss, early morning waking and a few other items not 
relevant to this report. 

Following some initial usage and discussion con- 
cerning the questionnaire, a reliability study showed 
that the four consultants had developed a high level 
of consistency when re-rating patients after a week’s 
interval. 


Phystcal measurements 

Skinfold thickness. Skinfold thickness was measured 
behind the triceps and in the subscapular region 
using the Harpenden skinfold calliper described by 
Tanner (1953). A test-retest reliability study on a 
series of 26 in-patients revealed the measure as a 
reliable one in the hands of E.S., especially over the 
lower ranges of skinfold thickness. 

Measurement of stature and body weight. These were 
measured in a standard way described elsewhere 


(Crisp, 1969). 

Measurement of body shape. Quetelet’s Index, 
Weight (lb. 
мыд; X тоо, based on measured body weight 
Height? (in) 


and height, was used as an index of body shape 
(Khosla and Lowe, 1967). 


DzsraN or STUDY 


The study was carried out in the psychiatric out- 
patient departments of St. George's Hospital, London, 
between 1967 and 1970. The population investigated 
consisted of new referrals to the clinics of four 
consultants. Patients aged 17 years or less at the time 
of onset of the present illness, patients who reported 
being pregnant at either of the two periods of time 
under investigation, and patients who reported 
sleeping predominantly during the day were ex- 
cluded. After the patient had booked into the clinic 
the two interviewers introduced themselves to the 
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patient. The Patient questionnaire was introduced by 
reading through the instruction page with the patient, 
and he was then left to complete it. The two Inter- 
viewer questionnaires were then administered con- 
secutively. Both the order in which these were given 
and the order of allocation to the two trained inter- 
viewers (E.S. and one other) were changed in a 
random way. Thus each interviewer enquired only 
about sleep or about weight in any one patient. The 
investigation was designed in this way in an attempt 
to control for any bias the interviewer might have 
influencing the data collected. After the second 
interview had been completed the interviewer 
Scrutinized the Patient questionnaire and returned it 
to the patient for completion if there were any 
omissions or ambiguities. Measurement of height, 
weight, triceps skinfold thickness and subscapular 
skinfold thickness were then all made and recorded. 
The patient was then seen for the diagnostic inter- 
view by the consultant. Following this interview, 
which usually lasted between 45 and go minutes, the 
consultant completed the last questionnaire. 


Analysis of data 

All the information obtained was transferred to 
punched cards for computer analysis. 

Distribution tables together with means and 
standard deviations of the items investigated were 
obtained on the first 100 patients and from the total 
population. An intercorrelational matrix between 
the items was prepared on 100 patients and finally on 
the total population. Based on the intercorrelational 
matrix, a principal components analysis was carried 
out. Finally, 2 x 2 contingency tables were prepared 
on various subpopulations. The Chi square test of 
statistical significance, corrected for continuity, was 
applied when numbers were large enough (Siegel, 
1956). When numbers were smaller the Fisher exact 
probability test was utilized. In cases where firm 
predictions concerning the outcome were made, one- 
tailed tests were utilized. 


RESULTS 


In all, 375 patients (172 men and 203 women) 
with a mean age of 34 + 12 years, were investi- 
gated. Fifty-nine patients with a mean age of 
36 + 13 years were excluded on a variety of 
grounds, such as their poor grasp of English or 
because they had physical disease affecting their 
weight. І 
А. Distributions, means and standard deviations 


These were initially calculated on the first 
тоо patients, and inspection of them determined 
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the further planning of the study, including the 
definition of initial insomnia as falling asleep at 
1.00 a.m. or later and early morning waking as 
waking at 6.30 a.m. or before, so as to include 
about a quarter of the population. Correlations 
between information concerning sleep and 
weight on the Patient and Interviewer questionnaires 
were invariably high, and in the present report 
interviewers’ information is mostly used. 

The following data refer to the total popula- 
tion of 375 patients. 

Distribution of patients’ ratings of feelings 
revealed a shift towards feeling more nervous, 
angry, sad, tense, fidgety or restless and irritable, 
but less elated or excited in the last few weeks 
compared with before the illness. 

Tables I-III show the distributions of dura- 
tion of sleep, interrupted sleep and time of 
waking in the total population. Mean reported 
time of going to bed just before the illness and in 
the last few weeks were 11.19 p.m. + 61 minutes 
and 11.16 p.m. + 81 minutes respectively, and 
this difference is not statistically significant. 
Mean reported time of going to sleep was 
significantly earlier, 11.50 p.m. + 66 minutes 
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compared with 12.07 a.m. + 92 minutes (p < 
0:005). Mean time of waking up just before the 
illness and in the last few weeks was 7.16 a.m. + 
67 minutes and 7.10 a.m. + 89 minutes respec- 
tively, and this difference is not significant. Mean 
time of getting up was reported bythe inter- 
viewer as being significantly earlier before the 
illness, 7.40 a.m. + 69 minutes, than during the 
last few weeks, 8.09 a.m. + 88 minutes (p < 
0:001). Mean reported duration of sleep inter- 
ruption was significantly less, 8-9 + 24 minutes, 
in the time before the illness than in the 
last few weeks, 19:6 + 41 minutes (p < 
o:001). Similarly, mean number of reported 
sleep interruptions was significantly less, 0*5 + 
0*9 before the illness, than in the last few weeks, 
0:9 + 1:3 (p < 0-001). Thus, mean duration 
of sleep in the time before the illness, 7 hours 
16 minutes was significantly longer than during 
the last few weeks, 6 hours 52 minutes (p < 
0:005). Although mean time of waking up was 
not different between the two periods, more 
patients reported the need to be wakened in the 
time before the illness than in the last few weeks. 
More patients reported dozing between waking 


Taste I 
Distribution of time of waking up before the illness and in the last few weeks (interviewer questionnaire). Total population 




















Time (a.m.) «3 3-4 4-5 5-6 6-7 4-8 8—9 9—10 104- 
Before illness... Е о І о 22 98 165 62 14 19 
Last few weeks .. ie 0$ 2 3 30 94 133 63 24 23 
ТАВІЕ II 
Distribution of report of duration of sleep interruption before the illness and in the last few weeks. Total population 
Time (min.) 0-15 15-30 80-45 45-60  60-go 90-120 120-180 180+ 
Before illness 306 20 16 5 13 3 6 6 
Last few weeks .. 262 26 27 13 19 10 15 3 
Tase III 
Distribution of interviewer report of length of time asleep before the illness and in the last few weeks. Total population 
Time (hr.) <4 4—5 5—6 6—7 7—8 8—9 9—10 10-11 11+ 
Before illness .. xs 8 8 36 78 190 86 29 5 I 
Last few weeks .. .. 22 25 36 107 102 42 23 18 5 
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Taste IV 
Distribution of weight before the illness and in the last few weeks (interviewer questionnaire). Total population 


Weight (Ib.) .. <98 

е o I 6 27 
Before —— 
illness Female 32 50 46 


Male о I 6 25 
Last 
few Female 7 34 49 51 
weeks 

Total 7 35 54 76 





up and getting up in the last few weeks than 
before the illness. About two-thirds of patients 
reported that they frequently or always had a 
drink or snack within two hours of going to bed, 
both before the illness and in the last few weeks. 
Twenty-nine patients reported that they fre- 
quently or always took hypnotics just before the 
illness compared with 91 patients in the last few 
weeks. 

Table IV displays the distribution of reported 
weight. Mean report of weight just before the 
illness was 145 + 26 Ib. (men 159 + 22 lb., 
women 132 + 23 lb.) and for the time of 
attendance was 144 lb. + 27 lb. (men 159 + 
23 lb., women 131 + 23 Ib.). These differences 
are not significant. Sixty-five patients were 
reported as having lost ro lb. or more and 49 
patients as having gained ro lb. or more since 
the start of the illness. Eighty-five patients 
reported weight loss, 64 weight gain and 214 no 
change in weight in the last few weeks. One 
hundred and seventy patients reported that 
they weighed themselves monthly or more 
frequently, including 20 who said tbat they 
weighed themselves daily. About a quarter of 
the population reported taking psychotropic 
drugs in the time before the illness, compared 
with about two-thirds of the population in the 
last few weeks. Alcohol in excessive quantities 
is included in this list of drugs. Sixty-eight 
patients reported that the drugs they were 
taking before the illness caused drowsiness, and 
145 reported drowsiness due to drugs in the 
last few weeks. Sixty-six patients reported 
suffering from co-existent physical illness. Mean 


98-112 112-126 126-140 140-154 154-168 168-182 182—196 196-210 210+ 


34 49 26 18 6 5 
37 18 її 2 o 3 
7 67 37 20 6 8 
41 44 29 14 8 4 
28 18 9 3 2 2 
69 62 38 17 IO 6 





measured weight was 142 lb. + 27 Ib. (men 156 
+ 23 1b., women 130 + 24 Ib.). Differences 
between mean patients! report of weight and 
interviewer's report of weight (corrected for 
clothing) and measured weight are small and 
notstatistically significant. This is of importance, 
as it is the only area in the study in which the 
validity of patients’ and interviewers’ reports 
can be checked against direct measurement. 
The distribution of ratings by the psychiatrist 
on the diagnostic category profile are displayed 
in Table V. In addition the total number of 


Taste V 
Distribution of ratings on part 1 of consultant 
questionnaire. Total population 


Not Quite 


atall Slightly a bit Very 
Conversion hysteria 281 69 23 I 
Anxiety state .. 94 175 106 o 
Obesity ES .. 928 34 IO 8 
Hypochondriasis .. 304 97 gI 3 
Endogenous depression 290 42 41 2 
Mania .. n e 374 I o o 
Chronic schizophrenia.. 361 8 5 I 
Anxiety phobic state .. 276 59 38 2 
Anorexia nervosa 360 13 2 o 
Alcoholism $3 342 2I 8 4 
Addiction (other) 363 8 2 2 
Psychopathy 349 15 тї o 
Sexual deviation 326 16 17 16 
Personality disorder . 

(other) . 192 8т 95 7 
Obsessional state 340 26 9 o 
Dementia Be 9374 I о 
Neurotic depressive 

reaction 114 155 108 3 
Paranoid state .. 340 20 13 2 
Acute schizophrenia 371 2 I о 
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overall diagnoses eventually stood at gr. 
Distributions of ratings of the 12 items of the 
consultant questionnaire showed sadness, tense- 
ness and anxiety to be the most often positively 
rated items. There was a striking tendency for 
the consultant psychiatrists to make lower 
ratings than the patients on the mood items. 


В. The intercorrelations and principal components 
analysis 
An intercorrelational matrix was prepared 
between most single items of information as 
well as some items derived from two or more 
single items on the total population. 
Intercorrelations between go items were 
selected from the matrix and submitted to a 
principal components analysis. As expected, no 
single major component emerged (Table УТ). 
Components 1, 2, 4, 6 and 7 contain high 
loadings in only one of the three areas of sleep, 
nutrition or psychiatric state. Component 3 
reveals a weak association between an increase 
in broken sleep, diminished total sleep, length 
of time in bed in the last few weeks and weight 
loss in the last few weeks. Thus this component 
shows a weak association between recent weight 
loss and disturbed sleep, independent of dis- 
turbed mood or psychiatric diagnosis. Compo- 
nent 5 comprises increased duration of sleep, 
particularly later waking but also later time of 
falling asleep, together with weight gain since 
the start of the illness but particularly in the 
last few weeks. Component 8 shows an associa- 
tion between delayed falling asleep, spontaneous 
waking in the morning, the consumption of 
sleeping pills and a weak link with loss of weight, 
independent of psychiatric status. Component 9 
reveals a weak link between patients’ ratings of 
‘feeling on top of the world’ and ‘feeling excited’ 
with the consumption of sleeping pills and 
earlier time of falling asleep. Finally, component 
10 includes the diagnosis of endogenous depres- 
sion and psychiatrists’ rating of sadness, as well 
as falling asleep more quickly and waking spon- 
taneously, but not weight change, change in 
duration of sleep or patients’ rating of sadness. 
Thus components 3, 5 and 8 demonstrate a 
link between weight change and change in sleep 
distributed throughout the night. Weight loss is 
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associated with decreased sleep, and weight gain 
with increased sleep, independent of mood 
rated by the patient or the consultant and 
psychiatric diagnosis. Components 1 and g show 
a link between patients’ ratings of feglings and 
changes in sleep limited to the begintiing of the 
night. Thus unpleasant feelings are associated 
with taking longer to fall asleep, and ‘feeling on 
top of the world’ and ‘feeling excited’ with 
falling asleep more quickly. 


C. 2 x 2 Contingency tables 

Relationships between various aspects of sleep 
and nutritional status in different psychiatric 
states were explored by the formation and 
analysis of a series of 2 X 2 contingency tables. 
In the light of the traditionally held view of the 
association of both weight changes and sleep 
disturbance with affective disorders, psychiatric 
diagnoses in the areas of depression and anxiety 
and feelings of sadness were selected for examina- 
tion, so that the relationship between aspects of 
nutrition and sleep could be examined in each 
of them. The specific states chosen for such 
examination in most cases are displayed in 
Table УП, and include all subjects rated ‘quite 
a bit’ or ‘very’ as distinct from ‘not at al? and 
‘slightly’ in each instance. It was recognized that 
in some tables numbers were rather small, and 
on this account, for instance, endogenous 
depression and/or neurotic depressive reaction 
are included together as well as separately. 

A significant association between weight loss 
and length of sleep of 64 hours or less, and 
between weight gain and length of sleep of 74 
hours or more, was demonstrated in all psychi- 
atric states except ‘endogenous depression’, 
where the tendency was in the same direction 
but the numbers small, and in the category ‘no 
endogenous depression or neurotic depressive 
reaction’, where the same trend nevertheless 
still existed. Moreover, when the category 
‘endogenous depression’ was combined with 
that of ‘neurotic depressive reaction’, the 
statistical significance of the relationship be- 
tween weight change and duration of sleep 
became greater (p < 0:005) than in neurotic 
depressive reaction alone (p < 0-02). This table 
also shows that the link between duration of 
sleep and weight change is strongest in psychi- 
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Taste VI 
Thirty-item principal components analysis. Loadings on first то components. Total population 





: Rotated component loadings and % variance 





30 items 


1 2 8 4 5 6 7 8 9 10 
(12:8) (8-6) (6-7) (6*4) (5°9) (5°5) (4'8) (4:5) (3°9) (3°7) 


Weight loss since start of illness 


(interviewers’ report) .. 2 07. с06 сї —7553 — "5 *08 og +22 —'I1 —'05 
Weight loss in last few weeks vs 09 "035 27 —:24 —'49 —:03 04 *22 отп 09 
Triceps skinfold thickness .. 4s 104 —:10 00 5:78 "01 —:02 "09 ‘Og —:12  -06 
Subscapular skinfold thickness 200—009 —'Or “II 50 —o8 ‘п I0 —:17  :07 — "02 
Quetelet's index (from measured 

weight and height) s оо —-0I —:02  :7g —:05 —:06 —'10 +12 —:02 '07 


Recently going to bed later than 

before illness (interviewers report) — '02 -6r соз —:15 08 04 "04 —:27 705 12 
Recently taking longer to fall asleep 

than before illness (interviewers' 


report) xs Sy - s -20 +26 сї) "15 II  '04 — 05 -65 —:24 —'36 
Recent length of time asleep less than 

before illness (interviewers’ report) пз сут 188 — 01 —'44 С05 "00 "I8 —-o06 — :06 
Greater duration of broken sleep 

recently than before illness A .06  -o2  :87 соо сот Со)  :02  :02 —'OI  '04 
Length of time in bed in last few 

weeks (interviewers’ report) јот —:62 535 03 41 07 —09 732 —'14 — :07 
Number of sleep interruptions in last 

few weeks .. M E si ло —-02 +83 -03  :00 соо сп 07 —'04 —'03 
Need to be wakened in last few weeks .s2 -08 —:16 +16 ‘10 —*02 —'Il —:580 соо —:320 
Sleeping pills in last few weeks v -04 —'II —:05 —:07 —'10  'OI CHI 56 "аг 04 
Time of waking in last few weeks 

(interviewers’ report) — .. "е от  -:04 сїз —:09 д1 соо — 707 —'03 03 — :04 
Time of falling asleep in last few 

weeks (interviewers’ report) А 16 -8o —:09 —:06 30 сот соо +28 —:01 — #17 


Feeling nervous іп last few weeks 
(patients’ rating) .. 


vi - +57 —:18. +08 —:0g —:06 40 06 07 —:05 00 
Feeling angry in last few weeks 


(patients’ rating) .. va t "бт сїз  c02 —:05 сїт —:04  c21 —'05 13 *04. 
Feeling on top of the world in last 

few weeks (patients! rating) .. —ʻI2 02 —:08 —'04 — Or — *05 —:06 —:05 77 —'09 
Feeling excited in last few weeks 

(patients! rating) .. Ai 2% $9 04 — "038 соўу "05 "15 —'10 -17 0075 — *08 
Feeling sad in last few weeks (patients’ 

rating) ar fas Le - -60 —-01 сот соз  'I2 —'II1 ^34 15 сї 709 
Feeling tense in last few weeks 

(patients! rating) .. is ve 70 00 04 —:06 —-06 21 06 OI —:17 — '03 
Feeling fidgety and restless in last few 

weeks (patients! rating) .. v (Gr ci5 108 —:08 —+12 08 — "12 — "04 *08 00 
Feeling irritable in last few weeks 

(patients! rating) .. ae is 79 со: сос —:01 —'03 —'II 707 — '02 —:05 —'04 
Diagnosis of anxiety state es 07 оо —:02 — :04 —'04 43 II o8 — :01 oI 
Diagnosis of endogenous depression пт c 03 сот 08 —:06 —'o4 1з 700 —+16 +80 
Diagnosis of anxiety phobic state .. оа —:05  -02 12 —:07 66 —:15 —'13 06 —-10 
Diagnosis of personahty disorder .. 118 +07 —:01 —‘II 02 —'07 46 —"I2 708 —752 
Diagnosis of neurotic depressive 

reaction .. i "^ E 16 зоо сї ‘oo —:1i1 +16 79 09 —709 —'15 
Tenseness (psychiatrists’ rating) .. „оос 16  -04 —:0g "18 "59 "20 709 "03 10 
Sadness (psychiatrists’ rating) vx -16 or соб -o8 —:05  :05 779 "15 —'I4 '30 
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atric states in which depression is diagnosed, and 
less strong in anxiety states, patients’ rating of 
sadness апа psychiatrists’ rating of sadness. 
When the mean age of patients sleeping 64 hours 
or less is compared with that of patients sleeping 
74 hours or more in each of the categories, there 
is no significant difference in any instance. 

When patients who had taken psychotropic 
drugs or who suffered from co-existent physical 
illness (factors possibly affecting sleep) were 
excluded from the analyses, the relationship 
between weight and sleep remained the same, 
except in the category ‘no endogenous de- 
pression or neurotic depressive reaction’ when it 
became statistically significant. 

When duration of sleep was explored in 
relation to the full range of patients’ feeling 
states (Patient questionnaire) it was found that the 
association already demonstrated between 
weight loss and sleeping б} hours or less, and 
between weight gain and sleeping 74 hours or 
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more in the state of sadness was also present in 
each of the other states, except for those 
concerned with elation in which numbers were 
very small. А 

Table VIII displays the relationship between 
time of waking in the last few weeks‘and weight 
change in the last few weeks in the psychiatric 
diagnoses and state of sadness. A significant 
association between weight loss and early 
morning waking, and between weight gain and 
waking after 7.30 a.m. was demonstrated in the 
state of sadness and all diagnoses except endo- 
genous depression (р < о: то), neurotic de- 
pressive reaction (р < 0-10) and anxiety state 
(p < 0-10). However, once again when the 
categories of endogenous depression and neurotic 
depressive reaction are combined the relation- 
ship between weight change and time of 
waking becomes significant (p < 0-05). 
Whereas Table VII shows that the relationship 
between weight change and duration of sleep 


Tanrz VII 
2 X 2 Contingency table. The relationship between length of time asleep in the last few weeks (interviewer questionnaire) 





























and weight change in the last few weeks in different psychiatric states 
of 
Wt. change time asleep 
Diagnosis and state of sadness in last (hr) x p* 
few weeks <6} > 
Endogenous depression and/or neurotic depressive Wt. loss 30 6 7°47 «0:005 
reaction s oe, 5 ss Wt. gain IO 12 
Endogenous depression Wt. loss 7 2 Fisher test N.S. 
Wt. gain 2 5 («o-10) 
Neurotic depressive reaction Wt. loss 26 4 4:38 «0:02 
Wt. gain 8 7 
No endogenous depression or neurotic depressive Wt. loss 20 17 1:70 S. 
reaction is is ss ES Wt. gain II 18 («o*10) 
Anxiety state and/or anxiety phobic state us Wt. loss 16 8 2:87 <0°05 
Wt. gain 5 10 
Depression included in overall diagnosis .. "s Wt. loss 31 5 7:95 «0:002 
Wt. gain 10 II 
Sad in last few weeks (patient questionnaire) Wt. loss 38 17 4'41 «0-02 
Wt. gain 14 18 
Sadness (consultant questionnaire) Wt. loss 26 7 2°74 <0:05 
Wt. gain 10 9 





* = one-tail test 
е 
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2 x 2 Contingency table. The relationship between time of waking in the last few weeks (interviewer questionnaire) and 


weight change in the last few weeks in different psychiatric states 















































R Time of 
‘ Wt. change waking 
Diagnosis and state of sadness in last (a.m.) x? p* 
few weeks <6.30 >7.30 
Endogenous depression and/or neurotic depressive Wt. loss 22 10 3:82 «0:05 
reaction M: $^ Sus ks E Wt. gain 6 II 
Endogenous depression Wt. loss 8 I Fisher test N.S. 
Wt. gain 2 3 (<o-10) 
Neurotic depressive reaction Wt. loss 17 9 2:24 N.S. 
Wt. gain 4 8 (<о-1о) 
No endogenous depression or neurotic depressive Wt. loss 16 20 6-14 <о.01 
reaction ss Wt. gain 4 26 
Anxiety state and/or anxiety phobic state Wt. loss 13 9 1.86 N.S. 
Wt. gain 3 8 (<o: 10) 
Depression included in overall diagnosis .. Wt. loss 21 II 3-01 «0-05 
Wt. gain 6 II 
Sad in last few weeks (patient questionnaire) Wt. loss 26 22 10°45 <0-002 
Wt. gain 5 27 
Sadness (consultant questionnaire) Wt. loss 20 IO 3:28 <0:05 


Wt. gain 5 10 








* — one-tail test 


failed to reach significance at the 5 per cent 
level in patients diagnosed as not suffering from 
depression. Table VIII reveals a significant 
relationship (р < 0-01) between weight change 
and time of waking in this psychiatric state. 
When age was taken into account it was again 
found not to be a significant factor affecting the 
relationship. When time of waking was re- 
stricted to those patients who reported waking 
spontaneously in two groups of subjects, one 
group reporting themselves as more sad and the 
other as unchanged in this respect over the 
last few weeks, then a significant relationship 
between weight loss and earlier waking and 
weight gain and later waking was demon- 
strated in both groups, especially in those who 
have become more sad (Table IX). 

Table X displays the relationship between 
time of falling asleep and weight change in the 
last few weeks in each of the diagnoses and the 
state of sadness. It was decided to compare 

Ш : А 


patients falling asleep after 1.00 a.m. with those 
falling asleep at 11.30 p.m. or earlier, thus 
excluding just over a third of the total popula- 
tion about the mean, which was 12.07. No 
significant association between weight change 
and time of falling asleep emerged in any of 
the psychiatric diagnoses or the state of sadness. 

The relationship between broken sleep and 
weight change in the last few weeks in each of 
the psychiatric diagnoses and in the state of 
sadness is displayed in Table XI. The number 
of patients without broken sleep could not be 
determined from the distribution table, which 
grouped the absence of broken sleep together 
with sleep broken for up to 15 minutes. About 
a quarter of the population reported broken 
sleep of 30 minutes or more, and this group was 
compared with patients reporting no broken 
sleep. A significant association between weight 
loss and the presence of broken sleep and 
between weight gain and the absence of broken 
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TABLE IX 


2 X 2 Contingency table. The relationship of change in time between spontaneous waking in the last few weeks and 
before the illness (patient questionnaire) and weight change in the last few weeks in two psychiatric states 


Spontaneous waking 





Wt. change in last few weeks М 
State of sadness in last > 90 min. > go min. ' x? + p* 
few weeks earlier later 
More sad in last few weeks penne Wt. loss 12 4 Fisher test «0:005 
questionnaire) ; Wt. gain o 9 
Sadness pene ее quen. Wt. loss 12 7 2°94 «0:05 
tionnaire) . Wt. gain 3 9 





* = one-tail test 


TABLE X 


2 X 2 Contingency table. The relationship between time of falling asleep in the last few weeks (interviewer questionnaire) 
and weight change in the last few weeks in different psychiatric states 









































Wt. change Time of falling asleep 
Diagnosis and state of sadness in last < 11.30 > 1.00 x? р 
few weeks p-m. a.m. 
Endogenous depression and/or Wt. loss 13 13 1:07 N.S. 
neurotic depressive reaction Wt. gain 5 10 
Endogenous depression Wt. loss 5 2 Fisher test N.S. 
Wt. gain 2 3 
Neurotic depressive reaction Wt. loss 8 12 Fisher test N.S. 
Wt. gain 3 7 
No endogenous depression or neurotic Wt. loss 16 14 0:46 N.S. 
depressive reaction Wt. gain 18 II 
Anxiety state aver У phobie Wt. loss 19 7 0-00 N.S. 
state ; Wt. gain 9 5 
Depression included in overall diag- Wt. loss 12 II 0'54 N.S. 
nosis Wt. gain 6 9 ‘ 
Sad in last few weeks ла anes: Wt. loss 20 20 0:76 N.S. 
tionnaire) .. Wt. gain II 17 
Sadness (consultant questionnaire) Wt. loss 12 12 0:73 N.S. 
Wt. gain 5 9 


sleep was demonstrated in neurotic depressive 
reaction (p < 0:05), the combined category of 
neurotic depressive reaction and endogenous 
depression (p « 0:05), and in patients! self- 
rating of sadness (p < 0-02). No significant 
relationship between broken sleep and weight 
change emerged in endogenous depression 
(small numbers), the absence of depression, 


anxiety states, depression included in the overall 
diagnosis, or patients rated sad by the psychi- 
atrist. 

The relationship between broken sleep and 
weight change in the last few weeks in the 
states ‘quite a bit and ‘very’ sad (Patient 
questionnaire) separately was next examined. 
This was done in order to check whether the 

е ® 
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TABLE XI 


` 2 x 2 Contingency table. 


The relationship between broken sleep in the last few weeks and weight change in the last few 


weeks in different psychiatric states 











Duration 
: Wt. change of broken 
Diagnosis and state of sadness in last sleep (min.) x р** 
few weeks o >30 
4°49 «0'05 


Endogenous depression and/or neurotic depressive 
reaction .. - os a ort vs 


Wt. loss 12 17 
Wt. gain 12 3 


M irri зы сюз, з=, к “за быш тшт з ч шш шы ш сс 




















Endogenous depression Wt. loss 6 I Fisher test N.S. 
Wt. gain 3 I 
Neurotic depressive reaction Wt. loss 8 16 5'34 «0*05 
Wt. gain 9 2 
No endogenous depression or neurotic depressive Wt. loss 31 8 0:04 N.S. 
reaction T - "d Wt. gain 24 7 
Anxiety state and/or anxiety phobic state Wt. loss II 9 1:28 N.S. 
Wt. gain II 4 
Depression included in overall diagnosis .. Wt. loss 18 13 1:63 N.S. 
Wt. gain 13 4 
Sad in last few weeks (patient questionnaire) Wt. loss 28 21 6:60 «0:02 
Wt. gain 27 4 
Sadness (consultant questionnaire) Wt. loss 13 15 2:95 N.S. 
Wt. gain IO 4 («0:20) 





** — two-tall test 


relationship between weight change and sleep is 
contributed to by a difference between patients 
rating themselves ‘quite a bit’ and those rating 
themselves ‘very’ sad. It showed that in this 
instance the relationship between weight change 
and broken sleep is the same in the two cate- 
gories. In further analyses, when the relationship 
between sleep in the last few weeks and weight 
change since the start of the illness (as opposed 
to weight change in the last few weeks) was 
explored, similar results to those described were 
obtained, although the strength of the associa- 
tion was sometimes less. 

The relationship of change in body shape 
since the start of the illness (as opposed to 
absolute weight change) and sleep in each of 
the diagnoses and the state of sadness was then 
examined, using Quetelet’s index of body 
shape (Q.I.). The intercorrelational matrix 
had shown that this index had a correlation of 
0:82 with weight, and in this study these two 

(J . 


measures could probably have been inter- 
changed with little effect on the results. Patients 
in whom ОЛІ. had increased or decreased by 
0-20 or more were included. This is equivalent 
to a weight change of just over 10 lb. in a 
person of height 5 ft. ro in. The distribution 
table indicated that 79 patients exhibited such 
a decrease and 59 such an increase, this popula- 
tion being less than half the number showing 
weight change since the start of the illness. 
Table XII shows that the relationship between 
decrease in О І. since the start of the illness and 
length of time asleep of 63 hours or less, and 
between increase of Q.I. since the start of the 
illness and length of sleep of 64 hours or more is 
significant in all diagnoses except ‘no depression’, 
anxiety state and the patient’s rating of sadness. 
This relationship was less clear when С).1. was 
investigated in relation to time of waking in the 
last few weeks, where the only significant rela- 
tionship to emerge occurred in the category of 
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Taste XII 


2 X 2 Contingency table. The relationship between length of time asleep in the last few weeks (interviewer questionnaire) 
and change in Quetelet’s Index (Q.I.) since the start of the illness in different psychiatric states 





























Length of Г 
Change іп О.І. since time asleep R 
Diagnosis and state of sadness start of illness (hr.) x? + p* 
«6 7i 
Endogenous depression and/or Decrease Q.I. > 0:20 28 5 15-18 <0:0001 
neurotic depressive reaction Increase Q.I. > 0-20 2 12 
Endogenous depression Decrease О.І. > 0:20 4 о Fisher test «0:05 
Increase Q.I. > 0:20 2 5 
Neurotic depressive reaction Decrease Q.I. > 0-20 20 5 9:27 «0:002 
Increase О.І. > 0:20 I 7 
No endogenous depression or neurotic Decrease О.І. > 0:20 29 15 0:39 N.S. 
depressive reaction Increase ФІ. > 0:20 17 15 
Anxiety state pls e рене Decrease Q.I. > 0-20 18 9 1:82 N.S. 
state Increase Q.I. > 0:20 7 IO (<o: 10) 
Depression included in overall id Decrease Q.I. > o-20 22 6 8-74 <0:002 
nosis : Increase Q.I. > 0:20 5 12 
Sad in last few weeks (patient dee Decrease Q.I. > 0:20 29 I2 1*99 N.S. 
tionnaire) . T b. : Increase Q.I. > 0-20 I2 I2 («o:10) 
Sadness (consultant questionnaire) Decrease О І. > 0:20 24. 4 9°99 «0:002 
Increase Q.I. > 0-20 5 10 





* — one-tailed test 


‘no depression’. However, there was a more 
striking relationship between the change in 
О.І. since the start of the illness and the time 
of falling asleep in the last few weeks in each of 
the psychiatric diagnoses and in the state of 
sadness than had been the case with weight 
change. Significant associations were evident in 
all categories except endogenous depression, no 
depression, anxiety states and the patient's 
rating of sadness. 

Finally, aspects of the relationship between 
sleep and skinfold thickness were investigated 
in each of the psychiatric diagnoses and the 
state of sadness. Patients in whom measured 
triceps skinfold thickness was 10.0 mm. or less 
and those in whom it was 25:0 mm. or more 
were included, accounting for 71 and 72 patients 
respectively. In the case of subscapular skinfold 
thickness patients in whom the measurement 
was IO mm. or less and those in whom it was 
20 mm. or more were included, and this 


accounted for gr and 88 patients respectively. 
Although occasional significant associations were 
found between skinfold thickness and broken 
sleep and time of awakening, in most instances 
there was no relationship between skinfold 
thickness, a measure of adiposity, and sleep in 
the psychiatric diagnoses or the state of sadness. 


DISCUSSION 


In the present report it has only been possible 
to present some data from selected areas of the 
investigation, which overall was often concerned 
with reported behaviour and feelings and clinical 
judgement. However, despite the doubt often 
cast upon the validity of such reported informa- 
tion, its usefulness and importance should be 
stressed, as it forms the þasis of clinical practice. 

The average duration of sleep in our patient 
population and its wide variation before the 
illness accords with findings in the general 
population (Kleitman et al., 1937; McGhie and 
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"Russell, 1962; Tune, 1969). In the last few 
weeks it had fallen by 24 minutes, and this is 
consistent with the findings of others (Weiss et al., 
1962; Willis, 1965; McGhie, 1966; Ward, 1968) 
who repprt that sleep disturbance is a common 
feature in'psychiatric illness and is not confined 
to affective disorders. The average time of falling 
asleep in the last few weeks was later and the 
duration of broken sleep in the last few weeks 
greater than before the illness, but there was no 
difference in the mean time of waking, although 
its distribution was different. 

The average weight of patients was not 
different in the two periods under investigation, 
but a wide range of distribution of weight and 
weight change in both directions was found. 

Although the main attention in the principal 
components analysis was focused on the way in 
which items from the three areas of sleep, 
nutrition and psychiatric state were combined, 
it is nevertheless of interest to note, for instance, 
that waking early was significantly associated 
with falling asleep early—a factor rarely taken 
into account when evaluating early morning 
waking in clinical practice. 

Whilst the physiology of sleep is not com- 
pletely understood it is clear that a multitude of 
factors are important in the promotion and 
disturbance ofsleep. The findings ofthe principal 
components analysis provide evidence in support 
of the existence of a link between nutritional 
factors and sleep, especially in the second half 
of the night. They also separately provide 
evidence in support of an association between 
feeling states and sleep, especially in the first 
half of the night. 

Although the contingency tables revealed the 
association between weight change and sleep to 
be strongest in depression, it is noteworthy that 
this link operates in both directions. Thus the 
significant association was also contributed to by 
patients displaying weight gain in conjunction 
with sleep of 74 hours or more. The association 
between weight gain and increase in sleep in 
depressive illness has been described (Michaelis, 
1964). Although it is possible that in the cate- 
gories ‘no depression’ and ‘depression’, included 
in the overall diagnosis in which severity is not 
rated, the association may have occurred in 
relgtion to recovery, in all other cases thig is 
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unlikely as only diagnoses and feeling states 
rated ‘quite a ЫР or ‘very’ were included. The 
consumption/non-consumption of psychotropic 
drugs, including hypnotics, and the patient’s 
age, were found not to be factors significantly 
affecting the overall findings. 

To support the hypothesis on which this study 
was based it would have been expected that 
change in weight would have been most closely 
linked to change in sleep. The findings support 
this proposition. Whereas no relationship was 
revealed between weight change in the last few 
weeks and duration of sleep in the absence of 
depression, in patients not taking drugs causing 
drowsiness and not suffering from physical 
illness, the relationship became significant in 
the predicted direction when weight change 
was compared with change in the length of sleep 
in this population. 

The association of weight loss and early 
morning waking in states other than depression 
supports the findings of McGhie (1966) and 
Willis (1965) that early morning waking is as 
common among in-patients not suffering from 
depression as in those diagnosed as suffering 
from depressive illness. 

In contrast there was no association between 
weight change in the last few weeks and also 
since the start of the illness on the one hand and 
time of falling asleep on the other in any of the 
diagnoses or in the state of sadness, although such 
association sometimes became significant when 
a measure of change of body shape was used 
instead of change of weight. 

It is possible in the presence of depression and 
sadness that a link between weight change and 
broken sleep exists. However, it was evident 
from experience gained during the administra- 
tion of the questionnaires that assessment of the 
duration of broken sleep was the most difficult 
of the sleep items to measure and probably has 
more doubtful validity than most other sleep 
items. In this instance other factors likely to 
have an impact on this aspect of sleep, such as 
the consumption of sleeping pills and occasions 
on which interruptions of sleep were not 
spontaneous, were not taken into account. 

Within such limitations, the contingency 
tables reveal an association in the predicted 
direction between weight change and duration 
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of sleep, mainly contributed to by time of 
waking, and in some cases by interrupted sleep, 
but not at all by time of falling asleep. Electro~ 
encephalographic evidence is that sleep patterns 
are disturbed throughout the night in depressive 
illness (Oswald e£ al., 1963; Diaz-Guerrero et al., 
1946), although such disturbance may be more 
severe during one or other part of the night. 
Thus, although the concepts of ‘initial insomnia’ 
and ‘early morning waking’ remain popular 
and are useful in clinical practice, the distinction 
made by Hinton (1962) between patients who 
obtain more sleep in the first part of the night 
and those who sleep more in the second half of 
the night, and vice versa, would seem more valid. 
The association demonstrated in the present 
study between sleep and nutrition can be 
regarded as mainly one between weight change 
and sleep in the second half of the night. We 
speculate that this might represent some re- 
gression to an infantile sleep-waking rhythm in 
the face of reduced food intake and weight loss. 

A weaker association between weight change 
since the start of the illness and sleep in the last 
few weeks than between weight change in the 
last few weeks and sleep in the last few weeks was 
found, and is to be expected. It is likely that 
changes in sleep would be fairly closely associated 
in time with changes in weight, or vice versa. 
It is probable that in some patients weight 
change since the start of the illness occurred 
early in the illness, there being no change in 
weight in the last few weeks. It is even possible 
that in some cases weight change since the start 
of the illness was associated with a lesser amount 
of weight change in the opposite direction in the 
last few weeks. Although these tables may 
include some patients in whom both weight loss 
and weight gain since the start of the illness 
occurred, patients who reported both weight loss 
and weight gain in the last few weeks were 
excluded from the earlier tables. It is therefore 
somewhat surprising that the association between 
weight change since the start of the illness and 
time of waking in the last few weeks was in most 
cases as close as the association between the 
latter and weight change in the last few weeks. 
The larger number of patients included in the 
former instance is one factor which may account 
for this. 


ASPECTS OF THE RELATIONSHIP BETWEEN SLEEP AND NUTRITION 


A general interpretation of our findings i$ 
made with caution. The overall results 
provide further evidence of the existence of a 
link between weight change and sleep, A thesis 
that weight and sleep changes are bothwariables 
dependent on mood and linked ' primarily 
through disturbance in mood or psychiatric 
state has not generally been borne out in this 
study. The link between weight and sleep was 
shown to transcend the psychiatric diagnoses and 
mood states measured in this study in some 
analyses, although there was a differential 
relationship between diagnosis or emotional 
state and this link. Nevertheless, when an 
association between weight change and sleep 
was demonstrated in one clinical state but not 
another, the association usually operated in 
both directions. The present study, unlike that 
of Crisp et al. (1971), does not provide much 
evidence of a quantitative link between weight 
change and sleep. In conjunction with the other 
studies it does suggest that changes in weight and 
sleep are closely associated in time. Such a 
relationship has been demonstrated in animal 
experimental work, and in the human the 
nature of the diet before retiring to bed is 
thought to affect sleep. Recent work has shown 
that a milk-cereal drink at bedtime reduces 
nocturnal motility (Southwell st al., 1972) and 
increases duration of sleep (Brezinova and 
Oswald, 1972). However, in the studies on 
obese subjects referred to in the introduction, 
sleep changes continued to increase in relation 
to continuing weight loss in a context of a 
standard dietary intake, suggesting an important 
relationship between sleep patterns and the 
basic state of body nutrition. 'The present study 
has not attempted to answer the question of 


' whether the nutritional disturbance promotes 


the sleep disturbance or vice versa. However, 
in the light of the evidence provided above, it is 
also likely in a general psychiatric population 
in which there is weight change and sleep 
disturbance that the nutritional disturbance 
usually promotes the related sleep disturbance. 
This notion is also in agreement with the animal 
experimental literature, in which enforced 
starvation promoted increased activity and 
diminished sleep (Hagamen, 1959; Treichler 
and Hall, 1962; Bolles, 1963). The mecharysm 
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of the link between weight change and sleep 
duration remains obscure. It seems likely that 
the pathway for this link operates through 
centres in the diencephalon in the brain. 


‘ CONCLUSIONS 


In conclusion, it appears that complex psychi- 
atric states involving severe depression and 
anxiety as well as states of unpleasant feeling 
such as sadness are often associated with disturb- 
ances of weight and sleep other than initial 
insomnia. These latter disturbances take two 
main directions: either that of weight gain with 
increased duration of uninterrupted sleep and 
especially later time of waking, or else weight 
loss associated with decreased duration of total 
sleep together with more interruptions of sleep 
and especially earlier waking. These patterns 
may be aspects of the individual’s constitution, 
along with his propensity to become affectively 
or otherwise psychiatrically disturbed. Such 
overall modes of reaction are usually thought to 
arise as a consequence of the interaction of the 
genetic constitution with early life experiences. 
It would seem, for example, that within the 
syndrome of depressive illness there may be a 
bipolar nutritional ‘diathesis’, possibly having its 
origins at least in part in relation to the meaning 
of food as an object at that time in early life 
when affective response patterns are also being 
shaped. It may also be that such a factor be- 
comes increasingly contributed to during deve- 
lopment by the burgeoning significance of 
associated weight and sleep characteristics. 


SUMMARY 


An hypothesis has been tested that sleep 
patterns, especially in the second half of the 
night, in patients presenting with a variety of 
psychiatric disorders and with disorders of 
weight such as anorexia nervosa or obesity are 
related to nutritional factors that transcend 
specific diagnostic and mood states. The present 
report concerns a population of 375 consecutive 
new patient referrals to a psychiatric out- 
patient clinic investigated by standardized 
measures of aspects of their sleep, weight, level 
of nutrition, and psychiatric and mood states. 

A general finding has emerged of a relation- 
ship between weight loss, reduced duration of 
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sleep, more broken sleep and early waking on 
the one hand, and weight gain, longer duration 
of sleep, no broken sleep and later waking on the 
other hand. This finding holds for states of 
severe depression and sadness as well as other 
diagnostic categories. Weight changes bore no 
such direct relationship to the time of getting 
off to sleep, which is found to be more closely 
related to mood states. However, major change 
in body shape is also found to be related to time 
of getting off to sleep. The overall results lend 
further support to the hypothesis, and it is 
suggested that nutritional factors may some- 
times contribute to sleep disturbance presenting 
in a variety of disorders seen in the clinic. 
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Persistent Dyskinesia 


The first three cases of tardive dyskinesia 
were described in a brief communication by 
Schonecker (1957), and in the following ten 
years some 600 new cases were reported in 37 
papers. Since the literature up to 1967 has been 
reviewed by Ayd (1967a) and myself (1968a), 
this communication will deal mainly with the 
publications of the last five years. I will also 
report a few personal observations of the last 
two years, hitherto unpublished. 


FREQUENCY ОР TARDIVE DYSKINESIA 
(LITERATURE 1967-71) 


Since 1967, 60 papers and two workshops 
(1967, 1969) have been concerned directly or 
indirectly with the problem of tardive dyskinesia. 
The number of patients reported in the litera- 
ture of the last five years is approximately 1,200, 
or double that of the previous ten years. (Dupli- 
cations and questionable data are not included 
in this figure.) Some authors have published 
single case reports, while other investigators 
have gathered data on hundreds of patients. 

The incidence of tardive dyskinesia varies 
from one-half of 1 per cent to 40 per cent of the 
populations surveyed by 17 investigators (Table 
I). This discrepancy can be attributed to a 
number of reasons, of which the definition of the 
syndrome, the type of patient population, the 
methods used in obtaining information and, 
above all, the clinical assessment of symptoms, 
play a major role. Some studies reporting a low 
incidence include only cases of oral dyskinesia 
(Dynes, 1970; Lehmann ¢ al., 1970; Turunen 
and Achte, 1967) or extremely severe cases 
(Roxburgh, 1970). The large survey by Hoff 
and Hoffmann (1967) is based on heterogeneous 
populations from 14 institutions, with many 
physicians contributing inconsistent data. (The 
incidence of tardive dyskinesia in this study 
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ranges from o to 8 per cent.) Villeneuve et al. 
(1969) admittedly may have missed a large 
number of patients with dyskinesia because their 
collection of material depended on question- 
naires distributed to several ward physicians, 
and on hospital records which might have been 
incomplete. The study by Eckman (1968) 
provides insufficient information to permit an 
evaluation of his data. Among studies reporting 
a high incidence of dyskinesia, one finds 
Greenblatt’s study (1968) which consists ex- 
clusively of geriatric subjects, and the investiga- 
tion by Kennedy et al. (1971) on patients 
receiving relatively high doses of trifluperazine 
for a number of years. Similarly, two of my 
studies (1968b, 1970) are on patients who for 
six months were treated with large doses of 
chlorpromazine or trifluperazine. Hippius and 
Lange (1970), and Brandon et al. (1971), may 
have also included subjects with motor disorders 
unrelated to drugs, judging from the high 
incidence of motor abnormality in the untreated 
control sample. The same may be true of 
Fann's (1972) study. 

The question has often been raised whether 
the chronicity of a disease and/or institutionali- 
zation with attendant emotional and physical 
deprivation is responsible for motor abnorma- 
lities. Prior to 1967, two surveys (Degkwitz et al., 
1966; Pryce and Edwards, 1966) showed that 
the incidence of dyskinesia in patients with a 
history of drug treatment was considerably 
higher than in similar patients who never were 
exposed to neuroleptic agents. A third study 
(Demars, 1966) failed to detect a difference 
between the two groups. Since then, a number 
of studies comparing abnormal movements in 
treated and untreated patients have appeared in 
the literature (Table I). In nine investigations 
the incidence of tardive dyskinesia was higher 
in the drug-treated than in the non-treated 
sample, but in the survey by Brandon et al. 
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Taste I 
Frequency of dyskinesia in treated and untreated patients (1967-71) 





No. of patients No. of patients 
with % with no 
neuroleptics dyskinesia neuroleptics К 
Brandon (1971) 625 24 285 19 
Сгапе (1967) 182 14 
Crane (1968b) 305 24 
379 5 28 
Сгапе pare} 1278 27 
Crane (unpub.) 926 17 46 
Degkwitz (1967a, b) 1,209 22 912 1:5 
1,500 g I 
Dynes (1970) 1,200 0 8 
Eckman (1 3 
Edwards Pa 184 0 19 
Fann (1972) . 204. 36 
Greenblatt (1968) 52g 39 101 g 2 
Heinrich (1968) 554 17 201 3 
IIO g 2 
Hippius (1970) ii af gs 591 32 137 I4 
Hoff (1967) sh " ке .. 10,000 5 
Kennedy (1971) re za vs 63 5 40 
Lehmann (1970) КЕ as De 350 0 6:5 
Paulson (1968) .. scs oh 2s 500 IO 
Roxburgh (1970) € ss T I20 8 2 
Siede (1967)  .. fe a E 404 g II 235 g I 
Turunen (1967) T "9 eu 400 0 6 
Villeneuve (1969) E Ер En 3,280 0 8 2 
ie o 


о = Oral dyskinesia only. 
g = Geriatric. 
в = Selected. 


(1971) this difference was not statistically 
significant. Two factors may account for the 
authors’ failure to demonstrate a clear-cut 
relationship between neuroleptics and the motor 
disorder. First, the population at risk was de- 
fined as having had three or more months of 
pharmacotherapy. Since most investigators 
agree that dyskinesia seldom develops within a 
year of drug exposure, the drug-treated sample 
may have been diluted by a number of low-risk 
subjects. Second, the authors subdivided their 
sample of dyskinetic patients according to the 
severity of symptoms, but did not provide a 
breakdown by severity in their comparative 
analyses of treated and untreated patients. This 
is unfortunate, because mild and doubtful 
dyskinesias of the mouth (60 per cent in the 
survey) cannot be properly assessed in patients 
with organic brain disorder or dementia. 


Adequate information was provided only for 
14 patients with the most severe dyskinesia. 
Indeed, all 14 patients had a history of drug 
treatment, although in two the appearance of 
symptoms might have antedated the administra- 
tion of neuroleptics. 

One may argue that chronic psychiatric 
patients who do not receive drug therapy in the 
United States, the United Kingdom or Western 
Europe are a selected group, since it is custo- 
mary for such patients to be subjected to chemo- 
therapy at one time or another. On the other 
hand, drugs are seldom prescribed to chronic 
mental patients in Turkish hospitals. There I 
examined some 150 males from wards housing 
chronic, mostly schizophrenic patients. Of those 
who had been given drugs only occasionally or 
never, none manifested symptoms consistent 
with tardive dyskinesia. A sample of Turkish 

t ° 


BY GEORGE E. CRANE 


patients was then matched for age, sex, and 
diagnosis with a heavily treated group from a 
U.S. hospital. The difference between samples 
with regard to tardive dyskinesia was highly 
significant. 

Abnormal movements, however, including the 
characteristic oral-facial syndrome, have been 
known to occur in a variety of physical condi- 
tions (Critchley, 1970). Two French papers 
(Delay et al., 1967; Graux et al., 1969) have 
reported cases resembling those of drug- 
induced dyskinesias, but the patients either 
suffered from massive neurological disease, or 
had been treated with neuroleptics. Appen- 
zeller and Biehl (1967) described ten cases of 
oral dyskinesias in geriatric patients, but their 
symptomatology was different from that of the 
drug-induced condition. A variety of drugs, 
including amphetamines (Brandon ei al., 1971; 
Eveloff, 1968; Mattson and Calverly, 1968) and 
L-Dopa (Papavasiliou et al., 1969); ill fitting 
dentures (Sutcher et al., 1971) ; anoxia (Brandon 
et al., 1971); thyrotoxicosis (Fidler et al., 1971); 
hepatic disorder (Ettinger and Currant, 1970) 
may cause involuntary movements in all areas of 
the body, including the mouth. Except for the 
well-known dyskinesias induced by L-Dopa, all 
these conditions appear to be infrequent. 
Furthermore, motor disorders associated with 
neurological diseases can be easily identified, 
as they have characteristics of their own in most 
instances. Other conditions subside once the 
offending agent is removed or the underlying 
condition is corrected. More problematic are 
the dyskinesias associated with mental disease. 
Recently, Yarden and Di Scipio (1971) have 
reported motor abnormalities in 18 newly 
admitted schizophrenic patients. These patients, 
however, manifested choreiform movements as 
well as the classical mannerisms and stereotypies 
of schizophrenia. Jones and Hunter (1969), 
who made a thorough study of abnormal 
motility in a long-term hospital population, 
found mainly repetitive, semi-voluntary move- 
ments and rituals in the chronic schizophrenics, 
who had never received drugs. 

In conclusion, the high incidence of involun- 
tary movements in drug-treated populations, 
and the relative rarity of such abnormalities in 
similar untreated populations provide com- 
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pelling evidence to indicate that tardive dyski- 
nesia is related to the use of phenothiazines or 
similar agents. 


CLINICAL CONSIDERATIONS 


The bucco-lingual masticatory syndrome and 
the motor abnormalities of the trunk and extre- 
mities were described in great detail by Sigwald 
and Degkwitz prior to 1967 (Crane, 1968a). 
More recently, efforts have been made to pro- 
vide a better clinical definition of these condi- 
tions. At a symposium held in Bethesda, 
Maryland, the use of the terms ‘choreiform’, 
‘myoclonic’, ‘dystonic’ was questioned by Baker 
(1969), and in the discussion that followed most 
participants agreed that the drug-induced 
neuroleptic syndrome has unique characteristics. 
In a study in cooperation with Naranjo (Crane 
and Naranjo, 1971), all neurologic symptoms 
observed in drug-treated patients were sub- 
divided into 16 major categories, and the term 
‘complex dyskinesia’ was used to describe the 
more typical manifestations of tardive dyskinesia. 
A factor analysis yielded three symptom clusters: 
the first consistent with parkinsonism; the 
second with the classical tardive dyskinesia; 
and the third characterized by postural disorder 
and dyskinesia of the upper extremities. In 
England, Kennedy et al. (1971), using com- 
parable analytic methods, have reported similar 
findings. 

Syndromes resembling Huntington's chorea, 
dystonia musculorum deformans, various tics, 
and other degenerative diseases of the basal 
ganglia have been reported also (Crane, 1972a). 
Harenko (1967) described retrocollis as an 
irreversible and fatal complication of neuro- 
leptics in very old patients. Grahmann (1967) 
attributed to drugs a severe brain disorder which 
he called psychopharmacotoxic encephalopathy. 
A case of permanent torticollis was reported by 
Angle and McIntire (1968) in a brain-damaged 
child who took an overdose of various neuro- 
leptics. Postural disorders and dystonias are not 
uncommon in long-term hospital populations, 
but in the absence of adequate clinical records 
the role neuroleptics play in these disorders 
remains uncertain. Á well documented case 
of permanent dystonia attributable to triflu- 
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perazine is described in Appendix I. In this 
unusual case, there was a progression from 
parkinsonism to dystonia. A similar sequence of 
events can be observed in the more common 
forms of tardive dyskinesia. Crane and Naranjo 
(1971) showed that tardive dyskinesia increased, 
while pseudo-parkinsonism diminished, in a 
sample of patients at the end of a six-month 
drug-free period. Further studies have provided 
additional evidence that patients with pseudo- 
parkinsonism are more likely to develop tardive 
dyskinesia as the result of drug withdrawal than 
patients who are neurologically intact (Crane, 
1972b). Similarly, Hippius and Longemann 
(1970), who administered L-Dopa intravenously 
to patients with tardive dyskinesia, observed an 
aggravation of this disorder only in subjects who 
also had parkinsonian features. Degkwitz (1969) 
and Degkwitz et al. (1970), on the other hand, 
could not find a close parallelism between a 
reduction of pseudo-parkinsonism and the 
appearance of hyperkinetic movement when 
neuroleptics were replaced by placebo. The 
data by the German authors were not analysed 
statistically. 

Tardive dyskinesia and pseudo-parkinsonism 
can co-exist, but as a rule patients exhibiting 
severe manifestations of the former seldom show 
the latter syndrome, and vice versa (Heinrich 
et al., 1968; Crane, 1969). 

In conclusion, tardive dyskinesia is a well- 
defined neurological condition which the 
clinician should not have great difficulty in 
differentiating from parkinsonism, naturally 
occurring diseases of the basal ganglia, or func- 
tional psychomotor disorders. Other drug- 
induced conditions resembling diseases of the 
central nervous system seem to occur occasion- 
ally. 


CHARACTERISTICS OF PATIENTS WITH DYSKINESIA 


According to early findings, textbooks, and 
reviews (Duvoisin, 1968; Klein and Davis, 1969; 
Di Mascio and Shader, 1970; Ayd, 1967a 
1967b), tardive dyskinesia is more likely to occur 
in females, in the elderly, and in brain-damaged 
patients. There is considerable disagreement 
regarding these statements in the more recent 
literature. In seven studies (Degkwitz, 1967; 
Heinrich et al., 1968; Kennedy et al., 1971; 
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Turunen and Achte, 1967; Villeneuve et aL, 
1969; Lehmann et al, 1970; Brandon et al., 
1971), females are found to be more frequently 
affected; but according to four other reports 
(Crane, 1968c; Crane, 1970; Hippius and 
Lange, 1970; Fann et al., 1972) they are not, to 
a significant degree. In general, age seems to be 
an important contributing factor to tardive 
dyskinesia, but two authors (Heinrich et al., 
1968; Kennedy et al., 1971) disagree. These 
discrepancies may be due to complex inter- 
actions between drug treatment and the 
characteristics of the populations studied by the 
several investigators. For instance, in a selected 
sample of patients under 56 years of age, I found 
that age was positively related to dyskinesia only 
in subjects receiving very high doses of Stelazine 
(Crane, 1970). Pre-existing brain damage, 
previous treatment with EST, or insulin coma 
do not seem to play a role, according to Green- 
blatt et al. (1968), Heinrich et al. (1968), 
Degkwitz (1969), Brandon et al. (1971), and 
Fann et al. (1972). Edwards (1970), who in a 
previous study (Pryce and Edwards, 1966) had 
reported no difference in this respect between 
brain-damaged and non-damaged patients, 
found a highly significant difference between 
the two groups by using a more refined tech- 
nique of assessing brain disorder and by care- 
fully matching patients for important variables. 

In a survey of approximately 350 patients 
from chronic hospital wards, I made an attempt 
to relate the frequency of tardive dyskinesia to 
age, sex, duration of continuous hospitalization, 
current treatment, and disorders of the central 
nervous system (Crane, 1971b). The only 
variable that was positively related to dyskinesia 
at a high level of significance was age (Appendix 
ID. The findings, however, do not invalidate 
Edwards’ (1970) conclusions regarding pre- 
disposition of brain-damaged individuals to 
abnormal motility, because my definition of 
brain disorder was based on standard diagnostic 
criteria, while Edwards used a more sophisti- 
cated approach. 

In summary, various factors seem to contri- 
bute to the development of tardive dyskinesia in 
drug treatment, but one must agree with 
Brandon et al. (1971) that the use of neuro- 


leptics is not sufficient to cause this complication. 
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ONSET AND EVOLUTION OF SYMPTOMS 


In 1967, Ayd stated that the earliest onset of 
tardive dyskinesia was between three and six 
months after the beginning of drug therapy. 
Subsequent papers have added little to our 
knowledge, of the evolution of this disorder. 
Degkwitz et al. (1967) reported that 9 out of 247 
dyskinetic patients developed overt symptoms in 
less than six months of treatment. In the series 
of Turunen and Achte (1967), dyskinesia be- 
came apparent in two patients who had received 
neuroleptics for only four months. In a sample 
of 28 geriatric subjects, who are particularly 
vulnerable to drug effects, I found the presence 
of moderate dyskinesia in two, six months after 
the beginning of neuroleptic treatment (Appen- 
dix III). In the majority of investigations 
(Degkwitz et al., 1967; Turunen and Achte, 
1967; Heinrich et al.,1968; Lehmann et al., 
1971; Kennedy et al., 1971), dyskinesia has been 
diagnosed in subjects who had been on drugs 
for over two years. These patients may have had 
the disorder long before it was recognized, 
because it is seldom reported in the hospital 
records; hence the necessity of repeated exami- 
nations.* 

Efforts have been made by several authors to 
determine the amount of drug intake which is 
necessary to produce the disorder (Degkwitz and 
Wenzel, 1967; Heinrich et al., 1968; Lehmann 
et al., 1970; Turunen and Achte, 1967; Hippius 
and Lane, 1970; Crane, 1968b; Kennedy et al., 
1971; Brandon et al., 1971). This task presents 
unsurmountable difficulties, because in order to 
properly evaluate the cumulative effects of 
drugs one must take into consideration the types 
of neuroleptics prescribed, the trend of drug 
administration, the continuity of treatment, and 
the use of ancillary medication. It is under- 
standable that the results should have been 
inconclusive. The question whether certain 
neuroleptics are more likely to produce dyski- 


* In a survey of chronic patients, I found that 184 had 
no neurologic symptoms attributable to drugs. One year 
later 18 patients exhibited very definite dyskinesia. The 
records showed that 6 patients had been on neuroleptics 
from 10 to 14 years, 9 for at least 5 years, and g for 3 years. 
Age ranged from 26 to 73. Drug therapy had been con- 
tinuous between assessments. 
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nesia than others is largely unanswered, since 
the majority of patients are treated with a 
multitude of such agents. I know of three 
patients who developed the syndrome (see 
Appendix I) on average doses of trifluperazine 
only. On the other hand, drugs with weaker 
neuroleptic action like thioridazine (Kurland 
and Turek, 1969; and a personal observa- 
tion) and non-phenothiazines like reserpine 
(Degkwitz, 1969) can also produce persistent 
abnormal movements. 

The fact that tardive dyskinesia may be 
present in a latent form while the patient is on 
drugs adds to the problem of assessing the effects 
of drug exposure. This interesting observation 
was made in earlier studies and has been amply 


confirmed by case reports (Kennedy, 1969; 


Roxburgh, 1970) and by systematic studies 
(Degkwitz et al., 1968; Eckman, 1968; Hoff and 
Hoffmann, 1967; Crane and Naranjo, 1971). 
According to recent reports, five to approxi- 
mately 40 per cent of asymptomatic patients 
develop dyskinesia upon discontinuation of 
treatment (Degkwitz et al., 1968; Eckman, 1968; 
Hoff and Hoffman, 1967; Hershon et al., 1972). 

Despite opinions to the contrary (Kline, 1968), 
several publications prior to 1967 have provided 
considerable evidence to suggest that neuro- 
logic symptoms persist after a prolonged drug- 
free period (Crane, 1968a). More recent studies 
have supplied additional data to support this 
contention (Degkwitz, 1969; Dynes, 1970; Lee, 
1967; Singer and Wong, 1970). The period of 
observation after removal of drugs is important, 
because in some cases, particularly in subjects 
under 50, symptoms tend to disappear over a 
period of several months (Degkwitz, 1969; 
Turunen and Achte, 1967) or to diminish after 
an initial increase (Crane et al., 1969). An early 
diagnosis of dyskinesia and subsequent with- 
drawal of medication may also contribute to a 
recovery from the disorder. In a large per- 
centage of patients, however, symptoms are 
unchanged after months or years following dis- 
continuation of all neuroleptics (Edwards, 1970; 
Crane, 19712). 

Less information is available on the evolution 
of dyskinesia in patients who continue to receive 
neuroleptics. In Heinrich’s (1968) follow-up 
study, approximately 40 per cent of patients 
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became symptom-free after 15 months of un- 
changed drug therapy. 

Degkwitz et al. (1966), and more recently 
other investigators (Kennedy, 1969; Roxburgh, 
1970; Klawans and McKendall, 1971), have 
observed that the use of neuroleptics reduces or 
suppresses motor abnormality, which develops 
after drug withdrawal. An increase of dosage 
may have similar effects in dyskinetic patients 
who continue to receive neuroleptics. One must 
keep in mind that phenothiazines and related 
drugs mask overt symptoms, but at the same 
time may increase the patients’ vulnerability to 
such drugs. I had an opportunity to observe 
patients (from two collaborative studies spon- 
sored by the National Institute of Mental Health) 
who had been treated with chlorpromazine and 
trifluperazine at two-dose levels. I found that 
patients who had been exposed to large doses of 
the two agents for six months manifested signifi- 
cantly more dyskinesia than the control subjects 
after they were returned to routine drug therapy 
(Crane, 1968b, 1970). 


OTHER STUDIES 


There are two reports on post-mortem 
findings. Christensen et al. (1970) described 
gliosis in the brain stem of 28 patients with oral 
dyskinesia, but Hunter et al. (1968), found no 
specific lesions in three brains obtained from 
similar patients. By means of stereotaxic pro- 
cedures, Nashold (1969) was able to localize 
the pathology underlying the oro-facial-lingual 
syndrome in the central tegmental region. 
Nashold, who has had considerable experience 
with stereotaxic surgery in this general area 
of the brain for the relief of intractable pain, 
observed a patient complaining of involuntary 
complex facio-oral movements in association 
with painful sensations. This prompted the 
author to produce lesions in the central teg- 
mentum and subthalamic area in a patient with 
similar motor manifestations, which had been 
caused by large doses of chlorpromazine and 
haloperidol. The results were quite satisfactory 
in this and three additional patients with severe 
drug-induced dyskinesias. Thus, the malfunc- 
tioning area seems to lie in the upper brain 
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stem, but so far gross anatomical lesions in the 
brain or its vascular system have been ruled out. 

There have been some interesting specula- 
tions as to the role played by dopamine in tar- 
dive dyskinesia. Biochemical studies have shown 
that there is no deficit of this neuro-hermone in 
patients with tardive dyskinia (Klawans and 
McKendall, 1971; Pind and Faurbye, 1970) or 
with hyperkinetic conditions, like Huntington’s 
chorea (Hornikiewicz, 1968). It has been 
established also that the levels of dopamine in 
animal brains are not lowered by the administra- 
tion of neuroleptics (Pletscher, 1969). Klawans 
and McKendall (1971), among others, have 
suggested that the blockage of receptors by 
phenothiazines causes a phenomenon akin to 
denervation, which in turn produces a hyper- 
sensitivity of specific receptors. This is in keeping 
with the observation that L-Dopa aggravates 
tardive dyskinesia (Klawans and McKendall, 
1971; Hippius and Longemann, 1970) and 
Huntington’s chorea (Barbeau, 1968), while 
alphamethylparathyrosine, which interferes with 
the synthesis of dopamine, may have the oppo- 
site clinical effect (Chase, 1971). Rubovitz et al. 
(1972) have attempted to provide experimental 
support for these theoretical considerations. 
Guinea pigs were treated with chlorpromazine 
for several months and were then injected with 
amphetamine. (This agent provokes stereotyped 
movements by acting directly or indirectly on 
dopaminergic receptors.) Stereotyped activity 
was substantially greater in animals pre-treated 
with chlorpromazine than in controls which had 
not received the phenothiazine. 

These experimental data obviously need 
confirmation. Further long-term clinical obser- 
vations are also essential in order to provide a 
satisfactory and comprehensive explanation for 
the many puzzling features of the drug-induced 
neurological disorders. 


TREATMENT 


Agents that deplete cells of dopamine (reser- 
pine, Villeneuve and Boszormenyi, 1970; Sato 
et al., 1971; tetrabenazine, McCallum, 1970) or 
interfere with its action (alphamethyldopa, 
Villeneuve and Boszormenyi, 1970; Villeneuve 
et al., 1970) have been administered to patients 

. 
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with tardive dyskinesia with apparent success. 
MAO inhibitors (Bucci, 1971) have also been 
used for reasons that are not entirely clear. 
Greenblatt et al. (1970) report trials with peni- 
cillamin, but little information is available on 
the treatment with this substance, which has 
considerable toxicity. Lately, the use of amanta- 
dine has been the object of some controversy. 
Two clinicians (Dynes, 1970; Crane, 1971c) 
observed no therapeutic effects on 31 patients, 
while two groups of investigators (Vale and 
Espejel, 1971; Decker et al., 1971) have claimed 
excellent responses in a total of eight patients. 
Pyridoxine, which promptly controls motor 
disorders due to L-Dopa, was also used in the 
hope that it would be equally effective in tardive 
dyskinesia; the results were entirely negative 
(Crane et al., 1970; Paulson, 1971 ; Dynes, 1970). 

On theoretical grounds there is no justification 
for the use of anticholinergics in tardive dyski- 
nesia, because extrapyramidal hyperkinesias are 
characterized by a preponderance of dopami- 
nergic and not of cholinergic activity. Bordeleau 
et al. (1967) have shown that a shift from 
parkinsonism to tardive dyskinesia may occur 
as the result of anticholinergic treatment. 
Klawans and McKendall (1971) have made a 
similar observation in an elderly female. As 
indicated earlier, neuro-surgery has been used 
successfully by Nashold (1969) in four patients, 
but it is quite clear that this procedure is 
reserved for the most severe cases. A number of 
authors (Degkwitz and Wenzel, 1967; Kennedy, 
1969; Roxburgh, 1971; Carruthers, 1971) have 
advocated the re-administration of neuroleptics, 
particularly thiopropazate, in patients who 
develop dyskinesia following the discontinuance 
of such drugs. Common sense suggests that this 
should be done with extreme caution, because 
the risk of causing further damage to the brain 
is a very real one. Finally, Ayd (1970) forcefully 
recommends that patients be taken off neuro- 
leptics periodically. This procedure is feasible, 
because the psychopharmacologic literature has 
shown that most patients on long-term drug 
therapy do not deteriorate mentally if the 
administration of such agents is discontinued for 
a few days or even several months. Ayd’s 
approach is medically sound, too, because the 
withdrawal of medication may reveal the pre- 
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sence of latent neurological disorder (Crane, 
1972с). 

As Hershon et al. (1972) say, the primary 
concern of the physician should be the preven- 
tion of these side-effects, because ‘once they 
have developed, there is little or no chance of 
reversing the process caused by years of perhaps 
unnecessary and thoughtless medication.’ 


SuMMARY 


This is a review of the literature on tardive 
dyskinesia from 1967 to 1971. The paper is 
divided into the following sections: (a) Reported 
frequency of this disorder in patient samples 
treated with neuroleptics and in samples of 
subjects never exposed to drugs; (b) clinical 
characteristics of tardive dyskinesia and its 
relation to other extrapyramidal disorders; (c) 
factors predisposing to this disorder; (d) onset 
and evolution; (e) anatomical and biochemical 
studies; (f) therapy of tardive dyskinesia. 
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APPENDIX I 


Case Report 

Patient D.L., Jewish, married, with one child, developed 
a psychotic episode with persecutory and depressive 
features at age 34. She received EST with some mental 
improvement, but relapsed and was treated with tri- 
fluperazine in doses not exceeding 12 mg./day on an 
ambulatory basis, Minor neurological symptoms occurred 
at the beginning of treatment, but the first serious extra- 
pyramidal manifestations became apparent some ten 
months after the initiation of drug therapy. These con- 
sisted of blinking, later accompanied by a ‘staring ex- 
pression’, ‘mouth half open’, grimacing, and ‘shaking’. 
A few weeks later, the patient became severely disabled by 
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APPENDIX II* 
Dyskinesia (D) in 398 patients by Age, Sex, Continuous 
Hospitalization, Current Treatment Level (in CPZ Equis.), 
Diagnosis of Organic Brain Disorder (CNS) 


a massive motor syndrome, and this was tentatively 
‘attributed to the use of trifluperazine, The diagnosis was 
substantiated by extensive laboratory procedures which 
seemed to rule out conditions like Wilson’s disease, 
Huntington's chorea, or dystonia musculorum deformans. 

When she came to my attention three and a half years 
after the opset of her symptoms, she exhibited a massive 
postural disorder of the axial musculature, of the upper 


extremities, particularly on the left, and lesser symptoms D D 

in the lower extremities, She could walk without support Age <44 6 120 4°7 
for a few steps, but had obvious difficulty in maintaining —54 9 84 9:7 
a normal postural relation of the trunk or neck to the —65 16 105 19:2 
rest of her body. In certain sitting positions, over-extension +65 19 39 32:7 
ges reek pa mies do ао а № = 29:1, 3 d£ p < оо: 

The lett uipa extremiy майа азн extended рано 55670 Oo M B NE ша 
at the elbow, with inward rotation and a go degree flexion = -6 py 3 43 
of the hand. Efforts to flex her elbow would aggravate all - x VER E std 
symptoms. In addition, there were rotatory movements of Continuous —2 YTB. 6 64 8:6 
the head to the left, tics of the lips, side to side movements hospitalization —5 , 4 67 5:6 
of the chin, and choreic movements in various parts of her —IO › 8 62 11°4 
body. When she opened her mouth on command, а T10 5; 32 155 17:1 


thrust of her tongue became noticeable. Clonic extensory ха = T] 3 ЧЁ na. 


movements as well as tremor of her fingers were almost Current treat- —100 mg. 18 127 19:3 
continuous. Reflexes were exaggerated, with a powerful ment level —400 mg. 23 127 15:3 
clonus on percussion of the left Achilles’ tendon. There was +400 mg. 9 94 8:5 
little change in her condition when she was scen again in y! 2:9, 2 d£ ns 
six months. 

In summary, the picture was one of a severe encephalo- GNS or i 29 a 
pathy with a predominance of dystonic features. The i mud P 1x 7 





diagnosis of drug-induced extrapyramidal disorder was 


based on the complexity of the syndrome, the presence of 
oral dyskinesia, and the sequence of events in the course of 
drug therapy. 


* This is part of a table which was included in a pre- 
sentation at the Annual Meeting of the Amer. Psychiat. 
Assn. (Crane, 1971b). 


APPENDIX III 
Incidence of Tardive Dyskinesia in Three Samples of Patients Over 65 


ne 


I: Never treated 
II: Treated for six months 
IIl: Treated for over 5 years with neuroleptics 


_ с —_—-——————_..————-—-—-—————-—-_—_—_— 


No. of patients 
Current* with dyskinesia 
N Treatment Average Sex M drug Doubtful ———— —— — —— —— 
years level Moderate Severe 
______ ш —-——————-—-—---—-—— 
l ue 25 28 о 73 17 o mg. 2 о о 
П d ^s 28 i 69 7 86 mg. 2 2 о 
ПІ $5 5: 28 +5 71 4 80 mg. 2 4 4 


nnn en ditt 


ж In mg. of chlorpromazine equivalent/day. 
A synopsis of this paper was published in the Octoder 1972 Journal. 


George E. Crane, M.D., Director of Research, Spring Grove State Hospital, Catonsville, Maryland 21220, 
U.S.A. 
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Redundancy, Repetition and Pausing 
in Schizophrenic Speech 


| By GERALD SILVERMAN 


It is a common clinical observation that 
schizophrenic subjects often exhibit abnorma- 
lities of verbal behaviour in both the spoken 
and the written modes. Such abnormalities may 
range from minor idiosyncrasy to gross linguistic 
deviance. Where the linguistic deviance is very 
obvious, this of itself may carry considerable 
diagnostic weight in the overall schizophrenic 
symptomatology. In general, two main questions 
have been asked concerning this phenomenon: 
(a) why do schizophrenics produce abnormal 
language?; (b) what precisely is the linguistic 
characteristic of the abnormality? For mainly 
historical reasons it has been the first question 
which until relatively recently bas received the 
most attention. The past twenty years or so 
have seen a remarkable advance in linguistics 
and its vigorous hybrid, psycholinguistics, 
without which present attempts to analyse and 
quantify language deviance would have been 
impossible. All of this is relevant to question (b). 
Since the beginning of this century, however, 
psychodynamic models and theories have affor- 
ded sufficient frameworks for speculation over 
question (a). Put at their very simplest, sample 
schemata of such speculations might be: 

Schizophrenic language has а bizarreness 
reminiscent of events recalled from dreams. 
Dreams are part of deep, unconscious thought 
processes. Thus bizarre language is a ‘leakage’ of 
such unconscious processes. 

Language deviance impairs communication. 
Schizophrenia is characterized by ‘withdrawal’. 
Impaired communication is a form of with- 
drawal. Similarly, failure to communicate may 
be construed as a feature of ‘defence’. 

Schizophrenic language sometimes sounds 
childlike. Young children and schizophrenics 
exhibit imperfectly constructed language. The 
language deviance of schizophrenia is a reflec- 
tion of ‘regression’. 

Many such schemata have an appeal in 
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seeming to derive logically from certain global 
theories of psychopathology. Careful, objective 
studies of how schizophrenics speak, however, 
make such schemata considerably less comfort- 
able as scientific explanations. 

Thus, an early, empirical assault on the 
notion of 'regression' in schizophrenic speech 
stemmed directly from tackling question (b). 
Cameron (1938) examined language-disordered 
schizophrenics in the use of ‘because’ and 
‘although’ in sentence-completion tasks. Com- 
parison with Piaget's data for children of 
different ages showed that the abnormal schizo- 
phrenic responses were quite characteristic of 
themselves; they did not follow the pattern seen 
in children, and the more disorganized schizo- 
phrenics were not in any way more childlike. 

Psycholinguistic approaches to deviant lan- 
guage tend to take their frames of reference 
from Information Theory, with its essential 
concepts of encoding and decoding, quanti- 
fiable information and noise, channel capacity 
and redundancy. All samples -of speech or 
writing may be regarded as messages for the 
transmission of information and as susceptible 
to analysis within the Information Theory 
model. Such analyses can employ a number of 
different dimensions on which language samples 
may be measured. This offers the possibility of 
constructing correlation patterns and profiles 
which might distinguish between schizophrenic 
and non-schizophrenic language. The present 
study concerns itself with three such measures: 
Cloze Score; Type-Token Ratio; and Pause- 
Speech Ratio. 


Cloze Score 

This was originally introduced as a measure 
of readability (Taylor, 1953), but has since 
been adapted for the study of verbal behaviour 
in psychiatric subjects (Feldstein and Jaffe, 
1963; Salzinger, Portnoy and Feldman, 1964; 
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Moroz and Fosmire, 1966; Honigfeld, 1967). 
For speech, a recording is made which is then 
accurately transcribed. Samples of continuous 
speech transcript, usually 200 words each, are 
prepared for Cloze procedure by the regular 
deletion of every fifth word, each being replaced 
by a blank. Rating of the mutilated texts is by 
a panel of linguistically normal persons who are 
asked to accurately guess and restore as many 
of the deleted words as possible. The Cloze 
Score, CS, for a particular text is the proportion, 
expressed as a percentage, of accurately restored 
words to the total number of words deleted. 
Osgood (1954) has argued that the Cloze Score 
may be regarded as ‘an index of the overall 
correspondence of commonality between the 
language systems of different individuals’. 
Studies have shown it to be a valid reflection of 
the comprehensibility of texts and of the com- 
prehension of raters (Taylor, 1957; Rubenstein 
and Aborn, 1958). Salzinger et al. (1964) and 
Moroz and Fosmire (1966) demonstrated that 
Cloze procedure could differentiate between 
the speech of schizophrenics and non-schizo- 
phrenic controls. All these studies have chosen 
as the method of mutilation the regular deletion 
of every fifth word. Recently the author studied 
Cloze procedure, comparing deletion patterns 
of every fifth word and every fourth word, 
denoted for convenience as Nxs and Nx4 
respectively. The Nx4 technique proved con- 
siderably superior in distinguishing between 
schizophrenic and non-schizophrenic speech 
samples (Silverman, 1972). Regarded in 
Information Theory terms, Cloze Score is an 
empirical measure of redundancy in a message, 
and the technique is closely analogous to that of 
forward and reverse guessing for letters of 
Shannon (1951). 


Туре- Token. Ratio 

For any discrete language sample the Type- 
Token Ratio, TTR, is the proportion of the 
number of different words to the total number of 
words in that sample; it is usually expressed as 
a decimal fraction. In general, the number of 
different words is a logarithmic function of the 
total number of words, the actual function 
being peculiar to the particular sample (Chotlos, 
1944). Thus it is impossible to predict from a 
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sub-sample of ‘n’ words, with known TTR,, 
the value of the TTR for the overall sample 
which might be 1on. Equally, knowing merely 
TTR, a, does not allow prediction of even the 
mean segmental TTR, for the 10 sub-samples 
of size ‘n’. For these reasons the TTR is only 
applicable in comparative studies’ when the 
sample size, in number of words, is kept constant. 
Sample-size is seen to be a crucial matter when 
considering what the TTR actually reflects. 
Logically, the TTR must, in some sense, be a 
function of actual expressive vocabulary diver- 
sity, and possibly of overall vocabulary store or 
knowledge, though these are not synonymous 
with one another. The rate of recruitment of new 
words to a continuous sample of language is 
a negatively accelerating function of the size of 
the sample; with very large samples the rate is 
asymptotic to zero. With smaller samples the 
TTR will also reflect the degree to which words, 
and sequences of words, are repeated. For very 
large samples, since recruitment of new words 
approaches zero, so repetition will virtually 
cease to affect the TTR. For very small samples 
the TTR may be expected to become, again, 
relatively insensitive to certain types of repeti- 
ton. The values which determine this lower 
limit will depend both upon the size of the 
linguistic units that are repeated and the 
periodicity of repetition. Fairbanks (1944), study- 
ing speech transcripts of overall sizes of 3,000 
words, calculated the mean segmental 100 word 
TTRs for the 30 sub-samples of roo words 
each. Ten schizophrenic subjects were clearly 
distinguished by their lower TTRs from ten 
controls; the difference was statistically highly 
significant. Hammer and Salzinger (1964), 
studied four matched pairs and found the overall 
TTRs for goo-word samples to differentiate 
consistently between schizophrenics and con- 
trols. In another study, however, Salzinger, 
Portnoy and Feldman (1964) calculated roo- 
word TTRs on speech transcripts from 13 
matched pairs and found no statistically signi- 
ficant difference. Criticism of this latter study 
will be postponed until the discussion. 


Pause-Speech Ratio 
It is now known that the continuity of ‘con- 
tinuous’ speech is in fact an illusion. Thé spon- 
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taneous flow of ongoing speech is continually 
"being interrupted by ‘pauses’ of durations 
greater than 0-25 secs. and mostly less than 
3:00 secs. Experimental evidence supports the 
view that these pauses are largely unrelated to 
either syntax or articulatory shifts (the latter 
being associated with much shorter hesitations) 
but that they are associated with the Informa- 
tion content of the immediately subsequent 
utterance (Goldman-Eisler, 1958). The overall 
Speech Rate (words per minute) is determined 
by both the Articulation Rate, AR (syllables per 
minute between pauses) and the Number and 
Duration of Pauses. The Pause-Speech Ratio, 
P/S, is the ratio of ‘pause time’, totalled over all 
pauses greater than 0:25 secs., to time involved 
in actual vocalization. Goldman-Eisler has 
shown that P/S for an individual speaker 
increases as the cognitive complexity of the 
utterance increases (Goldman-Eisler, 1968). 


Tue Present Srupv 
Hypothesis (1) 

A significant part of the reduced redundancy, 
as reflected in low Cloze Scores, found in schizo- 
phrenic language is due to inappropriate repetition 
of words or groups of words. This is consonant 
with the generally lower TTRs and Cloze 
Scores for transcripts of schizophrenic speech. 
Reduction in redundancy could be the result of 
dislocation of normal sequential patterns and 
lowering of transition probabilities between 
words. It is predicted, therefore, that there 
should be an appreciable correlation between 
Cloze Scores and TTRs. 


Hypothesis (2) 

Pausing can be conceived of as an inter- 
mittent feedback delay operation allowing the 
momentum of semi-automatic speech genera- 
tion to be halted while information is processed 
for the appropriate planning of subsequent 
utterance. Failure to pause might well lead to 
inappropriate verbal progressions and these 
contain verbal material which is still ‘fresh’ in 
the generative pool. It is predicted, therefore, 
that where language is most disturbed the P/S 
should be lowest and that this measure should 
correlate appreciably both with CS and TTR. 
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METHOD 
Subjects were tape-recorded for spontaneous 
speech during interviews designed to elicit 
monologues requiring as little prompting as 
possible from the author, All subjects were aware 
that the purpose of the interview was experi- 
mental and that their speech would be recorded 
but that its content would be confidential. 
Topics of speech were encouraged which 
wherever possible were irrelevant to any psychi- 
atric illness. Accurate verbatim transcripts were 
made of subjects’ speech and treble-checked for 
initial inaccuracies. It was initially planned to 
extract two, separate, 200-consecutive word 
monologue speech samples. In 7 of the 15 
subjects only one such sample was obtainable. 
The sample texts were mutilated each in two 
different ways; by the regular deletion of every 
fourth word and similarly of every fifth word. 
Thus each sample text provided two different 
mutilated texts, Nx4 and Nxs types respect- 
ively. As in other studies, numbers and proper 
names were not deleted and no punctuation or 
capitals added. Deleted words were replaced by 
blanks of invariant length. Each of the four 
raters eventually received a copy of every 
mutilated text, not less than two weeks inter- 
vening between one mutilation being filled in 
and returned and the other mutilation of the 
same text being submitted for any individual 
rater. This was to limit memory effects. The 
presentation order of Nx4 versus Nx5 mutila- 
tions and the order of texts across subjects were 
randomized. The raters comprised three non- 
patient volunteers and one psychiatric out- 
patient diagnosed as anorexia nervosa in 
remission. The average age of the raters was 
33:8 years (19-49), which was not significantly 
different from that of the total subject group. 
Cloze Scores were calculated for each individual 
rater for each mutilated text, 25 at Nx4 and 
23 at Nx5. Average ‘panel’ scores were then 
calculated from these results for each text at the 
two deletion patterns, CSNx4 and CSNxs. 
Type-Token Ratios were calculated on the 23 
samples for the overall 200 words; ie. the 
denominator in the ratio is 200. The criteria 
for decisions about identity of words were 
broadly those of Fairbanks (1944); words 
considered identical had to be the same in 
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spelling, sense, and part of speech. Different 
inflections of the same root counted as different 
words, as did plurals versus singulars of the 
same root. Pause-Speech Ratios were obtained 
from the recorded tape of each sample of 200 
words. Calculations of durations were made 
from the commencement of actual utterance of 
the first word in the sample up to the finish of 
vocalization of the last word. The tapes were 
played, for this purpose, through a speech- 
pause discriminator based upon the circuit in 
Goldman-Eisler (1968) which fed into a con- 
ventional ECG machine to provide a permanent 
visible record with time markings. 


SUBJECTS 

For the purpose of the study the fifteen sub- 
jects studied were considered as belonging to 
one of two categories: (1) ‘actively schizo- 
phrenic’; showing obvious schizophrenic symp- 
toms with some degree of clinical thought 
disorder, and (2) ‘others’; showing no schizo- 
phrenic symptoms at the time of the experi- 
ment. The categories were constituted as 
follows: 


(1) ‘Actively schizophrenic Numbers 
Chronic schizophrenic a 2 
Acute schizophrenic ©З 4 
Schizo-affective — .. “ч 2 

8 

(2) ‘Others’ 

Remitted schizophrenic 3 
Endogenous depression I 
Anorexia nervosa I 
Non-patients 2 

7 


The average age of Group (т) was 31:1 years 
(19-35) and of Group (2) 39-0 years (19-52). 
The age difference between the two groups is not 
statistically significant (t = 1°52, d.f 13, P > 
0:1). There were two males in Group (1) and 
one male in Group (2). All were born and 
educated in Britain with one exception (end. 
depression) who was born in France but English 
educated. 
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RESULTS 

The average ‘panel’ Cloze Scores for all texts’ 
with mutilation patterns Nx4 and Nx5 are 
shown in Table I. It is immediately obvious 
that those for Group (1) subjects are generally 
lower than for Group (2). In a previqus study 
based only on first 200-word samples (for strict 
comparability) using the same speech material 
except for Subject No. 5 (excluded at that time 
because of a possibly organic element in the 
diagnosis, since shown not to be the case), 
analysis of variance of individual scores showed 
these to be lower, in the Nx4 situation, for 
Group (1) at a high level of statistical signi- 
ficance (Р < o:oo1). For Nx5 the difference 
was still significant though less so (Р < 0:05) 
(Silverman, 1972). The inclusion of Subject 
No. 5 does not disturb this overall pattern. 
Kendall's Concordances were calculated for the 
raters across all texts and found to be very 
high; for N x4, W = 0:78 (= x = 68:69, 
d.f. 22, Р < o-oor) and for Nx5, W = 0°81 
= oy! = 71:28, d.f. 22, P < 0-oor). Inspection 
of Table I also shows the generally lower TTRs 
for texts from Group (1) compared with Group 
(2), with the marked exception of Subjects Nos. 7 
and 8. Before further analysis of the results 
special consideration must be given to these 
subjects, diagnosed by the consultant psychiatrist 
in charge as ‘schizo-affective’. In fact the clinical 
picture in each of these two subjects was consi- 
derably closer to hypomania than schizo- 
phrenia. Briefly, Subject No. 7 showed con- 
siderable ‘flight of ideas’ and at times the thread 
of conversation became entirely incompre- 
hensible. She was obviously elated with delu- 
sional grandiosity. There had been six previous 
attacks of a similar nature and intensity in the 
past twenty years. She had never suffered 
auditory hallucination. Between attacks her 
affect was warm and her personality extravert. 
Subject No. 8 was garrulous and grandiose but 
also rather paranoid in a querulous fashion. 
‘Flight of ideas’ was prominent, but she was 
never incomprehensible. In this illness there 
was no evidence at all of auditory hallucination. 
She had suffered two similar illnesses in the 
past eight years; only for the first illness was 
there a mention in her case-notes that she 
‘appeared hallucinated'; she denied ever having 
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TABLE I 
Values for all 200-word texts/utterances of all subjects on the following measures: Cloze Score using fourth (CS, Nx4) 
and fifth (CS, Nx5) word deletion; Type-Token Ratio (TTR); Pause-Speech Кайо (P/S) 
(All values of the TTR have been rounded to two decimal places) 














Subjects Texts CS, Nx4 CS, Nx5 TTR P/S Diagnoses 
Group (1) 
I. i 38:5 55:0 0°35 0:580 AS. 
n ii 48:8 50:0 0°40 0:746 
2 i 49:3 60-0 0°43 0:7 A.S. 
Е ii 38-0 52:8 0°39 0:912 
3 i 59°8 70:0 0°43 0:034 A.S. 
» ii 58:5 60:2 0:40 0:720 
4 i 47:0 64:5 0:44 I-02! G.S. 
5 i 56:5 70:0 0:41 0:840 A.S. 
6 i 89:3 5475 0:40 1:055 GS. 
» ü 42:5 48:5 0:40 1:780 
7 i* 37-8 50:5 0:58 0:516 S-A. 
» ii* 46-0 :8 0°53 0'492 
8 i* 31:5 38-0 0-48 0:427 S-A. 
Group (2) 
9 i 62:5 73:3 0:48 o:884 RS. 
10 i ʻo 70°3 0:47 o:8o1 R.S. 
3 ii 55*5 60-8 0:48 0:884 
II i 67:0 66:0 0°61 1:357 R.S. 
12 i 70:5 71:3 O'5I I'2II E.D. 
е ü 63-0 76:5 0:51 1:081 
19 i 59-0 64-8 0:46 1°091 М.Р. 
14 і 49:8 57:0 0°50 0:738 N.P. 
15 і 70:3 79:5 0:46 des A.N. 
5 i 70:0 66-0 0:46 0-980 
Key to diagnoses: 
A.S. = acute schizophrenia С.5. = chronic schizophrenia 
S-A. = schizo-affective disorder R.S. = remitted schizophrenia 
E.D. = endogenous depression N.P. = non-patient 


А.М. = anorexia nervosa. 


* Note the paradoxically high values of TTR with low CS values and very low P/S values in subjects 7 


and 8 who were probably hypomanic. 


been hallucinated. Both of these subjects showed 
no characteristic ‘schizophrenic deficit between 
illnesses. Turning to the Pause-Speech Ratios 
for Subjects Nos. 7 and 8, these are seen to be 
very much lower than the values obtained in 
all other subjects (Mann-Whitney U, P < 
0:002; two-tailed). Type-Token Ratios how- 
ever are high even compared with Group (2) 
TTRs and very much higher than all other 
Group (1) TTRs (P < 0-002; two-tailed). 
Cloze Scores are among the lowest of texts in 
the Group (1) subjects, reflecting a low re- 
dundancy. For these reasons, namely very low 


Cloze Scores and very low P/Ss associated with 
very high TTRs, it was thought reasonable to 
regard subjects 7 and 8 as belonging to a 
category apart from the other psychotic mem- 
bers of Group (1); they were therefore excluded 
from calculations of rank order correlations 
between Cloze Score and Type-Token Ratio. 
The values of Spearman’s Rank Order Correla- 
tion Coefficients which were obtained are set out 
in Table II. At this stage it should merely be 
noted that taking all texts together is not strictly 
admissible and that it also obscures the con- 
siderable differences in the results for first texts 
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'TABLE II 


Spearman Rank Order Correlation Coefficients between 
Cloze Score and Type- Token Ratios for both fourth word 
deletion method, Nx4 and fifth word deletion method, 
№. All significances are one-tailed. 
(Correlation coefficients are based on values of 
TTRs before rounding of the third decimal place; 
the formula employing correction for tied results 
has been employed throughout.) 








All* texts 
CSNx4xTTR rho= (=t=4'53, P<o-0005 
0°73 d.f. 18) 
CSNx5xTTR гһо= (=t=3°45, P«0:005 
0:63 d.f. 18) 





First 200 word texts 





CSNx4xTTR rho= (=t=3-07, P<o-o1 
0:68 df. 11) 

CSNx5xTTR гһо= N.S. 
0-41 





Second 200 word texts 
(N=7) 
(N=7) 


CSNx4xTTR — rho— P«o-05 


0:74 
QSNx5xTTR rho= Рр <0:05 
0:77 





* All subjects excluding Nos. 7 and 8. 


between the CSNx4 and CSNx5 methods. 
Comparing Pause-Speech Ratios for first texts 
only, between Groups (1) and (2) (excluding 
subjects 7 and 8), no significant difference is 
found (Mann-Whitney U test; Р > 0+1, one- 
tailed) and there is no significant correlation 
between P/S and Cloze Score. 


DISCUSSION 


Salzinger, Portnoy and Feldman (1964) could 
find no significant rank order correlation 
between Cloze Score and TTR in thirteen 
schizophrenic subjects. The seeming contradic- 
tion that this finds with the results of the present 
study might well be considered to arise out of 
methodological differences. Firstly Salzinger 
et al. used only the fifth word deletion technique. 
On the basis of a previous analysis of Cloze data 
(Silverman, 1972), this would be expected 
to be a considerably less sensitive technique for 
studying schizophrenic language deviance than 
the Nx4 method. This is borne out in the 
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results for correlation of first texts where, 
CSNx4 x TTR is very significant (Р < 0:01), 
and CSNx5 x TTR not significant even at 0:05 
(the level stipulated by Salzinger et al.). 
Secondly, roo-word T'TRs were calculated in 
the other study. It has already been pointed out 
(see Introduction) that below a certain sample 
size the TTR might be expected to be less 
sensitive to the effects of repetition. The choice 
of 200-word overall TTRs in the present study 
may well have given enhanced sensitivity. The 
200-word sample size seemed especially appro- 
priate since Chotlos (1944) demonstrated that, 
for written language, the influence of 'intelli- 
gence’ on TTR is very small for sample sizes 
below 300 words. A rather more serious 
criticism of Salzinger et als study concerns the 
considerable ethnic diversity of their subjects. 
Hammer and Salzinger (1964) showed that in 
their population of subjects ethnicity was the 
factor which had much the greatest influence 
on the value of the TTR. Salzinger ei al. further 
admit that in their ‘matched’ pair comparison 
of TTRs, matching for ethnicity was not 
always achieved. The non-significant Wilcoxon 
T might well be attributable to this failure in the 
most crucial area of matching. 

Use of the more discriminative fourth word 
deletion technique lends considerable support to 
Hypothesis (1); that excess, inappropriate 
repetition and reduced redundancy are associa- 
ted and that the former may be causative of the 
latter in schizophrenic language. Hypothesis (2) 
is not supported as it stands. Only the two 
probably hypomanic subjects show significantly 
lower P/S values. Since TTRs are paradoxically 
high for these subjects it might be conjectured 
that reduced pausing leads to a failure in 
monitoring speech for inappropriate verbal 
associations which are normally inhibited; it 
would be rash, however, to assume this as the 
case on the present data. A reasonable observa- 
tion, however, is the very different pattern of 
language deviance seen in these subjects from 
that in the ‘true-bill’ schizophrenics. The 
detrimental consequences of decreased redun- 
dancy and added ‘noise’ (repeated elements; 
associative intrusions) on decoding function in. 
the listener must be considerable. It is not 
surprising that comprehensibility and com- 
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- munication are impaired and that this charac- 
terizes many schizophrenics. A fuller discussion 
of the impairment in decoding is to be found in 
Silverman (1972). Perhaps the most important 
finding to emerge from the present study is the 
rarity df careful psycholinguistic analyses of 
schizophrenic speech and that methodology in 
this field is still open to much refinement and 
exploration. 


SUMMARY 


Speech samples from actively schizophrenic 
and other subjects were studied by Cloze 
procedure using both the customary fifth word 
deletion method and a more sensitive method 
of fourth word deletion. With the latter tech- 
nique a very significant correlation was found 
between Cloze Score and Type-Token Ratio. 
The result supports the view that inappropriate 
repetition of verbal material may be causatively 
related to reduced redundancy and compre- 
hensibility of schizophrenic speech. Two hypo- 
manic subjects showed atypically high Type- 
Token Ratios and low Cloze Scores, and also 
very low Pause-Speech Ratios, suggestive of a 
quite distinct type of language disturbance. The 
other, actively schizophrenic, subjects did not 
show the hypothesized low values for Pause- 
Speech Ratio. The implication of differences 
in methodology as crucial in this field of study is 
discussed with reference to the work of other 
authors. 
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Drinking Experience versus Personality Factors as Predictors 


М of Tolerance for Alcohol 


By BARBARA J. POWELL, DONALD W. GOODWIN and DAVID BREMER 


It has been demonstrated that experience 
with alcohol leads to a decrease in its beha- 
vioural effects (Jellinek, 1960). There is also 
evidence that personality factors affect tolerance 
for alcohol; for example, psychological adjust- 
ment (Vogel, 1958), extraversion (Drew, Colqu- 
houn and Long, 1958) and field dependence 
(Smith and Carpenter, 1966) have been re- 
ported to be associated with alcohol effects. 

The present study compares the relative 
effectiveness of personality variables as against 
drinking history in predicting cognitive and 
motor performance under alcohol and non- 
alcohol conditions. 


MeTHOD 

Subjects. The subjects were 48 male medical 
students (mean age = 23 years) paid to participate 
in a study which they were told might involve 
drinking alcohol. 

Procedure. Subjects were first administered Form A 
of the Eysenck Personality Inventory (Eysenck and 
Eysenck, 1963), which yielded scores for extraversion 
and neuroticism. Field dependence was assessed 
with the first 12 figures of the Embedded Figures 
Test (EFT), using the procedure described by Witkin 
(1950); the subject’s score was mean number of 
seconds to solution time for the 12 figures. Subjects 
were then given a psychiatric interview, and on the 
basis of their verbal report regarding quantity and 
frequency of alcohol intake were rated on a five-point 
scale designating ‘light’ to ‘heavy’ drinking behaviour; 
for example, those who drank once a month or less 
and had never been drunk received a score of ‘1’ 
while reports of drinking 3-4 times weekly and of 
having been drunk frequently were scored ‘5’. 
Additionally, subjects were asked whether or not 
they had ever experienced an alcoholic ‘blackout’ 
(amnesia associated with drinking). 

Subjects were randomly assigned to either an 
alcohol or non-alcohol group (24 per group). Those 
in the alcohol group consumed 8-10 oz. of 80 proof 
vodka (1:2 mg./kg. of body weight) diluted in a soft 
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drink within а 60 minute period. Non-alcohol 
subjects consumed equivalent amounts of the soft 
drink. 

Following alcohol ingestion, subjects were presented 
with four tasks which measured complex avoidance 
learning, verbal rote learning, word associations and 
simple motor performance. The tasks, which took 
approximately 30 minutes to complete, are described 
below. 

Complex Motor Learning (Avoidance). Four patterns 
of lights were randomly presented. Each could be 
extinguished by a specific switch controllable by 
hands or feet. Incorrect responses resulted in pre- 
sentation of a noxious tone. Performance measures 
were (a) the number of errors made before obtaining 
20 correct responses and (b) latency of right responses 
minus latency of wrong responses (R-W). The latter 
measure was considered to reflect a type of ‘risk- 
taking’ behaviour, in that persons who responded as 
fast on wrong responses аз on correct ones were 
considered to be less cautious. 

Rote Learning (Verbal). This involved memorizing 
four five-word ‘sentences’ of varying meaningfulness 
(normal sentence, anomalous sentence, anagram and 
word list) according to the method of Marks and 
Miller (1964). The score based on position as well as 
accuracy, was the average number of errors in recall. 

Word Association Test. Subjects were given ten words 
of low association value (butterfly, cheese, memory, 
comfort, salty, people, whistle, trouble, yellow, 
cabbage) (Palermo and Jenkins, 1964) and asked to 
respond with the first word which came to mind. 
These associations were rated by five judges for 
appropriateness; e.g. a response of think to memory 
was considered an appropriate response while knife 
to memory was rated as an unusual response. Agree- 
ment of four of the five judges determined a rating of 
‘unusual’. 

Simple Motor Learning. Subjects were given twelve 
go-second trials on a triangular pattern of a Pursuit 
Tracker (Model 116A, Research Media, Inc., 
Syossett, N.Y.). The speed was 50 r.p.m., with a 
15-second intertrial interval. Scores were in mean 
number of seconds off target. 
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TABLE I 
Correlations of subject variables with task variables in alcohol (Alc) and sober (S) states 

















Personality Experience 
T EFT Extraversion — Neuroticism History Blackouts 
Nee ee ы ыт 

ALG 5 ALC S ALC S ALC S ALG S 
Word assn. (unusual) 24 —:22 —'13 —:01 —:24 04 —0:9 —:05 —-:47*  -c40* — 24 
Rote (errors) e 24 *20 02 —:05 —:07 9 —*3I —:01 —:27 9 —:06 
Simple motor (errors) 24 -00 ‘90 —:39* +24 —'20 —'I4 —'39* 34 — "24 +18 
Complex motor (errors) 20 06 20 — +38 "03 — 15 — "16 08 —:07 —:47* 27 
Risk taking ‚. 20 —18 +24, 00 —'38 — +15 -28 “46* — :41% 27 20 





* р < +05. 


motor behaviour and risk 


** Number of subjects per oe (4 subjects were too intoxicated to complete the task measuring complex 
taking 


RESULTS AND [18005810№ 

The relation between drinking experience, 
personality and task performance was assessed 
by Pearson Product Correlations (Table I). 
Better simple motor performance under alcohol 
was associated with extraversion; however, the 
other personality measures bore little relation- 
ship to task performance regardless of alcohol 
condition. On the other hand, information 
pertaining to previous use of alcohol, i.e. drink- 
ing experience and blackouts, was related to 
performance on four of the variables. More 
experienced drinkers tested in the alcohol 
condition had better simple motor performance 
than relatively inexperienced drinkers (r = 
—*89, p < °05) and engaged in less risk-taking 
behaviour (r = +46, p < -05). 

One-third of our subjects had reported experi- 
encing blackouts on one or more occasions; none 
of these were alcoholic. Although blackouts and 
drinking experience were significantly correlated 
(r = +37, р < +05), they were not invariably 
associated, suggesting that even non-alcoholics 
who drink infrequently may experience black- 
outs after consuming fairly large amounts of 
alcohol. With alcoholics, however, blackouts 
occur primarily when there has been consump- 
tion of large amounts of alcohol over a period of 
several days (Goodwin, Crane and Guze, 1969). 

Subjects with a history of blackouts were more 
likely to give bizarre or unusual responses to 
stimulus words in the Word Association task 
when drinking (г = :40, p < :05), but tended 
not to give such responses when sober (r — 


—':24, p < 10). This result is somewhat 
consistent with the notion that blackouts ‘reflect 
a dissociation of outputinsofar as the behavioural 
response is minimally controlled by and subse- 
quently inaccessible to conscious awareness' 
(Mello and Mendelson, 1969). It would be 
interesting to see "whether unusual word re- 
sponses made while drinking predicted black- 
outs rather than vice versa. 

One conclusion is that a relatively short 
résumé of drinking history is a better predictor 
of tolerance to alcohol than are more time- 
consuming psychological tests. 
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A Psychological and Physiological Evaluation of 


the Effects of Intravenous Diazepam 


By DESMOND KELLY, ROBERT PIK and GHAR-NIE CHEN 


Intravenous diazepam is widely used both in 
general medicine and in psychiatry. It is used 
to produce sedation in psychiatric emergencies 
and to enhance systematic desensitization; it is 
also employed in the treatment of drug-induced 
dystonic reactions, status epilepticus and teta- 
nus, and as an anaesthetic agent. Its property 
of relieving severe muscle spasm has been 
utilized to treat patients suffering from ‘stiff-man 
syndrome’. 

To test the tranquillizing properties and the 
psychological and physiological effects of diaze- 
pam, 15 anxious patients assessed themselves by 
the Clyde Mood Scale (CMS), which has been 
designed to ‘measure changes in human 
emotions and behaviour produced by drugs’ 
(Clyde, 1963). Ratings of anxiety (observer and 
self-ratings) were also employed, and a variety 
of psycho-physiological measurements were 
made. These included forearm blood flow, heart 
rate, skin conductance, finger pulse amplitude, 
respiration and blood pressure. 

A group of 5 normal controls was also 
examined to see what psychological or physio- 
logical effects were produced by i.v. diazepam. 
This was of peripheral interest, and since a 
comparison between patients and non-anxious 
people was not the purpose of the study the 
controls were not matched. 


METHOD 

Patients 

Fifteen psychiatric in-patients at Atkinson Morley’s 
Hospital, who all complained of high degrees of 
anxiety, were selected. There were 6 male and g female 
patients, with a mean age of 33°5 years (S.D. 11-2), 
and except for night sedation they had been drug-free 
for 48 hours. The diagnostic categories were as 
follows: chronic anxiety neurosis (I.C.D. 300-0), 
nine patients; phobic neurosis (300:2), five; obses- 
sional neurosis (300:3), one. Their mean scores on 
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The Middlesex Hospital Questionnaire (MHQ; 
Crown and Crisp, 1966) were as follows: Free- 
floating Anxiety 11:9 (S.D. 2-4), Phobic Anxiety 6-9 
(S.D. 3-5), Obsessionality 10:1 (S.D. 2:5), Somatic 
Complaints of Anxiety 7-7 (S.D. 4:3), Depression 9:9 
(S.D. 3:6), and Hysterical Personality Traits 6:4 
(S.D. 2:5). 


Controls 

A group of 5 controls, who had never had psychi- 
atric treatment, were selected. There were 2 male and 
3 female subjects, with a mean age of 24:0 years 
(S.D. 2:9). Their МНО, scores were as follows: 
Free-floating Anxiety 6:6 (S.D. 1-8), Phobic Anxiety 
2:0 (S.D. 2:5), Obsessionality 5:8 (S.D. 3-1), 
Somatic Complaints of Anxiety 1:4 (S.D. 0-6), 
Depression 3:4 (S.D. 2:3) and Hysterical Personality 
Traits 7:6 (S.D. 3-3). 


Procedure 


The subjects were asked if they would agree to 
take part in the investigation of a well-established 
medication. They were told that they would be given 
an injection, and that physiological recordings would 
be made. 

The subject completed the MHQ and CMS, and 
then relaxed on a comfortable bed in a quiet labora- 
tory, while the recording apparatus was applied. He 
was then asked to rate himself on an anxiety scale, 
with ‘o’ corresponding to complete relaxation and 
‘то’ to a life situation in which maximum tension or 
anxiety had been experienced, to quantify his sub- 
jective feelings of anxiety at three minute intervals 
throughout the procedure. Objective ratings of 
anxiety were made by the investigator who gave the 
i.v. injection (С.С.), using the same о—то scale. This 
assessment was made at similar intervals, prior to 
enquiry about the subjective state. The physiological 
recordings were made and scored by R.P. 

There was a ‘pre-injection’ (PI) adjustment period 
of 5 minutes, during which the blood pressure was 
taken, followed by an ‘injection’ period (I) of one 
minute, during which the skin was prepared and a 
needle inserted into the left antecubital vein. Diaze- 
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pam solvent was then infused as a placebo (P), ata 
steady rate for 10 minutes, and the subjects were then 
‘stressed’ by asking them to name British Prime 
Ministers in retrograde order. The ‘Prime Minister 
Stress’ period (PS) lasted one minute, and the subject 
was harassed and asked to answer as speedily as 
possible while a metronome was beating at a two per 
second rate. Without the patient’s knowledge, the 
syringe of diazepam solvent was then changed to one 
containing diazepam, and 10 mg. (patients) or 5 mg. 
(controls) infused at a steady rate during the next 
10 minutes—the ‘Diazepam’ period (D). Immediately 
after the diazepam infusion, the subject was stressed 
with mental arithmetic (S), while being harassed to 
keep up with the metronome for one minute. The 
mathematical task varied from serial 17 subtractions 
from 393, to serial subtractions of 7 from тоо, 
depending on the arithmetic competence of the 
patient. On completion of the task, the needle was 
removed from the vein, and there then followed a 
post-diazepam rest period of 29 minutes: 1-10 min. 
R1, 10-20 min. К. and 20-30 min. R5, during which 
physiological measurements were made and anxiety 
ratings recorded. The blood pressure was taken 
during К, and Кз. 


Summary of time scale in minutes 
Pre-injection (PT) 


Injection (T) .. 5 а t 1 
Placebo (P) .. e КЕ a IO 
Prime Minister Stress (PS)... ©.. I 
Diazepam (D) ix ze 5% 10 
Stressful Mental arithmetic ($) .. I 
Post-diazepam Rest R, T he 9 

Ra "E a 10 

R3 oe oe IO 


After completion of the procedure, the recording 
apparatus was disconnected and the patient com- 
pleted the Clyde Mood Scale again. 


Apparatus 
Forearm blood flow 

A mercury-in-rubber strain-gauge was placed 
round the right forearm, 8 cm. below the lateral 
epicondyle on a line between that point and the head 
of the radius. The technique of intermittent venous 
occlusion plethysmography has been described 
previously, using a water-filled plethysmograph 
(Kelly, 1967). The advantages of a strain-gauge have 
been discussed by Whitney (1953). During recordings 
an arterial occlusion cuff at the right wrist was 
inflated to 200 mm. of mercury, to exclude hand blood 
flow from consideration. The arterial cuff was released 
for go seconds every 10 minutes to allow blood to 


enter and leave the hand. During this period the. 
hyperaemic tracings were discarded. The venous 
collecting cuff on the upper arm was inflated auto- 
matically for 1o seconds every 30 seconds to a 
pressure of 60 mm. of mercury. A solenoid-operated 
valve in the system ensured prompt inflation and 
deflation of the cuff. The tracings were recorded on a 
4-channel polygraph (Type 8S rectilinear ink writing 
oscillograph San-ei Instrument Co. Ltd.), using an 
internal pressure carrier amplifier (1212). То cali- 
brate the strain-gauge, it was removed from the arm 
and stretched until the tension brought the pressure 
carrier amplifer indicator back to the point of 
balance. This ensured that the tension in the strain- 
gauge in situ on the arm, and on the bench were the 
same. The gauge was then stretched by 1 mm. and 
the polygraph pen deflection measüred. The cir- 
cumference of the arm at the site of application was 
known, so the absolute values of forearm blood flow 
could be determined in ml./100 ml. of forearm/min. 


Heart rate and finger pulse amplitude 

These were recorded with a photoelectric trans- 
ducer and pulse meter (2D11B). The pick-up was 
placed over the ball of the index finger of the left 
hand and held in place with Velcro fastening. The 
amplitude of the finger pulse trace on the polygraph 
paper was measured in mm. 


Skin conductance 

Tetra-polar lead electrodes and skin conductance 
unit of the type used by Lader (Lader and Wing, 
1966) were employed with a D.C. 1103 amplifier. 
A constant current of 10 micro amps was passed 
through the subject via the annular elements of the 
electrodes. The active site on the ball of the left 
thumb was masked before the electrode was applied, 
and the inactive electrode placed below the lateral 
epicondyle of the left humerus. The skin resistance was 
measured in kilohms (K) every minute and con- 
verted to conductance units, micromhos (simens). 
The number of spontaneous fluctuations per minute 
in excess of 1 K at a level of тоо К basal resistance 
were counted. A criterion table was used with the 
criteria ranging from 0:16 К at 20-25 K basal 
resistance, to 3:3 K at 450—500 К basal resistance 
(Lader, 1970). 
Respiration 

Respiration rate was determined with a thermistor 
(type EO-10017) held in place by a spring clip in 
one nostril. Changes in temperature, due to inspira- 
tion and expiration, were transduced into changes in 
resistance, and further into voltage with a 1205 
amplifier. Values during the two verbal tasks were 
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snot scored because respiration was irregular while 
the patient was talking. 
Blood pressure 

This was recorded with a sphygmomanometer on 
the left arm, during the pre-injection period and on 
two occasions after diazepam infusion. 


. AESULTS 
(A) Clyde Mood Scale 
Patients 

Following i.v. diazepam there was an increase 
in the ‘Friendly’ and ‘Sleepy’ scores, and a 
decrease in ‘Aggressive’, ‘Clear-thinking’, 
‘Unhappy’ and ‘Dizzy’ mean values (Table I). 
Only the ‘Unhappy’ and ‘Dizzy’ values de- 
creased to a significant extent, however. The 
‘Unhappy’ factor is composed of four principal 
items (sad, downhearted, troubled and worried) ; 
the corresponding items of the ‘Dizzy’ factor are 


sick to the stomach, dizzy, jittery, and shaky. 


'ТАВГЕ I 
Clyde Mood Scale scores of 15 anxious patients before 
and after i.v. Diazepam 


Before After 
Mean S.D. Mean S.D. 








Friendly .. 52:8 6:4 56:5; 6:3 1°73 
Aggressive .. 45:9 6:7 43:0 44 1:98 
Clear-thinking 49:0 11:2 44'9 8 1:45 
Sleepy .. 49:8 11 56:7 12:0 1°43 
Unhappy 57°2 6:7 46:6 сто EOM 
Dizzy . 61:7 12:9 51:2 9:4 3:08** 
** p < со 
Controls 


A similar pattern of results was seen in the 
controls after i.v. diazepam. There was an 
increase in the mean ‘Friendly’ and ‘Sleepy’ 
scores, and a decrease in ‘Clear-thinking’, 
‘Unhappy’ and ‘Dizzy’ (Table II), while the 
‘Aggressive’ score did not change. The only 
significant change was the decrease in ‘Clear- 
thinking’. 

(B) Patients’ anxiety ratings and physiological 
measurements 
(1) Observer and self-ratings 

The mean values during the experimental 
period are shown in Table ITI and illustrated in 

° 
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'ТАвг® II 
Clyde Mood Scale scores of 5 normal controls before and 
after i.v. Diazepam 
Before After 
t 
Mean S.D. Mean S.D. 
Friendly .. 494 8:2 55:5 11:3 1:46 
Aggressive .. 47:3 5:0 47°4 3°9 0°01 
Clear-thinking 55:3 10:8 37:0 13:3 3:41* 
Sleepy .. 52:5 12:2 65:5 8:4 1:46 
Unhappy 43:9 58 371 6:6 1:54 
Dizzy .. 48:1 2:1 45:8 3:2 1-05 
* p< 05 


Fig. 1; and the significant differences between 
conditions shown in Table IV. The mean 
Observer and Self-Ratings of anxiety during the 
‘Diazepam’ infusion and 20-30 minutes after it 
ended (R3) were significantly less than during 
the ‘Placebo’ infusion. There had been a 
significant decrease in these scores between the 
‘Diazepam’ infusion and ‘R,’, suggesting that 
maximum reduction of anxiety occurred some 
time after the infusion of the drug rather than 
during its administration. The values of Observer 
and Self-Rating were significantly [ess at the end 
of the experimental period (‘R3’) than they had 
been initially (‘Pre-Injection’). Although the 
mean Observer Rating during the ‘Diazepam’ 
infusion was significantly less than during the 





PI | 
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Fic. 1.—Patients’ mean Forearm Blood Flow (FBF), 
ml./100 ml./min., Observer Rating (OR) and Self-Rating 
(SR) of Anxiety during different conditions: Pre-Injection 
(PI), Injection (I), Placebo (P), Prime Ministers Stress 
(PS), Diazepam (D), Stressful Mental Arithmetic (S), 
Post-Diazepam Rest (1-10 mins. Rz, 10-20 Ry, 20-30 Кз). 
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ТАВІЕ ПІ 
Anxious patients’ mean values of observer rating, self-rating, forearm blood flow, heart rate and finger pulse amplitude 
during different conditions 
Observer Self- Forearm Heart 
rating rating blood flow rate amplitude 
Mean 8.0. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
Pre-injection 5'1 15 46 2'3 4'2 2:0 83-4 13:8 3'5 3:0 
Injection 5:8 1:8 6:0 21 6.8 4'2 0'3 I5'I 3'4 3°2 
Placebo .. 5:2 1:6 5:1 2:9 4°9 2:4 Buco 19*2  g9'I 3:0 
Prime Ministers Stress 6*1 1:6 5:8 1:9 6-8 4:7 88-7 11:4 39 Atl 
Diazepam . 4I r4 38 2:0 45 2:1 89:1 12:5 59 5:5 
Stressful mental arithmetic 5:9 1:6 5:8 2:5 5:7 2:5 87-7 12:9 б=т 6:4 
Rest; 1-10 mins, 3:0 0*9 2:8 1:5 3:8 1:6 Воо 12:4 7:9 7°0 
Rest, 10-20 mins, 2.2 0:8 2:0 1'5 3°3 I' 791 12-1 7I 6:4 
Rest; 20—30 mins. ї'9 I'o 1:6 I:2 2:9 13 78:8 11:6 58 5:3 
Taste IV and HR had fallen significantly. This suggests 


Significant differences (t-test) between conditions for 
observer rating, self-rating, forearm blood flow, heart rate, 
pulse amplitude and fluctuations of skin conductance of 
15 anxious patients 


OR SR FBF HR PA F 


Pre-injection v. 


Placebo . N.S. N.S. :о5 N.S. N.S. N.S. 
Pre-injection v. 

Diazepam :05 N.S. N.S. N.S. сот N.S. 
Pre-injection v. 

Post-Diazepam 

R4 ..'O00I ‘001 соот +05 -05 N.S. 
Placebo v. 

Diazepam .. ‘or :05 N.S. N.S. со N.S. 
Placebo v. Post- 

Diazepam R4 -o01 ʻoor ‘oor :05 -or N.S. 
Diazepam v. 

Post-Diazepam 

R .. . оог -oor oor сот N.S. N.S. 


*Pre-Injection' period, the Self-Rating, although 
less, failed to reach the :05 level of significance. 


(2) Forearm blood flow, heart rate and blood pressure 

The mean forearm blood flow and heart rate 
values are shown in Table III, Figs. 1 and 3. 
FBF and HR were significantly less at the end of 
the experiment (Кз) than at the beginning 
during the Pre-injection period (Table IV). 
FBF and HR were not significantly less during 
the ‘Diazepam’ infusion than they had been 
during ‘Placebo’, but 20-30 minutes after the 
end of the diazepam infusion (R3), both FBF 


that physiological arousal, as measured by 
these cardiovascular parameters, decreases signi- 
ficantly after, but not during the administration 
of i.v. diazepam. 

The blood pressure changed very slightly 
during the experiment. The mean systolic B.P. 
was r29:1 (S.D. 17:2) ‘Pre-Injection’, 123-6 
(S.D. 12:4) тт minutes after the end of the 
diazepam infusion, and 124-2 (S.D. 9:9) at the 
end of the experiment. The corresponding mean 
values of diastolic B.P. were 80:6 (S.D. 8:9), 
79:4 (S.D. 8-4) and 79:1 (S.D. 6:6). 


(8) Finger pulse amplitude 

Diazepam produced an increase in finger 
pulse amplitude which was maximal during К, 
I-IO minutes after the end of the infusion 
(Table III, Fig. 2). This evidence of cutaneous 
vasodilatation was still present 20-30 minutes 
after the infusion (R4), but there were no 
statistically significant differences in finger 
pulse amplitude between conditions (Table IV). 


(4) Skin conductance and number of fluctuations 

The mean values are shown in Figs. 2 and 3. 
There were no statistically significant differences 
in skin conductance or spontaneous fluctuations 
between conditions. 


(5) Respiration 
The mean respiration rate remained regark- 
ably constant throughout the experiment. It was 
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Fro. 2.—Patients’ mean finger Pulse Amplitude (PA) in 
mm. and number of Fluctuations (F) of skin conductance 
per minute during different conditions: Pre-Injection 
(PI), Injection (Т), Placebo (Р), Prime Ministers Stress 
(PS), Diazepam (D), Stressful Mental Arithmetic (5), 
Post-Diazepam Rest (1-10 mins. Кт, 10-20 Rz, 20—20 R3). 





Fic. 3.—-Patients’ mean Heart Rate (HR) and skin con- 

ductance (C) in micromhos during different conditions: 

Pre-Injection (PI), Injection (1), Placebo (P), Prime 

Ministers Stress (PS), Diazepam (D), Stressful Mental 

Arithmetic (S), Post-Diazepam Rest (1-10 mins. Rz, 
10-20 Rz, 20-30 R4). 


16-0 breaths per minute initially, increased to 
18-3 during the injection and thereafter re- 
mained between 15:8 and 14:8/min. 


(C) Controls? anxiety ratings and physiological 
measurements 

The mean values of the controls OR, SR and 
FBF are shown in Fig. 4. The number in the 
sample was not considered large enough to merit 
statistical within-group comparison between 
conditions or between-group comparison. ‘There 
was a trend for the controls to have lower mean 

e 
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initial ‘Pre-Injection’ values of OR, SR, FBF 
and HR than the patients, but by the end of the 
experimental period (Кз) the patients’ values 
had fallen to only slightly higher levels than 
those of the controls. The effect of diazepam on 
these measures appeared to be less on controls, 
who had a smaller amount, than on patients. 
This was probably also due to the lower initial 
level of arousal in the controls. The increase in 
finger pulse amplitude, was especially marked in 
the controls. This evidence of cutaneous vasodi- 
latation started during the diazepam infusion, 
and was still present at the end of the experi- 
ment. The respiration rate and blood pressure 
of the controls showed little change throughout 
the experiment. 


8 
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Fro. 4.—Controls’ mean Forearm Blood Flow (FBF) 
ml./100 ml/min., Observer Rating (OR) and Self-Rating 
(SR) of Anxiety during different conditions: Pre-Injection 
(PI), Injection (I), Placebo (P), Prime Ministers Stress 
(PS), Diazepam (D), Stressful Mental Arithmetic (S), 
Post-Diazepam Rest (1-10 mins. Ry, 10-20 R5, 20-30 R3. 


DIsaussioN 


Intravenous diazepam was shown to have a 
variety of psychological and physiological effects 
in this single blind study. The patients, rated 
themselves by the Clyde Mood Scale, as 
significantly less ‘Unhappy’ and less “Dizzy’ at the 
end of the procedure. It is probable that these 
changes were due to the diazepam. It is unlikely 
that they were due to the placebo, in view of the 
negligible effect this had on the anxiety ratings, 
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and because of the magnitude of change, it is 
improbable that the passage of time alone was 
responsible. The ‘Dizzy’ factor contains terms 
which are usually associated with anxiety. 

In a double-blind controlled trial of an oral 
benzodiazepine, chlordiazepoxide, a mean daily 
dosage of 45 mg. produced a significant reduc- 
tion in the ‘Dizzy’ factor ofa group of 15 anxious 
patients and a reduction in the mean ‘Unhappy’ 
score, but this was not statistically significant 
(Kelly, Brown and Shaffer, 1969). 

The controls were significantly less ‘Clear- 
thinking’, with a mean fall in score of 18-3, 
although they had a smaller dose (5 mg.) of 
diazepam than the patients (10 mg.). The 
‘Sleepy’ factor increased by 13-0, and this 
effect was noticed clinically in the controls to a 
much greater extent than in the patients. 

When the effect of the ‘Placebo’ (diazepam 
solvent) was compared with the active medica- 
tion, it was found that the anxiety Observer 
and Self-Ratings were significantly less during 
administration of the drug. The forearm blood 
flow and heart rate decreased, but not to a 
significant extent, during the diazepam infusion. 
The maximum reduction in OR, SR, FBF and 
HR occurred at the end of the experiment; 
this might be due to the fairly slow metabolism 
of diazepam. Peak levels after oral administra- 
tion are reached at 2-4 hours. There is a fast 
component to the fall-off curve, with a half-life 
of 7-10 hours, and a slow component, with a 
half-life of 2-6 days (Zbinden and Randall, 
1967). 

In the comparison between the ‘Pre-Injection’ 
and ‘Placebo’ periods, and the end of the 
experiment R;, it was found that OR, SR, 
FBF and HR had all fallen significantly. This 
suggests that anxiety rated objectively and 
subjectively is reduced by diazepam and that 
the physiological concomitants of arousal (FBF 
and HR) are also diminished. Rosenberg and 
Buttsworth (1969) found a significant fall in 
forearm blood flow after i.v. diazepam was 
administered to 10 anxious patients (5 mg. 
female; 10 mg. male). The mean resting fore- 
arm blood flow was 3:2, following saline it was 
2:7, and following diazepam it fell to 1-6. 

There were three periods of ‘stress’ during the 
experiment. The insertion of a small needle into 


the antecubital vein produced a similar pattern: 
of response of OR, SR, FBF and HR to ‘stress- 
ing’ the patients by asking them to name 
British Prime Ministers in reverse order while 
being harassed to keep up with a métronome. 
The effect of stressful mental arithmétic after 
i.v. diazepam was difficult to interpret, because 
some degree of accommodation to verbal stress 
had probably taken place, although the task 
was different. The most likely assumption is that 
diazepam had little or no effect in reducing the 
anxiety produced by stressful mental arithmetic 
in the patients, as judged by OR and SR, and 
that physiological arousal, as evidenced by 
FBF and HR, was also not reduced. If the stress 
had been delayed until 20-30 minutes after the 
end of the diazepam infusion, when the patients 
were more relaxed, a different response might 
have been found. 

The ‘Pre-Injection’, ‘Injection’ and ‘Placebo’ 
values of OR, SR and FBF of the anxious 
patients in this study were very similar to those 
found in a previous investigation, where 20 
anxious patients had similar procedures per- 
formed prior to the infusion of sodium lactate 
(Kelly, Mitchell-Heggs and Sherman, 1971). 
The mean МНО scores were very similar in the 
two groups, but the patients in the earlier study 
had slightly higher mean phobic and somatic 
scores than the present group of patients. The 
mean Observer-Ratings of anxiety (Mitchell- 
Heggs) in the sodium lactate study were as 
follows with the present values (Chen) in 
brackets, Pre-Injection 4:9 (5-1), Injection 6-0 
(5:8), Placebo 4:8 (5-2). The corresponding 
Self-Ratings were as follows; 4:8 (4:6), 6:3 
(6-0) and 4:2 (5:1). 

The FBF had previously been measured with 
a water-filled plethysmograph by Sherman, 
while in this study a strain-gauge was used by 
Pik. The FBF mean values of the anxious 
patients in the sodium lactate study were as 
follows, with the present values in brackets: 
"Pre-Injection 4:4 (4-2); ‘Injection’ 6-7 (6-8); 
‘Placebo’ 4:4 (4:9). The corresponding mean 
values of the normal controls in the lactate 
study (n = 10), were as follows: ‘Pre-Injection’ 
3*1 (3:5); "Injection" 4-8 (4-8); ‘Placebo’ 2-9 
(3:7). Again the OR and SR values during 
these periods were very similar in the ¿wo 
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studies. Less weight can be placed on the 
evidence from the comparison of the controls, 
however, since the total number of subjects in 
the two studies is only 15, compared with a 
total of 35 anxious patients. On this indirect 
evidence a water-filled and strain-gauge plethys- 
mograph give very similar results. In a direct 
comparison of the two methods, there was found 
to be good general agreement (Clarke and 
Hellon, 1957). 

Diazepam given intravenously may produce 
burning at the site of injection, with pain 
radiating down the arm. This occurred in two 
of our patients, and although neither of them 
subsequently developed venous thrombosis it 
discouraged us from using a larger number of 
patients or controls in the study. It is thought 
that pain is due to the acidity of the solution 
producing irritation of the venous endothelium. 
In another study (Katz et al., 1967), 4 out of 12 
normal volunteers had a similar experience, and 
one developed a phlebitis which was still present 
seven days after injection. Venous thrombosis 
can be a serious disadvantage if diazepam is used 
for repeated injections for treating phobias by 
systematic desensitization. One method of 
reducing pain at the site of injection, suggested 
by Mitchell-Heggs, is to withdraw an equal 
volume of venous blood into the syringe, so that 
it is well mixed with the diazepam before it is 
injected. 

Euphoria and disinhibition were seen in two 
patients, but amnesia was not encountered in 
this study. Amnesia has been reported following 
i.v. diazepam, and in a pilot trial preceding this 
investigation a normal control had amnesia 
following 10 mg. i.v. diazepam, so it was 
decided to give only 5 mg. to our controls. The 
amnesia phase of i.v. diazepam has been utilized 
by Chambiras (1970) for base-line sedation for 
dental anaesthesia. He gave 2-3 mg. every 30 
seconds until the patient was drowsy. The 
amnesic phase was heralded by a ‘fixed facies’ 
appearance, and lasted from 10—30 minutes. 

Diazepam and chlordiazepoxide are thought 
to act on the limbic system, and in particular 
the hypothalamus (Arrigo et al., 1965), hippo- 
campus, septum and amygdala (Zbinden and 
Randail, 1967). Parkes (1968) has postulated 
thatghe tranquillizing action of diazepam is due 
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to its ability to interfere with neuronal trans- 
mission at supra-spinal levels. Bilateral hippo- 
campal lesions may result in amnesia, and it 
is interesting to speculate that diazepam may 
act on limbic circuits concerned with memory. 
The benzodiazepines are an interesting group 
of drugs which have established their clinical 
value for treating certain psychiatric disorders 
and are also widely used in general medicine. 
Further research to determine their advantages, 
side-effects and limitations, and their mode of 
action, is necessary, as there is a danger that, 
because of their safety, they will be used 
indiscriminately, with scant regard for their 


specific effects. 


SUMMARY 

1. Intravenous diazepam (10 mg.) was slowly 
infused into 15 anxious patients over a ten- 
minute period, to determine the psychological 
and physiological effects of the drug. The infu- 
sion had been preceded by a similar placebo 
procedure in which only the solvent had been 
injected. It was found that on the Clyde Mood 
Scale the patients were statistically significantly 
less ‘Dizzy’ (‘sick to the stomach, dizzy, jittery, 
and shaky’) and less ‘Unhappy’ (‘sad, down- 
hearted, troubled and worried’) at the end of 
the experimental procedure. They were not 
significantly more ‘Friendly’, or ‘Sleepy’ or less 
‘Aggressive’ or ‘Clear-thinking’. 

2. There had been a significant reduction in 
Observer and Self-Ratings of anxiety, and this 
was accompanied by a significant reduction in 
physiological arousal, as evidenced by a fall in 
forearm blood flow and heart rate by the end of 
the experiment. It is likely that these changes 
were due to the diazepam. 

3. When the mean values of these measure- 
ments during ‘Diazepam’ were compared with 
the ‘Placebo’ period, it was found that the 
Observer (OR) and Self-Rating (SR) of anxiety 
were significantly less during the active medica- 
tion, but the differences in forearm blood flow 
(FBF) and heart rate (HR) were not statistically 
significant. The maximal effect of the infusion on 
anxiety (OR and SR), and physiological 
arousal (FBF and HR), was seen during the 
period 20-30 minutes after the administration of 
diazepam ended. 
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4. A group of 5 normal controls were also 
studied and were found to be significantly less 
‘Clear-thinking’ after 5 mg. of diazepam. 

5. Finger pulse amplitude increased after 
diazepam, indicating cutaneous vasodilatation. 
Blood pressure, respiration and sweat gland 
activity were not significantly affected. 

6. Pain at the site of injection of i.v. diazepam, 
and a method of overcoming this, is discussed 
and the mode of action of the benzodiazepines 
on the limbic system is commented on. 
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Serum Magnesium, Diagnosis, ECT and Season 


By M. W. Р. CARNEY, В. F. SHEFFIELD and J. SEBASTIAN 


INTRODUCTION 


Mild alterations in serum magnesium are said 
to be symptomless (D. N. S. Kerr in Cecil and 
Loeb, 1971). Cade (1964) reported high levels 
in depression but Frizel et al. (1969) found low 
values restored to normal with clinical recovery. 
Raised serum magnesium concentrations have 
been reported in manic patients (Nielson, 1964; 
Goodwin, Murphy and Bunney, 1968) and 
schizophrenics (Cade, 1964). These results 
suggested that serum magnesium had predictive 
value in the treatment of psychiatric patients, 
зо we estimated pre- and post-treatment serum 
magnesium concentrations in & number of 
patients and investigated their relationships with 
diagnosis and clinical course. 


PATIENTS AND METHODS 


Two bundred and thirteen in-patients and 
out-patients—severely depressed and hypo- 
manic/manic patients consecutively given ECT 
and schizophrenics awaiting treatment—were 
studied. The depressives were divided by means 
of the Newcastle diagnosis scale (Carney et al., 
1965) into ‘endogenous’ and ‘neurotic’ groups 
which did not differ in severity as judged by the 
Hamilton scale (Hamilton, 1960; Carney and 
Sheffield, 1972). There were 23 ‘neurotic’ and 
56 ‘endogenous’ depressives; they did not differ 
significantly in sex distribution, but the ‘endo- 
genous’ patients (mean age 57:12—range 
25-78) were significantly older than the 
‘neurotic? (mean age 43°2—range 20-80) 
(x? = 12:8; 4& = 2; Р < oor). They were 
rated for improvement after ECT and at a 
three-month follow-up assessment on a four- 
point scale (Carney and Sheffield, 1972). There 
were also 14 hypomanic/manic patients (mean 
age 62-3—range 27-88) and 109 schizophrenics 
(mean age 39°5—range 15—72). 

Blood for serum magnesium was taken from 
fasting patients before treatment (all patients), 


- 
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after ECT (depressives and manics) and at the 
three-month follow-up (depressives only); and 
from 19 healthy volunteer control subjects 
midway through the study period. The estima- 
tions were performed at two laboratories (Black- 
pool and Lancaster) using different methods— 
fluorometry (Schachter, 1961) and an atomic 
absorption spectrometer. There was no signifi- 
cant difference in the results from each. The 
period of the investigation was 1970, but some 
follow-up estimations fell into January and 
February, 1971. 


RESULTS 


The Table shows the mean serum magnesium 
values for the controls and the various diagnostic 
categories before treatment, after ECT (de- 
pressives and manics) and at three months for 
the neurotic and endogenous depressives. The 
mean serum magnesium for the controls is 
significantly higher than the pre-ECT mean 
values for the neurotic and endogenous de- 
pressives, does not differ significantly from both 
depressive post-ECT values, and is significantly 
lower than those of the untreated schizo- 
phrenics and manics, and of the endogenous 
depressives at three months. 

The increase in mean serum magnesium for 
endogenous depression over the three months is 
significant (t = 5:39; P < o-o1). Among all 
the depressives, however, outcome as measured 
by the four grades of improvement was not 
correlated with mean serum magnesium. Neither 
did the mean serum magnesium concentrations 
of the eleven treated manics differ appreciably 
before (2:08 mg./100 ml.) and after (2:05 mg./ 
100 ml.) ECT, though the number is too small 
for drawing conclusions. 

Inspection of the results indicated a seasonal 
variation for all the patients—depressed, manic 
or schizophrenic—the lowest values occurring 
in the spring and higher values later in the year. 
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SERUM MAGNESIUM, DIAGNOSIS, ECT AND SEASON 


TABLE 
Serum magnesium: comparison of mean values for untreated and treated patients with normal controls 


Mean serum magnesium 





Normals 

Untreated neurotic depression | 
Untreated endogenous depression 
Untreated schizophrenia ; 
Untreated mania/hypomania . . 
Neurotic depression after ECT 
Neurotic depression at follow-up 
Endogenous depression after ECT 
Endogenous depression at follow-up .. 


Since the results obtained at Blackpool and 
Lancaster did not differ significantly, they were 
pooled—a total of 415 estimations. The monthly 
mean serum magnesium levels were calculated 
and compared with the monthly mean tem- 
peratures for Blackpool throughout 1970 and 
early 1971. The distribution curves were similar, 
but the mean serum magnesium fluctuations 
occurred about two months after the relevant 
temperature fluctuations. Though there was no 
simultaneous concordance (Kendal’s T = 0-30; 
not significant), there was a highly significant 
correlation at two months (Kendal’s t = 0-68; 
Р = o-oorr). 

Re-examining the relationship between de- 
pressive diagnosis and mean serum magnesium, 
we found that 58-8 per cent of neurotic de- 
pressives were followed up in the first part of the 
period (January-July), while 59-8 per cent of 
endogenous patients were followed up in the 
latter part. This finding, coupled with the 
general increase in serum magnesium values 
latterly, might well account for the significantly 
greater rises in the endogenous compared with 
the neurotic depressives. This is supported by the 
finding that in January-July endogenous and 
neurotic depressives showed decreases in serum 
magnesium in 69:6 per cent and 75 per cent 
respectively (no significant difference), and 
from July onwards go-g per cent of endogenous 
and 78-6 per cent of neurotic depressives showed 
increased serum magnesium (no significant 
difference). Thus this apparent increase after 
ECT and the difference in this regard between 
the depressive categories could be related to 
seasonal factors. 


No. mg./100 mL with t P 
standard deviations . 

19 1:99-0°14 =з == 
34 1:894-0: 16 2:50 0'02 
56 1:89--0:15 2:63 0:01 
108 2:154-0:28 3:80 0:001 
15 2:134+0:25 2-33 0°05 
34 1-g1-+0°28 Not significant 
34 1:96-4-0:29 Not significant 
56 1*924-0'14 Not significant 
56 2:1041-0:30 2:16 0*05 


The schizophrenic mean serum magnesium 
concentration in the second part of the period 
(2:23, S.D. 0:30 mg./100 ml.) was significantly 
higher (P < o-oor) than in the first part (1-95, 
S.D. 0:22 mg./100 ml.), but in the case of the 
manic patients, though the trend is clearly in 
the same direction (mean 2-21, S.D. 0-25 mg./ 
тоо ml. and 1:98, S.D. o:24 mg./100 ml. 
respectively), the numbers are too small for the 
difference to reach statistical significance. 

There was no significant difference between 
male ánd female mean serum magnesium. 


Discussion 


Our results, derived from a much larger 
number of patients, confirmed those of Frizel 
et al. (1969) that serum magnesium is a little 
low in depression but rises with recovery, 
particularly in endogenous depression. We found 
high values in schizophrenia and mania, but no 
significant change with ECT. There was also 
an unexpected relationship between season and 
mean serum magnesium for the various diag- 
nostic categories in North Lancashire for 1970 
and early 1971. In cows and sheep a seasonal 
variation with a tendency to hypomagnesia 
(and tetany) in the spring— possibly due to 
dietary deficiencies—is well attested. Con- 
ceivably, in man, seasonal variation in serum 
magnesium could also be related to dietary 
factors, the time lag between rises in mean 
monthly temperature and mean serum magne- 
sium suggesting the possibility of an in vivo 
rather than an in vitro phenomenon. 

These results may reflect: genuine bio- 
chemical differences among diagnostic categories 
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and a shift with recovery in depression; an 
artefact of a seasonal variation in serum 
magnesium coupled with a changing diagnostic 
pattern over the year; or a combination of both. 
If an increase in serum magnesium is associated 
with recovery, it is strange that there is no 
quantitative relationship between it and clinical 
improvement. However, our results apply to 
North Lancashire in 1970-71 and may not be 
replicated elsewhere and in other years. Further 
studies of the relationships of serum magnesium 
are needed—to season in normals, and to 
psychiatric diagnosis and treatment response. 


SUMMARY 

Serum magnesium estimations were carried 
out on 213 psychiatric patients and the mean 
values for the various diagnostic groups com- 
pared with that for 1g healthy volunteer controls. 
The pre-ECT levels in endogenous and neurotic 
depressives were low, and after ECT normal or 
raised. Those of the manic (before and after 
ECT) and untreated schizophrenic patients 
were also elevated. These phenomena could 
possibly have been due to a local seasonal 
variation in serum magnesium for 1970—71, low 
levels occurring in the spring and higher con- 
trations in the summer and autumn, combined 
with an uneven distribution of cases throughout 
the year. 
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‘Maternity Blues’ 


By BRICE PITT 


Transitory depression and tearfulness occur- 
ring on one or two days during the early 
puerperium (commonly known as ‘mother’s’ or 
‘maternity blues’, ‘third, fourth, or tenth-day 
blues’, or ‘the transitory syndrome’) is often 
mentioned as a normal finding after from 15 
per cent (Oppenheim, 1962) to nearly 80 per 
cent (Robin, 1962) of deliveries. Physical dis- 
comfort and psychological difficulty at the onset 
of lactation, ‘narcissistic loss’ before discovery of 
the child (Sclare, 1955), perineal soreness and 
hormonal changes (Railton, 1961) have all been 
invoked as causes. 

Moloney (1952) gave fatigue, despondency, 
tearfulness and inability to think clearly as the 
clinical features. In the Queen Charlotte’s Textbook 
of Obstetrics (1960) it was reported that 66 per 
cent of a random sample of 50 women inter- 
viewed in the maternity wards post-partum had 
a brief spell of depression. Hamilton (1962), 
distilling the observations of то district midwives, 
listed the following symptoms in order of 
frequency; fatigue, crying, anxiety (usually over 
the baby), confusion, headaches, insomnia, 
hypochondriasis and hostility to the husband. 
Kane et al. (1968) assessed 137 women on the 
third day after delivery; 51 showed diminished 
mental activity, 49 emotional disturbance, and 
only 50 no change from their usual mental state. 

It appears, then, that during the first ten 
days post-partum many, if not most, women 
suffer ‘maternity blues’. 


INVESTIGATIONS 


It was decided in the course of a prospective 
study of puerperal depression (Pitt, 1968) to 
look into the incidence, phenomenology and 
some associated features of the ‘blues’. One 
hundred women, selected at random from the 
lying-in wards of The London Hospital, were 
interviewed between the seventh and tenth 
days post-partum, and were diagnosed as 

° 
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having ‘the blues’ if they had felt tearful and 
depressed in the puerperium. The day of onset 
and any factors the patient deemed relevant 
were noted, and a ‘Blues Rating’ was made on a 
score based upon the symptoms described by 
Hamilton (1962) and quoted above. Subjects 
were asked about their experiences of pregnancy, 
their attitudes towards it and towards the 
delivery of the baby, their success or otherwise 
with breast-feeding, and any history of menstrual 
difficulties. Finally, the short form of the 
Maudsley Personality Inventory (Eysenck, 
1959), measuring Neuroticism and Extra- 
version, was administered. Further information 
was available in the case-notes. 


RESULTS 


Fifty (50 per cent) of the 100 women were 
diagnosed as suffering ‘the blues’. Of these, 33 
(66 per cent) developed this condition within 
four days of parturition, 13 (26 per cent) on the 
third day (justifying the alternative term ‘third- 
day blues’.) 


SYMPTOMS 


Most of the women described tearfulness and 
despondency, lasting from barely an hour to 
most of the day, on one to three days; but in 
seven their distress lasted longer. 

Of the symptoms listed on the ‘Blues’ Rating 
Scale, only Anxiety and Confusion (i.e. poor 
concentration, slowness to learn and forgetful- 
ness) were significantly associated with ‘the 
blues’ subjects. 

In most subjects ‘the blues’ was a trivial, 
fleeting disorder, but six went on to develop 
puerperal depression (i.e. a state of prevailing 
despondency lasting a month or more). 

Fourteen ‘blues’ mothers were chiefly worried 
over their babies, 9 with some justification. 
Another 14 were distressed over difficulties with 
lactation or feeding their babies; 12 were 
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‘MATERNITY BLUES’ 


TABLE 





Symptoms of ‘maternity blues’ 


SSS 


Total number 
of subjects 


Hypochondriasis 





* p < :001; |р < -05, 


homesick; 2 were most troubled by physical 
discomfort. There remained 8 who were unable 
to suggest any such reasons for their transitory 
distress. The majority of the controls (76 per 
cent) expressed no such worries. In so far as 
the grounds for ‘the blues’ group’s anxieties 
could be checked objectively, only in respect of 
difficulty with breast-feeding did they differ 
significantly from controls: 15 of 40 ‘blues’ 
mothers who breast-fed experienced difficulty 
in doing so, compared with 7 of 40 breast- 
feeding controls ( дз 4-01, 0:02 < p < 0°05 for 
I d. of £). In respect of personality (according 
to the Maudsley Personality Inventory), men- 
strual troubles, parity, attitude to the preg- 
nancy, experience of labour (i.e. as difficult or 
painful the baby's health, and housing or 
money worries, there were no significant 
differences. 


Disaussion 


A few of the 50 women experiencing a spell of 
tearfulness and depression in the early puer- 
perium may have been reacting to ‘real’ worries 
and difficulties (though such stresses were not 
significantly commoner than in the control 
group), while some others were perhaps in the 
early stages of puerperal depression. The 
majority, however, were suffering ‘maternity 
blues’, a transitory syndrome found to include 
anxiety and mild confusion as well as depression 
and tearfulness. 


The ‘confusion’, consisting of relatively im- 
paired concentration, memory and learning, is 
similar to the cognitive dysfunction described 
by Kane et al. (1968) in 37 per cent of the 
mothers they interviewed on the third day 
post-partum. They were unable to find objective 
confirmation by cognitive tests of the patients’ 
subjective complaints of distractibility, poor 
recent memory and emotional lability, whereas 
Robin (1962) found that psychological testing 
of 25 normal women interviewed in the early 
puerperium suggested impairment of conceptual 
thought. 

The presence of confusional features and the 
absence of personality predisposition or special 
psychological stresses together suggest that the 
syndrome is organically determined. The lack 
of any significant association with infection or 
other obstetric complications leaves as the most 
likely factor the profound endocrine change 
which follows parturition. The occurrence of 
two-thirds of the cases within four days of 
pasturition, with a peak incidence on the third 
day, and the probably significant association 
with lactation problems among breast-feeders, 
suggest that the relevant change might be the 
precipitate fall in the progesterone and oestrogen 
levels post-partum. An imbalance between 
these hormones (Malleson, 1953) could some- 
times be manifest in impaired lactation as well 
as the ‘Blues’. 

The ‘blues’ is a trivial, fleeting, cémmon- 
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place disorder, but perhaps pregnant mothers 
should be warned to expect it so that they are 
not taken by surprise. More importantly, it 
should not be confused with the 'atypical' or 
neurotic form of puerperal depression, occurring 
after delivery in 7 to 10 per cent of mothers 
(Dalton, 1971; Pitt, 1968; Dewi Rees and 
Lutkins, 1971), which lasts for weeks or months 
and may well require treatment. 


SUMMARY 

Of 100 women interviewed between the 
seventh and tenth days post-partum 50 per cent 
had suffered a spell of tearfulness and de- 
pression since delivery. Anxiety and mild 
cognitive impairment were significantly asso- 
ciated with the ‘blues’. 

‘Blues’ mothers differed from the control 
group only in that more of the former experi- 
enced difficulty in breast-feeding; this was 
significant at the 5 per cent level. There were 
no significant differences in personality, men- 
strual troubles, parity, attitude to the pregnancy, 
experience of labour, the baby's health or social 
Stress. 

It is argued that the syndrome is organically 
determined, and that the probable factor is the 
precipitate fall in oestrogen and progesterone 
levels post-partum, or an imbalance between 
the two hormones. 

"Maternity blues’ is a trivial, fleeting, pheno- 
menon, so common as to be regarded as normal, 
and it needs to be distinguished from the more 
serious and protracted puerperal depression. 
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Doctors’ Attitudes to Homosexuality 


By PHILIP A. MORRIS 


In Autumn, 1971, the Director of the Office of 
Health Economics stated that ‘the majority of 
the population regard homosexuality as an 
abnormality justifying medical treatment’. 

However valid this statement may be, it was 
felt that it would be interesting to ascertain the 
attitude of doctors to the problem. As general 
practitioners and psychiatrists are most in- 
volved, they were chosen for the study. 


METHOD 


Whilst there are inherent difficulties in 
compiling and answering questionnaires, it is 
possible to correlate the results more accurately, 
and this method of investigation was therefore 
used. 

A random sample of 150 general practitioners 
was kindly prepared by Dr. T. S. Eimerl of the 
Department of Health and Social Security, and 
a random sample of 150 consultant psychiatrists 
was taken from the list of members of the 
Royal Medico-Psychological Association. 

The doctors were asked to indicate their ideas 
regarding the nature of the disorder, its develop- 
ment and its treatment. À final question related 
to the doctor's ability to be dispassionate about 
homosexuals. The questions were not mutually 
exclusive, answers varying with the different 
types of homosexuality. 

With the questionnaires were sent covering 
letters explaining the project, and stamped- 
addressed return envelopes. 


RESULTS 


Of the 300 questionnaires sent out, 210 were 
returned, 108 (72 per cent) by the practitioners 
and 102 (68 per cent) by the psychiatrists. 

A copy of the questionnaire, with the per- 
centage results from the practitioners, the 
psychiatrists, and the combined totals, is shown 
in thé Table. Where there was a significant 
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difference (p < 0:05) between the results of 
the two groups, it is indicated in the final column. 

The most striking feature is the small number 
of doctors who regard homosexuality as a 
disease. ‘The most popular concept is to regard 
the condition as an aberrant behaviour pattern, 
though over one third consider that some cases 
arc a normal variant. This latter idea is sup- 
ported significantly more by the psychiatrists 
(p < o-or). 

In consideration of the aetiology, the psychi- 
atrists were inclined to favour the inborn basis 
and the development in infancy (р < 0-01) 
relative to the practitioners, but both groups 
agreed on the importance of the period around 
adolescence in causation. 

Management was the section of the question- 
naire where most marginal notes were written, 
doctors of both groups stressing that the 
patient's wish to be treated was the only reason 
for undertaking therapy. Help with adjustment 
to the condition, and the treatment of secondary 
symptoms was widely offered, but attempts to 
change the homosexual attitudes or behaviour 
were more favoured by the psychiatrists. 


Discussion 


Many doctors taking part in the investigation 
stressed that there were various types of homo- 
sexuals, and both aetiology and therapy applic- 
able to one might be inappropriate for another. 
Several doctors expressed dissatisfaction with 
the questionnaire itself, feeling that it offered 
only limited choices, which did not cover their 
ideas. This, however, is one of the inherent 
faults of questionnaires referred to earlier. 

The differences shown between the results of 
the two categories of doctors involved is partly 
explicable on the basis that whereas practi- 
tioners see many well-adjusted homosexuals in 
their practice, psychiatrists tend only to see 
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DOCTORS’ ATTITUDES TO HOMOSEXUALITY 


TABLE 
Per cent responses 











Psychi- Com- 
Questionnaire on homosexuality G.P.s trists bined p< 0:05 
I. DO YOU CONSIDER IT TO BE: 
(а) A disease .. 3:7 7:8 5:7 
(b) A normal variant like left-handedness 25:9 44-1 34:8 ———X 
(c) An aberrant behaviour pattern .. 79:1 68-6 70:9 
2. DO YOU CONSIDER IT TO BE: 
(a) Inborn sa 27:8 57:8 42'4 ———X 
b) Developed in infancy Т, 17'6 40.1 28:6 ———X 
c) Developed in pre-adolescence 41:7 41*1 41'4 
d) Developed in adolescence 40°7 83:3 87:1 
(e) Developed after adolescence 13:0 9:8 11:4 
3. WHAT DO YOU FEEL IS THE BEST MANAGEMENT: 
a) Leave well alone .. 21:3 16:7 19*0 
) Help the person to adjust to the condition 50:0 80:4 64-8 ————X 
(c) Treat any secondary symptoms, e.g. Anxiety 55:6 60-8 58:1 
(d) Try to change the учып to be bisexual by: 
(i) UH i 18:5 82:4 25:2 ———X. 
(i) Drugs. : 7'4 9:8 8:5 
(ш) Behaviour or aversion therapy 19:9 25°5 I9*5 —— —X 
(e) Refer to some body such as Albany Trust 8-3 17:6 12:9 ———Х 
4. DO YOU FEEL THAT THE DOCTOR’S ATTITUDE TO 
HOMOSEXUALITY 18: 
(a) Modified by their own sense of morality 66:7 71:6 69-0 
(b) Purely intellectual and dispassionate 29:6 32:4 31:0 
those referred for advice and/or treatment by SUMMARY 


their doctors or the Courts. This leads to more 
active ideas on management, though even with 
this hard core of referrals less than half the 
psychiatrists would make any attempt to 
change the homosexuality itself, contenting 
themselves with helping the patient to adjust 
satisfactorily to his condition. Surprising, in view 
of this, was the small number who advised 
referral to a body associated with homosexuals 
and aberrant sexual behaviour generally. 

Doctors vary considerably-in their insight into 
relationships with patients, but the proportion 
(31 per cent) who felt that they could be quite 
intellectual and dispassionate in their attitude to 
homosexuals was rather surprising, especially as 
it was comparable in the two groups. 


Three hundred questionnaires relating to 
attitudes to homosexuality were sent to an 
equal number of general practitioners and 
psychiatrists. The results are tabulated and 
discussed. The overall impression from the 
investigation is that most doctors are willing to 
fall in with the patient’s wishes and that offers 
of help and treatment are available on request. 
This would seem to be a healthy attitude, in 
keeping with the best traditions of medicine. 
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Psychiatric Diagnoses: A Study of How They are Made 


By R. E. KENDELL 


Much has been said and written about the 
logical status of diagnoses; their reliability and 
validity have often been measured and ques- 
tioned; and several mathematical models of 
the diagnostic process have been developed for 
use in computers. But surprisingly little interest 
has been taken in the practical aspects of 
diagnosis as a decision-making process. A large 
and undistinguished literature on ‘psycho- 
diagnostics’ was generated by clinical psycholo- 
gists in the 1950s, but this was largely concerned 
with diagnoses derived from cognitive and 
projective test results and so has little relevance 
to diagnosis by the traditional medical method 
of asking the patient about his symptoms. More 
recently a few people, like Gauron and Dickin- 
son in Iowa and Sandifer in North Carolina, 
have studied the diagnostic activity of psychi- 
atrists in specially designed experimental situa- 
tions, and their findings have been both interest- 
ing and instructive. But we are still uncertain at 
what stage in a diagnostic interview a provi- 
sional diagnosis is usually arrived at, or how 
often this initial impression is correct, or is 
changed later on. Nor do we know the relative 
importance of the patient’s behaviour and the 
factual information he provides in reply to 
questions, or what differences exist between 
psychiatrists in the means by which they reach a 
diagnosis, or in the speed and confidence with 
which they do so. The studies described here 
were designed with the aim of shedding some 
light on these matters. 


METHOD 

A series of videotapes of brief diagnostic interviews, 
lasting exactly five minutes each, was shown to 
audiences of psychiatrists under a number of different 
conditions. The decision to limit each interview to a 
mere five minutes was based on the existing evidence 
that many of the crucial observations and decisions 
in a diagnostic interview are made very early on. 
Sandjfer and his colleagues, for example (Sandifer, 
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Hordern and Green, 1970), found that when psychi- 
atrists were shown films of diagnostic interviews 
lasting about 25 minutes half the symptoms ever 
detected were reported during the first three minutes, 
and the ‘preferred diagnosis’ after these first three 
minutes was the same as the final diagnosis three 
time out of four. Gauron and Dickinson (1969) have 
also commented on the ease and rapidity with which 
diagnostic impressions are formed by psychiatrists 
watching a filmed interview—‘very often within the 
first 30 to 60 seconds’. In view of these findings, and 
the obvious limitation on the amount of time busy 
clinicians can reasonably be asked to give to studies 
of this kind, a decision was taken to use a large 
number of brief interviews, rather than a smaller 
number of long ones. 

The patients on whom the study was based were 
deliberately chosen at random. During a 16-day 
period in July 1970, all psychiatric patients admitted 
to the adult wards of the Maudsley Hospital were 
interviewed by the author in an improvised studio in 
out-patients, usually while they were still en route to 
the ward. Originally there were 30 patients in the 
series, but one did not wish to be filmed and one was 
at work all day and so never available, thus reducing 
the number to 28. The structure of the interview was 
the same in every case. Each patient was asked a 
pre-arranged set of questions about why he was 
coming into hospital, what had been going wrong 
recently, and whether he regarded himself as ill. 
Patients were asked to elaborate on any topics which 
they mentioned spontaneously that seemed important 
to the interviewer, but the interviewer did not allow 
himself to follow up his diagnostic suspicions by 
raising new topics of his own. He did not, for instance, 
ask those whom he suspected might be schizophrenic 
whether they were hearing voices unless they spon- 
taneously mentioned doing so. (This limitation was 
imposed in order to prevent raters from guessing, and 
so being influenced by, the interviewer’s opinions.) 
The psychiatrists who rated these videotapes all 
possessed at least four years’ experience of psychiatry. 
Most had been trained at the Maudsley Hospital, 
and the only two who had not were on the staff of that 
hospital. Ten were consultants or senior lecturers; the 
other eighteen were senior registrars or of similar 
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status in the Institute of Psychiatry. The design of the 
study was rather complicated. The 28 psychiatrists 
involved were divided into two separate audiences, 
roughly matched for experience and seniority, Each 
audience was sbown the 28 videotapes over the 
course of seven sessions, four videotapes being shown 
at each. Both audiences were provided with only the 
sound track of the recording for alternate patients, 
and the order was reversed in the two, so that one 
audience had both the picture and the soundtrack for 
patients A and C but only the soundtrack for patients 
B and D, while the other had the full videotape for 
patients B and D and the soundtrack alone for A 
and С. Inevitably, many raters were unable to attend 
all seven sessions. At the end these psychiatrists were 
asked to complete sets of ratings for the patienta they 
had missed simply from a written transcript of the 
interview, without either secing the videotape or 
hearing the soundtrack. In this way three sets of 
ratings were obtained for each patient—one based on 
the full videotape (vision and sound), one on the 
soundtrack alone, and one just on the transcript of 
the interview. For each patient a minimum of seven 
and 2 maximum of twelve sets of ratings were obtained 
under each of these three conditions, Altogether there 
were 252 sets of ratings based on the full videotape, 
263 on the soundtrack, and 218 on the transcript, a 
total of 733 and an average of 26 for each patient. 
The same rating procedure was used throughout, 
regardless of which of the three different rating condi- 
tions was in operation. The audience was told the 
patient’s age, sex and occupation before starting, and 
the first two minutes of the videotape or soundtrack 
was then played (or the transcript of the first two 
minutes of the interview handed out). At this stage 
the raters were required to make a diagnosis and an 
alternative diagnosis, using the nomenclature of the 
8th edition of the International Classification (ICD 8) 
and referring to the glossary to this if they wished 
(General Register Office, 1968). They were also 
asked to rate their confidence in their first choice 
diagnosis on a scale ranging from 1 (‘The patient's 
behaviour or description is virtually pathognomonic’) 
to 5 (No significant diagnostic clues have emerged"). 
When these ratings had been completed the whole 
videotape or soundtrack was played through from the 
beginning (or the transcript of the last three minutes 
of the interview handed out). The same diagnostic 
ratings—diagnosis, alternative diagnosis and con- 
fidence rating—were required again, and this time а 
checklist of 55 symptoms and other diagnostic clues 
was also provided and raters were asked to tick those 
they considered to have been demonstrated or 
elicited, using separate columns for behavioural and 
non-behavioural items. Finally, they were required 
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to mark the checklist items on which their diagnosis” 
was based, marking at least one and not more than 
three for each patient. 


RESULTS . 

The official diagnosis which every in-patient 
ultimately receives is generally based on informa- 
tion obtained in a series of interviews both with 
him and with his relatives, and may be influ- 
enced decisively by information in the case notes 
of earlier admissions or by developments at any 
stage up to his discharge. The first question to 
ask is, how often is a diagnosis based solely on 
the restricted information elicited in a five- 
minute interview at the time of admission the 
same as this final hospital diagnosis? The 
interviewer, who had avoided obtaining any 
extraneous information about the patients or 
why they were being admitted to hospital, made 
a diagnosis himself at the end of each interview, 
and this was the same as the eventual hospital 
diagnosis in 18 of the 28 patients (64 per cent). 
The average levels of agreement obtained by the 
raters were much the same, regardiess of which 
set of rating conditions they were working under 
(see Table I). Agreement was significantly 
higher at five minutes that at two minutes for all 
three conditions, but there were no significant 
differences between the three, either at two 
minutes or five minutes. Making the same 
comparison in a slightly different way, the 
majority or consensus diagnosis of the raters at 
five minutes was the same as the final hospital 
diagnosis in 71 per cent of cases (and also the 
same аз the interviewer's diagnosis in the same 
proportion). There were eight patients for whom 
the raters’ consensus diagnosis and the hospital 
diagnosis were different. Five of these eight had 
hospital diagnoses of some type of personality 
disorder but rater diagnoses of depressive ill- 
ness or anxiety state. It is easy to see how a 








TABLE I 
Agreement between rater diagnoses and final hospital 
diagnoses 
Information provided 2 minutes 5 minutes 
Sound and vision (N = 252) 48% 60% 
Sound only (N = 263) . 49% 60% 
Transcript only (N = 218) .. 50% 64% 
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- brief interview focused mainly on the reason for 
admission to hospital might fail to reveal the 
lifelong nature of the patient’s problems, but 
even so it is probably significant that three of 
these five had had a final hospital diagnosis of 
depressive illness at a previous admission. The 
remaining three disagreements all concerned 
the distinction between schizophrenia and 
affective psychosis. 


The criterion of ‘agreement’ used throughout this 
study was the ICD three digit code number. Thus 
diagnoses of paranoid schizophrenia (ICD 295.3) and 
residual schizophrenia (ICD 295.6) were regarded as 
the same, but diagnoses of manic-depressive de- 
pression (ICD 296.2) and neurotic depression (ICD 
300.4) were not. Two minor qualifications were 
made to this rule. In three patients with two hospital 
diagnoses concurrence between the rater’s diagnosis 
and either of these was counted as agreement; and in 
one patient with a hospital diagnosis of reactive 
depressive psychosis (ICD 298.0) a rater diagnosis of 
manic-depressive depression (ICD 296.2) was counted 
as agreement in view of the invitation in the English 
glossary to regard the former as a variant of the 
latter. 

Seven patients had hospital diagnoses of schizo- 
phrenia (one with senile dementia also), seven of 
affective psychosis, six of personality disorder, four 
of neurotic illness (two with personality disorder also), 
two of alcoholism, one of sexual deviation and one of 
anorexia nervosa. Thus chance alone could be 
expected to produce up to 29 per cent agreement 
between rater and hospital diagnoses. 


Agreement amongst the raters themselves 
was even higher than between them and the 
hospital diagnoses (see Table IT). Broadly 
speaking, 75 per cent of raters made the same 
diagnosis at each stage and under all three rating 
conditions. Agreement was always higher at five 
minutes than at two, but never significantly so, 
and only one significant difference emerged 
between the three different rating conditions: 


TABLE II 
Diagnostic agreement between raters 





Information provided 2 minutes 5 minutes 





Sound and vision 70% 77% 
Sound only 68% 76% 
Transcript only 75% 81% 


9. 
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at two minutes, but not at five, agreement was 
higher with the transcript of the interview 
than with the soundtrack (t = 2-20 and 
р << :05). 

A similar pattern emerged when the diagnostic 
confidence ratings were compared (see Table 
IIT). Confidence was significantly higher at five 
minutes than at two under all three rating 
conditions. Overall at five minutes 21 per cent 
of all diagnoses were given the top rating of 1 
and a further 31 per cent a rating of 2 (“This is 
definitely the most likely diagnosis), while only 
I per cent received the bottom rating of 5. 
Differences between the different rating condi- 
tions were all small; the only one which was 
statistically significant was that between the 
sound track and transcript diagnoses at two 
minutes (t = 2:06 and p < -05). 


Taste IIT 
Average ratings on the scale measuring diagnostic confidence 


Information provided 2 minutes 5 minutes 





Sound and vision 3-1 2:4 
Sound only 3:3 2:5 
Transcript only 3'0 2:4 





Note: The highest level of confidence was 1 and the 
lowest 5 


A striking and unexpected finding, illustrated 
in Tables I, П and III, is the similarity in the 
results obtained under the three different rating 
conditions. Although there is a considerable and 
progressive reduction in the information avail- 
able, first when the visual element is removed 
and only the sound track provided, and even 
more when only the transcript of the interview 
is available, there is no reduction at either two 
minutes or five minutes in the level of 
agreement with the hospital diagnosis, or in 
inter-rater agreement, or even in confidence. 
Indeed, in some respects the transcript gives 
better results than the full videotape. The most 
important effect of eliminating first the visual 
component and then the soundtrack is to 
remove information about the patient's be- 
haviour while retaining information derived 
from the content of his speech. As Table IV 
shows, 44 per cent of the items marked by the 
raters of the complete videotape (vision and 
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sound) as the main basis of their diagnosis were 
behavioural, yet removal of the information 
from which these items were derived was not 
accompanied by any fall in diagnostic accuracy, 
or even in confidence. One can only conclude 
either that the information psychiatrists actually 
use as the basis of their diagnoses is not what they 
think they are using—a conclusion Gauron and 
Dickinson (1966a) were also forced to—or 
possibly that alternative information of equal 
value to the lost behavioural data is available 
in the transcript. Some modest support for this 
second possibility is evident in Table IV. As 
behavioural cues are eliminated in the transi- 
tion from the full videotape to the transcript 
there is a progressive increase, from an average 
of 5:8 items per patient to 6+9, in the informa- 
tion obtained from the content of the patient's 
speech. 
TABLE IV 


Data derived from the check list of 55 symptoms and 
diagnostic clues completed at the end of the interview 





Average number of symptoms 














recorded/patient 
Information 
provided Non- 
Behavi- ^ behavi- Total 
oural oural 
Sound and vision 3:2 5°8 9:0 
Sound only 2:0 6-3 8:3 
Transcript only — 6-9 6-9 
Distribution of items marked аз 
diagnostically important 
Behavioural Non-behavioural 
Sound and vision 44% 56% 
Sound only 25% 75% 
Transcript only.. — 100% 





Although few of the differences are statistic- 
ally significant the general pattern of the 
comparisons summarized in Tables I, II and III 
is for the transcript to give the best results and 
the soundtrack the worst. This is not so para- 
doxical as it seems. Although in theory a sound- 
track should always contain more information 
and a transcript it may fail to do so if its 
technical quality is poor, and in fact raters 
sometimes had considerable difficulty in hearing 
what was being said, particularly by immigrant 
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patients. A transcript removes this difficulty, 
and a videotape reduces it by providing an 
opportunity for lip-reading. A transcript also 
allows the rater to go back over the dialogue a 
second time and perhaps pick up hints or clues 
that had originally been missed. 

One of the main purposes of this study was to 
examine differences in diagnostic behaviour 
between one psychiatrist and another. Three 
important aspects of the variation encountered 
are summarized in Table V. There is no legiti- 
mate way of comparing the variations in these 
three areas with one another though, in com- 
parison with the author’s expectations, the 
variation in confidence was more striking than 
the variation in diagnostic accuracy. Some 
raters frequently used the highest two points 
on the confidence scale, however restricted 
and ambiguous the information available, 
others were reluctant to commit themselves to a 
frm opinion no matter how clear cut and typical 
the patient’s symptoms. Presumably this is a 
reflection of personality differences. By com- 
parison, the range of diagnostic accuracy seems 
quite narrow. Agreement between the diagnoses 
of individual raters and the hospital diagnosis 
was never lower than 50 per cent or higher than 
71 per cent. This is at least in part because 
everyone involved, not only the raters but also 
those responsible for the hospital diagnoses, had 
been trained in the same institute and so imbued 
with a fairly uniform set of diagnostic concepts. 








TABLE V 
Variation between psychiatrists 
Average Range 

Mean number of symptoms 

detected ог recorded/patient 8:6 13:8-5-8 
Mean diagnostic confidence - 

rating at five minutes 2:5 1-8—3:4 
Overall diagnostic accuracy 

at five minutes ; 60%  50%-71% 





In order to find out whether any of these 
sources of variation between psychiatrists were 
related to one another, correlations were calcu- 
lated between the six possible pairings of four 
variables—length of experience of psygbiatry, 
diagnostic confidence (as indicated by the 
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‘average confidence rating at five minutes), 
diagnostic accuracy (defined as the overall 
agreement at five minutes with the hospital 
diagnosis) and symptom threshold (as indicated 
by the average number of symptoms rated as 
present per patient). As Table VI shows, none 
of the six correlations even approaches statistical 
significance. Experienced psychiatrists are no 
more confident and no more accurate than their 
more junior colleagues, and those who are 
habitually confident in the accuracy of their 
diagnoses are in fact no more accurate than 
those who remain uncertain. The only non- 
trivial correlation is between length of experi- 
ence and symptom threshold, and there is 
evidence from an earlier study based on a 
national sample of 200 psychiatrists that experi- 
enced psychiatrists do detect, or at least record, 
more symptoms than their younger colleagues 
(Copeland, Cooper, Kendell and Gourlay, 
1971). Perhaps some comment is called for on 
the lack of relationship between length of experi- 
ence and diagnostic accuracy. It must be 
remembered that every rater had had at least 
four years’ experience of psychiatry; presumably 
if those with, say, only a year’s experience had 
been included a significant positive correlation 
might have emerged. This negative finding does 
suggest, though, that after four years of adequate 
training, whatever other professional skills may 
continue to develop, diagnostic acumen does 
not, at least to any measurable extent. Lastly, 
it must be stressed that the lack of relationship 
between confidence and accuracy applies only 
to these qualities as attributes of the psychiatrist. 


Taste VI 
Correlations between different rater variables 


Length of experience v. Symptom threshold — -- 0:25 
Length of experience v. Diagnostic confidence 4-0: 12 
Length of experience v. Diagnostic accuracy —0-05 
Symptom threshold v. Diagnostic confidence +0:14 
Symptom threshold v. Diagnostic accuracy —0:16 
Diagnostic confidence v. Diagnostic accuracy -++0-10 


Notes: These are product moment correlations. Rank 
order (Kendall’s tau) correlations were also calcu- 
lated and were very similar. Log scores were used for 
length of experience because of the skewed distribu- 
tion. With a sample size of 21 (7 raters who had rated 
fewer than 12 patients were excluded) the critical level 
fox significance at the 5 per cent level is +-0-41. 
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As attributes of the diagnosis itself there is a 
strong relationship between them. For all 28 
patients 81 per cent of the diagnoses given a 
confidence rating of 1 are accurate (i.e. are the 
same as the final hospital diagnosis) and this falls 
progressively with each step in the confidence 
scale to 61 per cent at 2, 50 per cent at 3, 48 per 
cent at 4 and a mere 20 per cent at 5. 

In one of their studies Gauron and Dickinson 
(1966b) commented on the tendency of some 
psychiatrists to make a diagnosis very early in 
an interview, on inadequate evidence, and 
subsequently to be reluctant to consider alter- 
native possibilities. Although one has the 
impression that the various diagnostic styles they 
described were the product of reasoned expecta- 
tion rather than of observation, it is certainly 
true that psychiatrists often arrive at confident 
diagnoses very quickly, and for this reason alone 
it seemed worthwhile to look for evidence of the 
reluctance to change an initial diagnosis which 
they described. In this study the two minute and 
five minute diagnoses were identical (i.e. with 
the same full four digit ICD code number) in 
316 (61 per cent) cases. In 73 (14 per cent) the 
two were completely different: that is, the five 
minute diagnosis had a three digit ICD code 
number which was different from that of both 
the first choice and alternative diagnoses at two 
minutes, and so presumably was one that had 
not been considered at all at the earlier stage. 
It was argued that if a high proportion of raters 
were unduly reluctant to change their minds, 
then they would only do so if the evidence for 
the new diagnosis was overwhelming, and 
therefore changed diagnoses should be accurate 
more often than others. In fact the 61 per cent 
of diagnoses that did not change at all and the 
I4 per cent that changed completely were both 
accurate, in the sense that they were the same as 
the hospital diagnosis, 59 per cent of the time. 
The distribution of the 73 changed diagnoses 
across raters was also examined, but there was 
no suggestion that some psychiatrists were 
particularly prone to change their minds, or 
others particularly resistant to doing so. Every- 
one changed his initial diagnosis at least once, 
and no one did so more than five times. 

The last matter to to be examined was the 
change in pattern of diagnostic usage between 
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two minutes and five minutes. Table УП shows 
the frequency with which various diagnoses 
were used on these two occasions. Diagnoses of 
schizophrenia and mania are made significantly 
more often at five minutes than at two, whereas 
diagnoses of depressive illness are made signi- 
ficantly less often. This fall, however, is entirely 
due to a fall in neurotic (rather than in manic 
depressive) depressions, and a similar fall is 
shown by other neuroses, though personality 
disorders and alcoholic disorders remain sub- 
stantially unchanged. The general pattern is 
clear: between two minutes and five minutes 
psychotic diagnoses increase in frequency and 
neurotic diagnoses decrease by an equivalent 
amount. It is understandable, perhaps even 
commendable, that when psychiatrists are forced 
to make a diagnosis on inadequate evidence they 
should diagnose a neurotic rather than a 
psychotic condition, and that they should 
change a proportion of these diagnoses later as 
more evidence becomes available. But there are 
many occasions in everyday clinical practice 
when diagnoses have to be made on inadequate 
evidence, and these results raise the possibility 
that a diagnoses of neurotic illness, and parti- 
cularly of neurotic depression, may sometimes 
function as a ‘ragbag’ diagnosis, employed as a 
euphemism for ‘diagnosis uncertain’ in someone 
who is miserable and fed up and lacks the 
characteristic symptoms of other conditions. 


Taste VII 
The comparative usage of different diagnoses at two and 
five minutes 





Total number of 
times the diagnosis 
was made in all 
patients 


2 5 
minutes minutes p 





Schizophrenia - .. 88 120 05 
Mania .. ie È 29 55 OI 
All depressions se .. 190 159 05 
Manic depressive depression .. 74 78 
Neurotic depression .. .. IOI 69 OI 
Other neuroses Ж .. 66 40 OI 
Personality disorders .. .. 52 49 
Alcoholic disorders .. 987 35 
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Discussion А 

Although tbis study was not designed to 
assess the reliability of psychiatric diagnosis, its 
results are germane to this issue. The compari- 
sons between raters’ diagnoses and the corre- 
sponding hospital diagnoses (Table I) can be 
regarded as a reliability study in which the same 
patients were diagnosed independently by two 
groups of diagnosticians working under different 
conditions; similarly, the studies of inter-rater: 
agreement (Table II) can be regarded as a 
reliability study in which diagnoses were made 
independently from a single source of informa- 
tion shared by all raters. Viewed in this light, 
how do the results obtained compare with those 
of other workers? Numerous studies of the 
reliability of psychiatric diagnosis were reported 
during the 1950s and early 1960s, mainly by 
American workers, though few have appeared 
since that time. It is difficult to compare most 
of these with one another because of differences 
in case material, experimental design and 
criteria of diagnostic agreement. There is good 
evidence that agreement is easier to achieve for 
psychoses than for neuroses, so in-patient series 
generally produce higher levels of agreement 
than out-patients, and the significance of any 
given level of agreement depends very much on 
how many diagnostic categories are being used, 
four or forty, and what level of agreement could 
be expected by chance. But despite these pro- 


. blems the general situation is fairly clear. In 


several of the studies reviewed by Beck (1962) 
diagnostic agreement was no higher than 30—40 
per cent after organic cases had been excluded, 
and agreement on the specific diagnosis, as 
opposed to the broad category of illness, is 
hardly ever above 65 per cent. The two best 
known and best designed studies are probably 
still those of Kreitman, Sainsbury, Morrissey, 
Towers and Scrivener (1961) and of Beck, 
Ward, Mendelson, Mock and Erbaugh (1962). 
In both of these independent diagnostic inter- 
views, lasting about an hour each, were carried 
out by two members of a small group of experi- 
enced psychiatrists, and the overall levels of 
agreement obtained were 63 per cent and 54 per 
cent respectively. The 60-64 per cent agreement 
between rater and hospital diagnoses objained 
here is therefore comparable with the best 
6 è 
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- results in the literature, in spite of the disparity 
in the amount of information available to the 
two groups of diagnosticians and the very limited 
information available to the videotape raters. 
And presumably agreement would have been 
even higher if the videotaped interview had 
been longer, or if the interviewer had permitted 
himself to explore areas of symptomatology 
critical for diagnosis. 

Diagnostic agreement between raters, as 
opposed to agreement between raters and the 
hospital diagnosis, was higher still, ranging from 
76 per cent to 81 per cent. There were, of course, 
many factors in the situation encouraging high 
reliability. The same source of information was 
shared by all raters, everyone concerned had 
been trained in the same Institute and so tended 
to share the same diagnostic concepts, the 
patients were all in-patients, and everyone was 
aware of the broad diagnostic distribution of 
admissions to the hospital. Nonetheless, these 
advantages have all been present, singly or 
combined, in other studies without comparable 
levels of agreement being achieved. It is possible 
that in this particular situation, where all raters 
are provided with exactly the same information, 
it is actually an advantage for the total quantity 
of information to be restricted. Another possi- 
bility is that the 28 patients on whom the study 
was based were for some reason particularly 
easy to diagnose, though, as has already been 


stressed, they were a randomly chosen conse- . 


cutive series of admissions with a similar 
diagnostic spectrum to that of all admissions 
and were not obviously unrepresentative in 
any other way. Probably the most important 
reason why high levels of agreement were 
obtained lies in the raters, rather than in the 
patients or the experimental design. Pheno- 
menology and diagnostic criteria have always 
been given greater emphasis in Europe than in 
North America, and for this reason alone one 
might expect European psychiatrists to be 
capable of producing higher levels of diagnostic 
agreement. In addition, the Maudsley Hospital 
provides a favourable setting for a study of this 
kind, as it provides a relatively consistent train- 
ing, laying stress on observation and a careful 
definition of terms. 

The most surprising finding in this study is 
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the absence of any real difference, in diagnostic 
accuracy, inter-rater agreement or even rater 
confidence, between the three different rating 
conditions employed. On the face of it, raters 
are quite unaffected by the loss of both the visual 
recording and the soundtrack of the interview 
provided they retain a complete transcript of 
the dialogue between patient and interviewer. 
As these results have a number of implications, 
it is important to consider whether they might 
have been generated by chance, or by some 
defect in the design of the study. Certainly the 
design was imperfect in at least two ways. 
Ratings were not completed on all 28 patients 
by all raters, and the chances of an individual 
rater receiving the full videotape, the sound- 
track alone or the transcript for any particular 
patient were in some respects haphazard rather 
than random. This was so for unavoidable 
reasons. Raters were often unable to attend 
individual sessions because of other commit- 
ments, and several of them had to omit indi- 
vidual patients with whom they were already 
familiar. It might be possible to explain the 
absence of any significant difference, either 
between the full videotape and the soundtrack 
alone, or between the videotape and the 
transcript, by some combination of chance 
factors arising out of this situation, but hardly 
to explain both simultaneously; for different 
combinations of factors are needed to explain 
the two, and there was a strict alternation 
between the videotape and the soundtrack 
throughout, with reversal of the sequence in the 
second audience. The internal consistency of the 
results is also evidence of their validity, although 
the same results would not necessarily be 
obtained with a different sample of patients. It 
is likely, for instance, that with a more seriously 
disturbed population it would be possible to 
demonstrate a fall in diagnostic accuracy when 
behavioural data were eliminated, though these 
patients were all ill enough to justify admission 
to hospital and 50 per cent were psychotic. 
With a predominantly neurotic out-patient 
population it would presumably be even harder 
to demonstrate the importance of behavioural 
items. 

These results raise several issues of importance 
to both clinical psychiatrists and research 
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workers. The most obvious concerns the dura- 
tion of the traditional diagnostic interview. If 
an accuracy, or reliability, as high as that 
previously reported for full length interviews 
can be obtained after only five minutes, what is 
the point in going on any longer? Of course, we 
do not know how high agreement with the 
hospital diagnosis might have risen if the 
videotaped interview had been longer. It is 
likely that in at least some of the five mis- 
diagnosed patients with a hospital diagnosis of 
personality disorder the lifelong nature of the 
patient’s problems would have emerged in a 
longer interview, and the diagnosis altered 
accordingly. And in one of the other three mis- 
diagnosed patients the schizophrenic nature of 
the illness would almost certainly have become 
apparent in a longer interview. Perhaps with a 
40 or 60 minute interview agreement with the 
hospital diagnosis might have risen as high as 
70-80 per cent. Whatever the precise level that 
might have been reached, it is clear from these 
results and those of Sandifer and his colleagues 
that accurate diagnoses can often be reached 
very early in an interview, even within the 
first two minutes, and that after five or ten 
minutes further expenditure of time is subject to 
a law of rapidly diminishing returns. Or, looking 
at the matter from a different angle, in some- 
thing like 50 per cent of patients the diagnosis 
is apparent within a few minutes, and in many 
of the rest it remains a subject of disagreement 
no matter how much information is accumu- 
lated. At first sight it seems inappropriate, 
therefore, for a diagnostic interview to last for 
an hour or more, as it commonly does. It must 
be appreciated, though, that in ordinary clinical 
practice the so-called diagnostic interview is not 
concerned only, or even mainly, with establish- 
ing a diagnosis. The interviewer needs to find 
out what sort of person his patient is, why he has 
become ill, whether he has been ill before and 
what treatment he had then, and so on, and it 
is these other functions which occupy most of 
the time. But for some research purposes 
establishing a diagnosis may be the sole function 
of an interview, and here there are strong 
grounds for reducing its length. There are also 
good grounds for relying mainly or entirely on 
non-behavioural data, particularly in view of 
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the evidence that behavioural ratings are less, 
reliable than those based on the patient's replies 
to questions (Kendell, Everett, Cooper, Sarto- 
rius and David, 1968; World Health Organiza- 
tion, 1972). R 


SUMMARY 

Brief diagnostic interviews, lasting only five 
minutes each, were held with a series of 28 
patients at the time of their admission to 
hospital and then presented to groups of experi- 
enced psychiatrists who were required to make 
a diagnosis and a number of other ratings for 
each. The content of the interview was pre- 
sented in three alternative ways—as a videotape, 
as an audiotape, or as a written transcript. 

The raters’ diagnoses were the same as the 
final hospital diagnosis in 48-50 per cent of 
cases after only the first two minutes of the 
interview, and this rose to 60-64 per cent at 
five minutes. Inter-rater agreement was over 
75 per cent under all three rating conditions. 
Using the final hospital diagnosis as a criterion 
of accuracy, both accuracy and inter-rater 
agreement were just as good overall using the 
soundtrack alone, or even the transcript, as with 
the full videotape, in spite of the fact that the 
transcript conveyed no information about the 
patient’s appearance or behaviour. 

There was little variation amongst the 28 
psychiatrists involved. No one achieved a 
diagnostic accuracy of more than 71 per cent or 
less than 50 per cent, or was particularly prone, 
or reluctant, to change his initial diagnosis. Nor 
was there any relationship between accuracy 
and either length of experience or self-confidence. 

Diagnoses made by adequately trained psychi- 
atrists are more reliable than the literature 
would indicate. In many patients an accurate 
diagnosis can be made within the first few 
minutes of an interview and behavioural cues 
seem to be of little or no importance in this 


regard, 
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Measures of Depressive Mood at Monthly Intervals 


By J. CRAWFORD LITTLE and NEIL I. McPHAIL 


INTRODUCTION 
Various inevitably indirect attempts to quan- 
tify mood states have recently been reviewed by 
Aitken and Zealley (1970). In the present study, 
.the results of administering two depression 
rating scales to the same group of patients were 
compared and their usefulness appraised. 


1, Aitken’s Visual Analogue Scale—VAS (Aitken, 
1969) provides a simple and rapid method of 
recording levels of depression. A straight line, 
тоо mm. in length, represents the range of mood 
between ‘depression absent’ and ‘extreme de- 
pression’. The degree of depression is indicated 
by marking the line at the appropriate point, 
the score being the distance in millimetres 
between this point and zero. Zealley and Aitken 
(1969) demonstrated that patients’ VAS ratings 
correlated with psychiatrists’ clinical ratings 
and with the Hamilton Rating Scale for 
Depression (Hamilton, 1960). 

о. The Beck Depression Inventory—BDI (Beck et 
al., 1961) is another self-rating questionnaire 
method taking account of 21 key symptoms, each 
of which is represented by four or five sentences 
in a quantifying hierarchy. For each symptom, 
the patient is allotted a score between о and 3 
for the choice of sentence which most accurately 
reflects his present state. The test takes about 
15 minutes to complete and has been shown to 
correlate with psychiatrists’ independent clinical 
ratings (Beck et al., 1961; Metcalfe and Gold- 
man, 1965). 

In the present study each BDI score (range 
o-63) was converted to a percentage figure. 


METHOD 
In the course of a pilot study for a double- 
blind clinical trial, eight female out-patients 
were seen at monthly intervals over a period of 
sixteen months. The patients suffered from 
long-standing recurrent depressive illnesses, od 


all but one had a history of multiple hospital 
admissions. 

At each patient’s monthly visit the following 
procedure was adopted: after a general thera- 
peutically-orientated interview two psychiatrists 
simultaneously but independently marked their 
own copies of the VAS; the patient was then 
asked to mark her copy; finally the BDI was 
completed. 

The completed forms were filed away after 
each monthly clinic, and neither psychiatrist 
referred to them subsequently until the results 
were analysed towards the end of the pilot 
clinical trial; previous ratings could not be 
recalled. 

TheBDI and the VAS have not previously been 
used together for recording mood at such long 
intervals of time, neither has the VAS previously 
been scored independently by the psychiatrist 
for comparison with the patients’ ratings. For 
practical reasons, the opportunity for attendance 
of both psychiatrists at the monthly out-patient 
clinic was limited, but on 37 occasions the 
patients were independently assessed on the 
VAS by the same two psychiatrists. 


; RESULTS 
1. Reliability between observers 


The VAS scores obtained from two observers 
(N = 37) were compared using the Wilcoxon 
signed-rank technique, all tied ratings being 
excluded. For the individual patients, and for all 
the scores combined, the differences between the 
observers were not statistically significant. High 
levels of inter-rater agreement on depressive 
mood have been demonstrated by Wing ¢ al. 
(1967). 

To facilitate further analyses the two inde- 
pendent observer scores for each occasion were 
reduced to a single mean value; these along with 
the observer scores from the occasions when only 
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one psychiatrist was present, created a con- 
tinuous series of observer scores over a period of 
sixteen monthly assessments. 


2. Comparison of levels 

The three groups of scores for each patient: 
(a) psychiatrists’ VAS scores, (b) patients’ VAS 
Scores, and (c) the percentage BDI scores— 
were compared using the Wilcoxon method; the 
results are shown in Table I. 

Thus when the comparison was made for the 
whole group or for the individuals within the 
group it was quite clear that the patients’ self- 
ratings (B) were at a significantly higher mean 
level than the psychiatrist’s ratings (A) when 
both were using the VAS. When the psychi- 
atrist’s VAS ratings (A) were compared with 
other BDI scores (C) there was some ambiguity; 
for whereas the mean BDI scores were signifi- 
cantly lower for the group as a whole there was 
no demonstrable difference between the sets of 
scores for seven of the eight individual patients. 


3. Relationship between scores 
Using Spearman’s Rank-Correlation Coeff- 
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cient (correcting for tied scores), it was found : 


that the three measures showed a high positive 
correlation of statistical significance when all the 
scores for all the patients were ranked (p = 
<o-oo1 for each comparison). The résults for 
each patient and for the whole group are shown 
in Table II. 

Although a number of the r, values did not 
reach statistical significance the results show that 
when the patients were grouped the correlations 
were positive and highly significant. For indi- 
viduals the most impressive relationship, in six 
of the eight patients, was a significant positive 
correlation between the observer and self-ratings 
on the VAS (A у В). р 

The results shown in the Tables indicate that 
although the three measures returned scores at 
different levels, least evident between psychi- 
atrists’ VAS ratings and BDI, the correlations 
were high, i.e. the scores generally shifted in the 
same direction and in similar amount from one 
month to the next. The initial impressions of 
association between the scores, gained from 
visual inspection of the graphs, have been 
confirmed by the statistical analysis. Two are 


TABLE I 


Wilcoxon Signed-Rank test 





A = Observer ratings—Aitken Analogue scale (n. 103, mean 11 *514, S.D. 14:055) 
B = Patient self-ratings—Aitken Analogue scale (n. 103, mean 24:31, S.D. 29:949) 
© = Percentage Beck Inventory scores (n. 97, mean 8-701, S.D. 10° 764) 


————————————————————————————————————MÀ—ÁÉs 























AvB AvG Вус 

Patient 
сазе по n T value P n T value p n T value p 
I 8 6 N.S. 10 18 N.S. 7 6 N.S. 
2 12 37:5 N.S. 12 6 p<o-or II 14 N.S. 
3 3 ° * 7 7 N.S. 7 о p<o0'05 
4 9 о р < 0:05 6 9 N.S. 7 о р < 0:05 

II 3°5 p « o-or IO 12 N.S. 10 o p<oror 
2 I2 2 р «o:oi 12 26 N.S. 18 а р < о.о! 
7 13 I р < 0:01 II 29 N.S. II I р < оо: 
8 8 І р < 0:05 8 12 N.S. 8 3 Р < 0°05 
Group comparison T = 789 T = 885:5 T = 335 
п = 74 р < 0:001 р < 0:001 р < о-оо! 
* = Insufficient data. 

Note: It should be appreciated that in this table ‘N.S.’ means that the two variables (the groups of figures being 


compared) are not from different distributions —i.e. they are related; a significant p-value implies that the variables 
are not related. 6 
? 


























BY J. CRAWFORD LITTLE AND NEIL 1. MCPHAIL 44.9 
Taste ЇЇ 
Spearman’s Rank-Correlation coefficients 
A = Psychiatrists’ VAS ratings 
B =.Patients’ VAS ratings 
С = BDI scores 
AvB Ava Вус 
Patient 
case no. Ts p Ts р Ts P 
I 0.51 «0:05 0:30 N.S 0:21 N.S. 
2 0°67 <0'01 o:8o «0*00I 0:64 «0-05 
3 0:65 <0:05 0°75 «0:05 0°20 N.S 
4 0°63 N.S. 0:58 N.S. 0:93 «0-01 
5 0:44 N.S. 0-47 N.S. 0:73 «o'01 
6 0:90 <0'001 0°24 NS. 0:51 N.S. 
7 0:75 «0:01 0*49 N.S. 0°53 N.S. 
8 0:90 «0-001 0:64 «0:02 0:72 <0°Oo! 
Overall г, 0-80 0:76: 0:76 
р .. «0:001 «0:001 «0:001 


Note: In contrast to Table I, ‘N.S.’ in this table means that the correlation coefficient is not statistically significant; 


a significant p-value indicates similarity. 


shown for illustration (Fig. 1): copies of all 8 will 
be made available to any interested enquirer, on 
request. 


Discussion 


For the practical purpose of measuring 
fluctuating severity of depressed mood over a 
period of time it is the shifts in mood that 
command our attention rather than absolute 
arbitrary values. It is in the demonstration of 
a significant correlation between the three 
measures in direction and amount of mood 
change that the value of our findings lies. 

The VAS gives a reliable and valid measure 
of mood change over time, with an advantage 
over the BDI of ease and rapidity of administra- 
tion. The BDI is a relatively time-consuming 
procedure in which several questions do not 
specifically relate to immediate present mental 
state, e.g. items R, S and U—appetite, weight 
and libido. Whereas most of the questions are 
arranged in quantitative order, in some instances 
such as item P, ‘sleep’, a qualitative element is 
introduced which by no means exhausts the 
possible patterns of sleep disturbance experi- 
enced by depressed patients. Furthermore, there 
is yo allowance for the possibility of some of the 

1 


symptoms being due to concurrent physical 
illness. Although the levels of percentage BDI 
scores for individuals did not differ significantly 
from psychiatrists’ VAS ratings, the profile over 
time showed it to be a less sensitive indicator 
when used on out-patients with only mild or 
moderate severity of depression, for on the BDI 
only in 3 out of 97] ratings did the score reach 
40 per cent; in all, only 8 scores were in excess 
of 30 per cent. 

The BDI was shown to have an advantage 
additional to that of allowing study of quanti- 
tative changes in both the components of the 
depressive mood state and the overall assessment 
expressed as the total score, for no score on the 
BDI even approached the maximum possible. 
But when, as occurred on several occasions, the 
patient scored the VAS at the maximum there 
was no room left on which the patient could 
record a higher score should her mood state 
subsequently worsen. No such difficulty curtailed 
the value of the VAS when rated by the psychi- 
atrist, the highest score recorded being 77. 

The higher self-ratings, compared with 
psychiatrists’ ratings on the VAS might be 
explained by the concepts of frame of reference 
(Wever and Zener, 1928) and the adaptation 
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Го. 1.—Monthly scores for patients 6 and 8. 


ө — — — — € Patients’ VAS ratings. 
Q—— ——— ——O Psychiatrists’ VAS ratings. 
X-.-—.- .—. X Percentage B.D.I. scores. 


| accumulated data, to this point in time, 
statistically analysed (see tables). 
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‘level theory (Helson, 1959) which describe the 
ways in which the larger contextual system 
influences the judgement of particular examples 
within that system. It is suggested that each 
rater has’ a different model of ‘extreme de- 
pression’ based on experience; the patient 
has only her own experience to go by. 

In this study of measures of depressive mood 
at intervals of one month over a sixteen month 
period, observer-ratings and self-ratings using 
the VAS and BDI scores all correlated positively 
and significantly. 

The quickest single method of optimal 
sensitivity appears to be the VAS scored by the 
psychiatrist. The patient’s rating on the VAS 
is a valid but somewhat oversensitive measure. 
In a clinical drug trial independent scoring of 
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the VAS by both psychiatrist and patient, which 
only takes a moment or two, would be little 
improved upon by completing the relatively 
time-consuming and less sensitive BDI. Thus 
by using the VAS at intervals of a month a 
reliable record of depressed mood can be kept 
by the.clinician during the course of a long or 
recurrent illness, with minimal expenditure of 
time. 

The correlations between various measures of 
mood may be formulated as in Fig. 2. 


SUMMARY 
This report arose from a pilot trial to establish 
the methodology for a double-blind controlled 
trial of secondary prevention in recurrent de- 
pressive disorders. At the out-patient clinic, at 


Reported correlations between measures of depressive mood 





Beck Depression Inventory 






(patients’ self-ratings) 
(Little and McPhail) 


р < 0:001 


Aitken Visual Analogue Scale 
(patients’ self-ratings) 


(Little and McPhail) 


Aitken Visual Analogue Scale 
(psychiatrists’ ratings) 





p«o'oi 













Clinical ratings (Beck et al., 1961) 
Clinical ratings (Metcalfe and Goldman, 1965) 






Clinical ratings on admission 


p < 0:001 (Zealley and Aitken, 1969) 






Hamilton Rating Scale for Depression 


(observer-rated) on admission 


No statistical difference between Aitken Visual 
Analogue Scale ratings of the two psychiatrist 
observers, р < ооо. 


Fic. 2.—In all instances the ratings were carried out independently 


. CODE: -«—— ———3» = + ve correlation 
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monthly intervals, eight patients and two 
psychiatrists independently scored severity of 
depression using a Visual Analogue Scale. The 
Beck Depression Inventory was then completed. 


Findings 

(i) The scores on the VAS of the two inde- 
pendent assessors were not significantly different. 

(ii) The patients’ ratings on the VAS were 
significantly higher than those obtained from 
the two psychiatrists, while the BDI scores, 
expressed as a percentage of the maximum 
possible, were lower for the group as a whole. 

(iti) The three sets of scores correlated highly 
and positively when taken overall. For six of 
the eight subjects the psychiatrists’ and the 
patients’ VAS scores correlated significantly. 
For five of the eight patients, one or other of the 
VAS scores correlated significantly with the 
BDI. 

For some purposes measurement of change in 
depressive mood during the course of an illness 
is more important than absolute level; there 
were no significant differences between the 
three methods as measures of direction and 
amount of mood change at monthly intervals. 

As an overall measure the Beck Depression 
Inventory, which is relatively time-consuming, 
had few clear advantages over the Visual 
Analogue Scale, which only took a moment or 
so to complete. The quickest single method of 
optimal sensitivity was the Visual Analogue 
Scale scored by the psychiatrist; the Scale, 
whether rated by psychiatrist or the patient or 
both, offers the clinician a reliable record of 
mood during the course of a depressive illness, 
with minimal expenditure of effort and time. 
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Although the Visual Analogue Scale has been’ 
used by nurses (Zealley and Aitken, 1969), its 
value for psychiatrists’ ratings of depressive mood 
has not previously been reported. 
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The Token Economy: A Living-Learning Environment 


By J. FERNANDEZ, I. FISCHER and E. RYAN 


The use of a token-economy system to condition 
ward-wide behaviours in psychiatric in-patients, is 
gaining acceptance as a definite therapeutic modality 
(Franks, 1969). 

Tokens are used as conditioned reinforcers and are 
presented to patients the moment they show specified 
target behaviours which are being developed or 
maintained, or later, on a cumulative basis, at the 
end of a day or a week. Patients may then exchange 
their tokens for whatever back-up reinforcers they 
choose or are able to afford. In this regard tokens are a 
close analogue to money in ‘normal’ society, and in 
a token-economy programme the contingencies are in 
effect 24 hours a day throughout the programme., 

In August 1968 a token-economy unit was set up in 
St. Brendan’s Hospital, Dublin, to deal with chronic 
hospital patients and with patients showing signs of 
incipient chronicity. The object was to create and 
maintain a systematic programme that would help 
establish or restore desirable behaviours in these 
patients, while extinguishing undesirable behaviours. 
The ward environment was strictly controlled in an 
attempt to preclude the operation of variables other 
than those required within the token-economy system 
of management. Emphasis was placed on objective 
definition and quantification of responses and re- 
inforcers, and upon programming and recording 
methods. Standardization permitted nursing per- 
sonnel to administer the programme. 


METHOD 

Subjects 

Seven males and four females were treated in the 
first two studies conducted. Their ages ranged from 
22 to 42 years. Most diagnostic categories were 
considered acceptable for admission to the pro- 
gramme. Features shared by almost all patients were 
as follows: (1) They had a long history of continuous 
or recurrent hospitalization. (2) All had been 
exposed to traditional methods of psychiatric treat- 
ment with considerable benefit, but not enough to 
allow them to live independently outside of hospital. 
(3) Collectively they showed multiple deficits in 
some on all of the following areas: personal care, self- 
suffiqency, socialization and work habit. (4) In 
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addition, some exhibited other forms of undesirable 
behaviour, e.g. property destruction, physical aggres- 
siveness, and manneristic behaviour. 


EXPERIMENTAL DESIGN 


The experimental design used was based on tbe 
A-B-A paradigm (Ayllon and Azrin, 1:968), each 
patient serving as his own control. The programme 
consisted of the following phases: (1) Acclimatization 
phase (2 weeks), during which patients were given 
time to acclimatize themselves to their new surround- 
ings. Behaviours, though charted, were not included 
in the final results, as it was felt that any behavioural 
change noted during this phase may have been the 
result of a change in ward-environment rather than 
the result of the token-economy system of ward 
management. This phase helped obviate to some 
extent the result of the ‘Hawthorne effect’. (2) Per- 
missive phase (2 weeks), during which no attempt was 
made to motivate the patients, who were allowed to 
behave exactly as they pleased. The nurses’ observa- 
tions helped in the construction of a base-line of 
behaviour on each patient indicating the presence 
or absence and the frequency of occurrence of 
desirable and undesirable responses. All subsequent 
behavioural change was measured against each 
patient-specific base-line of behaviour. No tokens 
were used during this phase. (3) Token-Economy 
phase (8 weeks in Study 1 and 6 weeks in Study 11). 
At the end of the previous phase patients were in- 
formed that they would not receive any back-up 
reinforcers free of charge as in the past. They would 
now be expected to pay for these with tokens which 
they could earn. Patients were notified of the charge 
in tokens for: (a) Services rendered by the Medical 
and Nursing Staff, (b) The use of back-up reinforcers, 
and (c) ‘Response costs’. To facilitate them while 
they caught up with the system, patients were 
permitted to sign I.O.U.'s for up to 100 tokens. 
Tokens could also be saved in a bank book and 
exchanged for money at the end of the study. A 
‘budget’ was introduced midway during the Token- 
Economy phase. This consisted of an increase in token 
cost for most of the back-up reinforcers. Certain 
back-up reinforcers, i.e. visits to town, which were 
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being used with decreasing frequency since the 
introduction of the Token-Economy phase, had their 
prices lowered so that they would be used more often. 
Contingent reinforcement was used throughout this 
phase. (4) Permissive phase (2 weeks). The use of 
tokens was suspended during this phase, which was 
identical with the previous permissive phase. 


RECORDING or BEHAVIOURS 

The staff filled in a behavioural check-list on each 
patient cach day which recorded the presence or 
absence and the frequency of occurrence of 165 
individual behaviours and 12 group behaviours. 
These were categorized as follows: (A) Individual 
Activity: (1) Time keeping; (2) Work productivity; 
(3) Self-help; (4) Personal care; (5) Deviant beha- 
viour; (6) Interpersonal (social) interactions; and 
(7) The use of back-up reinforcers. (B) Group Activity : 
(1) Ward cleaning behaviours. 


THE TOKEN ECONOMY: A LIVING-LEARNING ENVIRONMENT 


RESULTS ; 


The results reported (Table I) are for 37 individual 
behaviours and 12 group behaviours. In Study I, 
when compared with the first permissive phase, there 
was a mean improvement of 57-71 per cent during 
the Token-Economy phase, which dropped only 
slightly to 56-98 per cent when the use of tokens was 
suspended during the second permissive phase. In 
Study II, when compared with the first permissive 
phase, there was a mean improvement of 66: 55 per 


' cent. during the Token-Economy phase, which 


increased to 69-61 per cent when the use of tokens 
was suspended during the second permissive phase. 
CONCLUSION 
It would be fair to state that whenever an attempt 
was made to modify behaviour, success was evident. 
An interesting finding was that the frequency of 
certain behaviours, i.e. ‘mannerisms’ (spontaneous 


Тавік I 
Percentage of mean group performance in each bhaset 
Study I (Number of subjects = 5) 


























Percentage 
Token Economy of expected 
Permissive *(C-R) Phase Permissive weekly group 
Types of behaviour modified phase phase target 
Pre-budget Post-budget behaviours 
(A) INDIVIDUAL ACTIVITY 
1. Time-keeping T 49°95 95°85 98-4 95-0 100% 
2. Occupational therapy 25-6 89:7 95:05 87-4 100% 
3. Self help .. TT 38:35 97:82 99:7 95°45 100% 
4. “Asking for own medication"] .. 2°55 89:0 92-85 91-8 100% 
5. Personal care (Desirable behaviour) 42°1 63°05 77:02 71:2 100% 
(B) GROUP ACTIVITY 
6. Ward cleaning behaviour .. 37°85 89:1 97:75 97°45 100% 








(Study IT (Number of subjects = 6) 





(A) INDIVIDUAL ACTIVITY 





А 














1, Time-keeping s 38:9 92:2 97°03 98:0 100% 
2. Occupational therapy 24°85 92°43 98:36 98:5 100% 
3. Self help 2% vs vs 26-1 96:86 98:33 100 100% 
4. “Asking for own medication" 4'25 91*93 98:06 100 100% 
5- Personal care (Desirable behaviour) 44*5 85-03 93:1 93'1 100% 
(B) GROUP ACTIVITY 

6. Ward cleaning behaviour .. 33°35 99°56 99°56 100 100% 





* C-R = Contingent Reinforcement. 





1 Only those behavioural categories for which the Expected Weekly Group Target Behaviour could be specified 


are reported. 
t Self-help behaviour. 
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outbursts of laughter in one subject) declined, 
although no direct attempt was made to modify this. 
A similar situation has been reported by Ayllon and 
Azrin (1968). At present (about three years after the 
termination of the two studies), the terminal position 
of the 11 subjects is as follows: 8 patients are in open 
employment, one in a trainee post (clerical) and one 
in sheltered employment. Ten out of the 11 patients 
have been discharged from hospital. One patient is 
still in the Token-Economy unit, a constant reminder 
of the limitations of this programme. 

Three other studies have been completed to date: 
Our previous findings were substantiated. In addi- 
tion, these studies showed that patients with grossly 
deviant antisocial behaviour could be effectively 
controlled by a Token-Economy system of ward 
management. This finding should be of some interest 
to those concerned with the long term management 
of patients with gross antisocial and psychopathic 
behaviour. 

The latter three studies were designed to evaluate 
the role of other variables, i.e. non-contingent rein- 
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forcement, instructions and peer group pressure in 
effecting behaviour change. Preliminary results 
suggest that (1) Non-contingent reinforcement was 
not as effective as contingent reinforcement in modify- 
ing behaviour; (2) Instructions together with con- 
tingent reinforcement were far more effective than 
contingent reinforcement used on its own; (3) The 
use of peer group pressure together with instructions 
and contingent reinforcement was the most effective 
method of modifying behaviour. 
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Prediction of Clinical Response to ECT 


By RICHARD ABRAMS, MAX FINK and STANLEY FELDSTEIN 


INTRODUCTION 


Because of the empirical nature of the 
treatment procedure, many investigators have 
sought predictors of clinical response to ECT 
(Abrams, 1972). Three studies (Hobson, 1953; 
Carney et al., 1965; and Mendels, 1967) provide 
well-defined methods for calculating an index 
for prediction of response to ECT. Each assigns 
individual weights to specific features of the 
clinical state and the history of the illness, as 
determined during a pre-treatment interview. 
The predictive accuracy reported for these 
indices ranges from 79-87 per cent. Three 
attempts have been made to replicate Hobson’s 
(1953) results—two were successful (Roberts, 
1959; and Mendels, 1965), and one was not 
(Hamilton and White, 1960). We have found 
no reports attempting to test the prognostic 
accuracy of the indices of Carney et al. (1965) 
or Mendels (1967). 

The present study examines the relation of 
each index to the immediate clinical response of 
depressed in-patients receiving unilateral or 
bilateral ECT. In addition, 22 individual 
clinical features were selected for their putative 
relation to outcome with ECT in depressed 
patients and examined for their relation to 
improvement with ECT. 


METHOD 

This study was part of an open clinical com- 
parison of unilateral and bilateral ECT in 
depressed in-patients, and the method is re- 
ported in detail elsewhere (Abrams et al., 
1972). Briefly, patients with diagnoses of pri- 
mary depressive disorders were included for 
study if they received at least four ECT with 
the same electrode placement (unilateral or 
bilateral). Patients were interviewed prior to 
treatment, at which time a 41-item rating scale 
was completed (Appendix). The scale included 
the variables needed to calculate each of the 
three predictive indices; a 15-item depression 
rating 'scale modified from Hamilton (1960); 
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and a number of additional variables of interest 
included neither in the indices nor in the 
depression scale. 

Patients were interviewed again 24 hours after 
at least four ECT,* at which time the 15-item 
depression scale was repeated, and an estima- 
tion made of clinical global improvement (worse, 
no change, slightly improved, much improved, re- 
covered). 

Stepwise regression analyses were used to 
examine the relation bétween the post-ECT 
depression scores and the variables of interest. 
The order in which these variables were entered 
into the regression equations was determined by 
the investigators (Cohen, 1968). The measure 
of treatment outcome was the post-ECT de- 
pression score adjusted to account for the variance 
contributed by the pre-ECT depression score. 
(These adjusted scores are the differences between 
the post-ECT depression scores actually ob- 
tained and the scores predicted from the distri- 
bution of the pre-ECT scores.) Each of the 
three indices studied, and each of the 22 clinical 
variables, was correlated with the adjusted post- 
ECT depression score after accounting for the 
variances contributed by electrode placement 
and the number of treatments given. 


RESULTS 

Seventy-six patients, ranging in age from 28 
to 83 years (mean, 63-7), received unilateral 
(N = 33) or bilateral (N = 43) ECT and bad 
their first post-ECT examination after 4-6 ECT 
(mean, 4:3). 

No relation was found between the indices of 
Hobson (1953), Carney et al. (1965), or Mendels 
(1967) and the adjusted post-ECT depression 
score (Table I). Neither were any of the 22 
clinical and historical features correlated with 
this measure of treatment outcome (Table II). 
These findings were unexpected, and for this 
reason we also examined the simple product- 


* Some patients were unavailable for interview after 
the fourth ECT and were seen after the fifth or sixth ECT. 
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moment correlations with the un-adjusted post- 
ECT depression score for each of the indices and 
22 variables. No index was correlated with this 
measure of treatment outcome. (Product- 


TABLE I 
Multiple regression coefficients for the predictive indices 
and the adjusted post-ECT depression scores* 


Proportion 
Index MR (adjusted of variance p 
for D.F.) contributed 
Hobson (1953) .. 0:632 0-00! n.8. 
Carney etal. (1965) 0-631 0'000 n.8. 
Mendels (1967).. 0:631 0:000 n.s. 


* After accounting for electrode placement (uni- 


lateral or bilateral) and the number of treatments. 


Taste II 
Multiple regression coefficients for 22 clinical features 
and the adjusted post-ECT depression scale scores* 


Proportion 
Feature MR (adjusted of variance p 
for D.F.) contributed 

Precipitating event 0:633 0-009 n.8. 
Sudden onset 0:638 0*003 n.s. 
Short duration .. 0:643 0-009 0.8. 
Fluctuating course 0:671 0:023 1.8. 
Diurnal variation 0:635 0:005 n.8. 
Weight loss 0:639 0*003 р.в. 
History of mania, 

hypomania .. 0:634 0*004 n.s. 
Cyclothymic 

personality .. 0631 0*000 пз. 
Endogenous mood 

swings я о:618 0*000 n.s. 
Prior depression 0:695 0*002 ns. 
Prior ECT ES 0:626 0-006 n.s. 
Family history of 

depression .. 0:644 0:016 n.$. 
Neurotic traits, ` 

childhood .. 0-664 0:034 n.s. 
Neurotic traits, 

adulthood  .. 0:647 0-020 n.8. 
Inadequate or 

ill-adjusted 

personality .. 0:636 0*001 n.8. 
Impaired concen- 

tration . 0:681 0'000 n.s. 
Loss of insight .. 0:637 0:007 n.s. 
Reactivity of mood 0:632 0:001 0.8. 
Self-pity 0:630 0-010 n.s. 
Hysterical : 0-625 O*OO0I n.8. 
Pyknic physique 0:664 0:038 n.s. 
Lability of mood 0:650 0:017 ns. 


* After accounting for electrode placement (uni- 


lateral or bilateral) and the number of treatments. 


PREDICTION OF CLINICAL RESPONSE TO ECT 


moment correlations for the Hobson, Carney et, 
al, and Mendels scores with the post-ECT 
depression scores were -L-0:02, —0:02, and 
—0:01, respectively). Four of the clinical 
variables were significantly correlated with this 
measure of treatment outcome. Product-moment 
correlations were --0:23 for ‘precipitating 
event? (p < 0:05), +0-23 for ‘inadequate 
personality’ (р < 0:05), —0:31 for ‘fluctuating 
course’ (p < 0:01), and +о:30 for ‘neurotic 
traits in adulthood’ (p < o-or). The lack of a 
relation for these four variables and the adjusted 
post-ECT depression score indicates that the 
significant product-moment correlations aré 
due largely to the initial severity of the illness. 


Discussion 


The present study differs in methodology from 
previous studies for the variables of age, number 
of ECT administered, time of post-ECT exami- 
nations, and criterion for treatment outcome 
(Table III). Because of these differences, the 
present study cannot be considered a test of the 
usefulness of the reported methods for predicting 
ECT outcome. Within the framework of these 
methodological differences, the lack of pre- 
dictive power for any index or clinical feature 
studied requires further consideration. 

We rated treatment outcome after an average 
of 4:3 ECT often before the course-of treatment 
was terminated by the attending psychiatrist. 
This contrasts with others who examined 
patients weeks or months after termination of 
treatment, and after more ECT had been given. 
It may be that the predictive indices are useful 
only for fully-developed ECT effects, with the 
difference between good and poor prognosis 
patients remaining ill-defined earlier in a 
course of treatment. However, examination of 
the clinical global estimate of outcome in the 
present study at the time of the post-ECT de- 
pression score (Table IV) shows that half of the 
patients were rated as much improved or recovered. 
This distribution of clinical improvement should 
have been sufficient to demonstrate existing 
correlations with the predictors studied. 

More important may be the time elapsed 
between termination of ECT and evaluation of 
treatment outcome—in our study this was 24 
hours. The predictive indices each Contain 
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Taste III 
Comparison of study methodologies 
? е No. of Time of post-ECT ° Outcome 

Author (years) ECT given evaluation criterion 
Hobsón (1953) .. .. Unstated * A course’ 2 weeks Global estimate 
Carney et al. (1965) Unstated *Three or more' 6 months Global estimate 
Mendels (1967) 3s 48-8 4-11 (6-4) 3 months Per cent reduction 

in depression score 

Present study 63:7 4-6 (4'3) 24 hours Adjusted post-ECT 


depression score 


IS 


variables associated with long-standing charac- 
terological pathology (e.g. neurotic traits in 
childhood and adulthood; hysterical traits; 
inadequacy). With increasing passage of time 
after a course of ECT such personality variables 
may assume pre-eminence over features of the 
immediate illness such as insomnia, retardation, 
etc., predicting outcome successfully by defining 
a group of patients with abnormal personalities 
and a poor long-term prognosis. The early post- 
ECT evaluation in the present study reduces 
this effect and may have thereby rendered the 
predictive indices ineffective. 

Finally, our sample was considerably older 
than others reported, with a mean age of 63:7 
years compared with 51-1 years for Roberts 
(1959) and 48-8 years for Mendels (1967). 
(Hobson (1953) and Carney et al. (1965) do not 
state the age of their patients.) It is likely that 
our sample contained fewer patients with 
bipolar affective illness and more patients with 
unipolar depressions. This is supported clinically 
in that mania, hypomania, endogenous mood 
swings, and cyclothymia were rarely reported 
by our patients. It may be that the indices and 
clinical features are predictive mainly of out- 
come in bipolar (manic-depressive) illness. 
Indeed, Perris (1966) reports a differential 
response to ECT for unipolar and bipolar 
patients, the latter group responding to fewer 
ECT. For this reason, future studies of the pre- 
diction of ECT response in depressed patients 


Taste IV 
Global rating of clinical improvement at time of post-ECT 
depression scale 
No Slightly Much Re- 
Worse change improved improved covered (N) 
Dra Әл элк оше шшш MM ME 
1 ^" 10 27 23 15 (76) 


—— M. -———————————————— 


should consider the differences between unipolar 
and bipolar illnesses. 


SUMMARY 

Seventy-six depressed patients in hospital who 
received unilateral or bilateral ECT were 
examined prior to treatment for completion of 
a depression rating scale; the prognostic indices 
of Hobson, Carney et al., and Mendels; and a 
group of additional clinical and historical fea- 
tures. None of the predictive indices, nor any of 
the 22 illness features were associated with clinical 
outcome as measured by a depression scale score 
obtained one day after 4-6 ECT. Methodo- 
logical differences from previous studies are 
discussed and account in part for the failure of 
replication. 
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APPENDIX 
CLINIQAL FEATURES COMPRISING THE DEPRESSION 
RATING SCALE, THE THREE PREDICTIVE INDICES, AND 
THE 22 ADDITIONAL CLINIGAL AND HISTORICAL 
VARIABLES 





aria 
Depression 
scale 





Anxiety, psychic .. 
Somatic symptoms, 
general .. E 
Somatic symptoms, 
GI e = 
Hopelessness $5 
Hypochondriasis? .. 
Depressed mood .. 
Guilt, self-reproach 
Worthlessness 
Suicide , 
Retardation е2 
Agitation .. 2% 
Precipitating суеп 
Sudden onset т 
Short duration 
Fluctuating course 
Diurnal variation. . + 


+++++++++ + +4444 


+++ 
+++++ 


PREDICTION OF CLINIGAL RESPONSE ТО EOT 





Variable 
Depression 
scale 
Additional 
features 





Weight loss3 $5 + 
History of mania, 
hypomania d 
Cyclothymic person- 
ality — .. : 
Endogenous mood 


swings .. 
Prior depression 
Prior ECT $5 
Family history of de- 
pression .. vi 
Neurotic traits, 
childhood Бе ES 
Neurotic traits, 
adulthood - + 
Inadequate or ill- 
adjusted person- 
ашу — .. " 
Impaired concentra- 
tion we 


+ + + +++ + + + 


+ + + + 


+++ 
+ 


Pyknic physique .. 
Lability of mood .. 
Obsessional ES 
Depersonalization . . 
Somatic delusions.. T 

+ 


+++++++ + 


+++ + 


Paranoid delusions 


1 Mild-moderate for Hobson scale, any degree for 
Mendels’ scale, any degree up to delusions for Carney 
scale. 

2 Worse in PM for Carney scale, worse in AM for 22 
features scale. 

3 Over 7 Ib. for Carney scale, any weight loss for 22 
features scale. ‘ 

4 Hysterical attitude and hysterical personality com- 
bined. 
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The Effect of Forewarning on the Occurrence of Side- effects 
and Discontinuance of Medication in Patients on Amitriptyline 


By E. D. MYERS and E. J. CALVERT 


INTRODUCTION 


It is generally accepted that psychological 
factors are of importance in determining the 
effects of drugs—beneficial or adverse (Green, 
1964; Wilson, 1966; Boszormenyi, 1969). 
Placebo studies have suggested that one such 
psychological factor may be prior knowledge of 
side-effects (Wolf, 1950; M.R.C., 1950; Cole- 
man, 1969). In a controlled trial of amitriptyline 
in general practice (Blashki et al, 1971) the 
patients were asked to record their experience 
of side-effects on a prepared list, and it was 
thought that this might have ‘involved the risk 
of suggesting side-effects to the patients’. In a 
controlled trial of imipramine in general 
practice (Porter, 1970) the data suggested that 
side-effects were an important cause for patients 
abandoning treatment. Doctors may be chary 
of detailing side-effects, thinking that imparting 
such knowledge to patients may in a proportion 
of them induce the side-effects to appear and 
lead to discontinuance of therapy. 


и — the other hand it would seem reasonable 


_s Suppose that where patients experience side- 


— effects there will be less tendency for them to 


abandon treatment if they have been forwarned 
of such effects. A search of the literature revealed 
a paucity of information on the results of fore- 
warning patients of side-effects, and it was there- 
fore decided to test the following hypotheses: 

(1) Forewarning patients of the side-effects of 
a drug (amitriptyline) will result in a greater 
number of patients complaining of such effects. 

(2) Where patients develop side-effects, dis- 
continuance of therapy will occur less frequently 
if they have been warned of such effects. 


METHOD 


Between January 1968 and September 1970, 
100 patients fulfilling the following criteria were 
seen in an out-patient clinic: (a) They were suf- 
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fering from а depressive illness, either endogenou, 
or reactive, and (b) so far as could be ascertaineds 
they had never taken amitriptyline before. 

The patients were randomly allocated to one 
of two groups: 

Group A: These patients were told that the 
drug was being given to cure their depression 
and that they might experience one or more of 
the following side-effects: drowsiness, dizziness, 
sweating, dry mouth, blurred vision, constipa- 
tion. They were further told that if they experi- 
enced any of these they should continue to take 
the drug and the side-effects would pass. 

Group B. These patients were told only that 
the drug was being given to cure their depression. 

The diagnosis of depression was made by the 
same psychiatrist (E.D.M.) in all cases and was 
based on the usual clinical criteria for depressive 
illness. The dose of amitriptyline prescribed was 
25 mg. t.d.s.; in elderly patients it was 10 mg. 
t.d.s. and 25 mg. at night. All cases were 
reviewed two weeks after the initial prescription; 
or, if the patients could not be seen at exactly 
two weeks they were seen as soon as possible 
thereafter. At the review the following procedure 
was adopted. The patient was first asked ‘What 
effects did the tablets have on you?’; if the 
answer included mention of side-effects, this was 
scored as a plus. If the answer did not indicate 
side-effects, the patient was then asked ‘Did the 
tablets have any adverse effect on you or make 
you feel bad in any way?’, and the answer to 
this was scored appropriately. Answers were 
scored only plus or minus, any mention of side 
effects being accorded a plus. Finally, the patient 
was asked, ‘Did you take the tablets for the full 
two weeks? 


ReEsULTS 


Of the 100 patients in the study, 93 were 
included in the final analysis. Of the 7 who 
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were considered unsuitable for inclusion, one 
did not take the tablets at all because she had 
been frightened at having been told of the side- 
effects; one stopped taking the tablets because 
of a television documentary on drug-taking; one 
did not take the tablets because when she got 
home she recognized them as ones which had 
been given to her before and had caused severe 
side-effects; in one case the patient’s husband 
had thrown her tablets away; and in three 
cases the patients had reduced the dose either 
on their own initiative or on their doctor’s 
advice. 


Characteristics of the sample 

Taking the whole sample, there was a 
significantly greater number of women than 
men (Table I). The proportions of men and 
women within Groups A and B were not 
significantly different (Table IT). 


TABLE I 
Sex ratio of the sample 





Male Female 





Groups A and B > 37 56 





df. = 1; x? = 3:97; P < 0:05 


Taste П 
Sex ratio within the groups 





Group A Group B 





Male .. 9 e 22 15 
Female .. - eh 25 31 


d.f. = 1; x? = 1:41; P > 0-20 





The mean and standard deviations for age 
are given in Table III. A series of i tests failed 
to reveal any significant differences, so the 
groups may be regarded as comparable in 


respect of age. 


Incidence of side-effects 

Side-effects were reported by 77:4 per cent 
of patients in the study; this falls within the 
range of levels of incidence in other comparable 
work (Garry and Leonard, 1963; Haider, 1967; 
Skarbek and Smedberg, 1962; Burt et al., 1962; 
Browne et al, 1963; Hoenig and Visram, 1964). 


Tase ПІ 

Means and standard deviations for age 
Mean years S.D. 
Group A d 39:6 12:5 
» » Male.. 35:6 12:4 
» » Female 4113 144 
Group B i 41:9 15*5 
» » Male.. 44'9 12:7 
» » Female 38:0 13:2 


In studies where side-effects are not specifically 
enquired for but only registered where patients 
complain of them spontaneously, it is probable 
that too low an estimate is obtained. This is 
suggested by the fact that many of our patients 
replied to the question, ‘What effect did the 
tablets have on you?’ with details of either 
improvement or lack ofimprovement, and it was 
only with the subsequent question ‘Did the 
tablets have any adverse effect on you or make 
you feel bad in any way?’ that the experience of 
side-effects was reported. 

A comparison of the incidence of reported 
side-effects in Group A (with knowledge of 
possible side-effects) and Group B (without 
knowledge of possible side-effects) does not 
indicate any significant difference in the rate of 
reporting. That is, knowledge of possible side- 
effects does not significantly affect the pro- 
bability of the patient reporting such effects 
(Table IV). 


Taste IV 
Knowledge of side effects and reported incidence 





Group А Group B 





Told Untold 
Reported side effects... 38 34 
No reported side effects 9 12 


d.f. = 1; x* = 0:304; P > 0°5 


Continuance of medication 

Table V indicates that knowledge of possible 
side-effects does not significantly affect the 
probability of the patient continuing with 
medication. А 
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TABLE V 
Knowledge of possible side-effects and continuance 





Group А Group B 


Told Untold 
Continued i 25 44 40 
Discontinued .. у 3 6 





d.f. = 1; № = 0:552; P > 0°3 


Disaussion 

The results of this investigation do not 
support the postulated hypotheses. Informing 
the patient of possible side-effects affects neither 
their incidence nor the rate of failure to con- 
tinue with medication, compared with patients 
who are not told of side-effects. Tbe results 
suggest that, in this study, susceptibility to 
suggestion by the doctor need not be invoked 
as a cause of side-effects. It is possible that most 
patients expect drugs to have side-effects regard- 
less of what they are told or not told, or that 
any somatic changes that take place during drug 
therapy are ascribed to the drugs being taken, 
or that patients will admit to side-effects if 
directly questioned as part of a general aquies- 
cence. But the fact that there are not significant 
differences between the groups in this study 
tempts us to suggest that the side-effects are of 
a purely physiological nature. To test this 
further, the experiment needs to be repeated, 
using a drug thought to be virtually free of 
side-effects. 

The lack of clearly defined diagnostic criteria 
for the diagnosis of depression may be criticized, 
but it was intended that this investigation 
should be made under the conditions of routine 
clinical practice so that its results could be 
applied to such practice. It was not intended to 
carry out an elaborately controlled experiment, 
for that would have substantially altered the 
circumstances from those of the usual out- 
patient clinic and consequently reduced the 
applicability of the results to daily practice. 
For the same reason there was no provision in 
our method for checking the veracity of patients’ 
reports with regard to side-effects and con- 
tinuance of medication. Although interrogation 
may not always be a reliable way of determining 
whejher patients are or are not taking their 


403 
medication, other methods, such as residual 
tablet counting and urine-testing for markers, 
also have their drawbacks. Moreover, in this 
study we wished to elicit and deal with informa- 
tion in a way as little removed as possible from 
that of the routine clinical interview. 

Porter (1970), when discussing his work with 
imipramine, considered that ‘side-effects were 
an important cause of patients abandoning 
treatment’. Our contrary finding illustrates a 
danger in generalizing from one drug to another 
and from general practice to hospital clinic 
practice. 

The findings do not lend support to the pro- 
posed hypotheses, and the results indicate a 
need for further research. Similar studies with 
other drugs, especially those considered to be 
less productive of side-effects, may produce 
different results and throw more light on the 
influence that doctors’ comments and patient’s 
expectations may have on the effects of 
prescribed drugs. 


SUMMARY 


Amitriptyline was prescribed for 100 de- 
pressed out-patients, randomly allocated to one 
of two groups. Patients in Group A were fore- 
warned about side-effects and patients in Group 
B were not forewarned. None of the patients 
had, so far as could be ascertained, previously 
received amitriptyline. The patients were seen 
again after two weeks and questioned regarding 
side-effects and continuation of medication. 
Ninety-three patients were included in the final 
analysis. The results fail to confirm the hypo- 
theses that forewarning patients of possible 
side-effects either causes a greater number of 
patients to complain of such side-effects or 
causes less frequent discontinuance of therapy. 
The results call for similar studies with other 


drugs. 
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Melleril Suspension offers a real prospect of 
prompt symptom relief. Melleril is a 
major tranquilliser with an impressive clinical 
record in acute schizophrenia. Within 
24 hours of starting Melleril a tranquillising effect 
is seen' ; in 3 - 4 days the patient becomes 
calm, co-operative and sociable", and by the end of 
the first week the target symptoms have 
begun to respond.? 
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Delusions, hallucinations, withdrawal, 

the bizarre symptoms that haunt the schizo- 
phrenic are now commonly associated with 
an excess of cerebral dopamine. Selective 
blockade of this neurotransmitter by Orap* 
(pimozide) offers the psychiatrist a new 
dimension in the treatment of schizophrenia. 
Now the inactive and apathetic schizophrenic 
can be treated with only a remote risk of 
noradrenaline blockade and hence undesired 
sedation and stupor can be avoided. 

With little or no Parkinsonian side effect 
liability Orap is well accepted by patients. 
They become amenable and co-operative 
during rehabilitation and are able to under- 
take tasks requiring mental alertness. 


Once-a-day 


“especially indicated for schizophrenics 
who are inactive and apathetic and for 
these patients it appears to be superior to 
previously available neuroleptics”. 
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He is a phobic patient, living alone with 
his fear and anxiety. Nardil, a proven 
MAO inhibitor, will help bring him back 
to the mainland of society. 
The evidenc e of Nardil’s effectiveness 
in phobic states is increasing with usage. 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
failed to alleviate his condition 
"Phenelzine was started in doses of 
15 mg. t.d.s., and within two weeks 
there has been a complete change in his 
behaviour. He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months"! 
In 1970, the Practitioner published its 
first major review of psychotropic drugs 


for three years; Nardil was selected as the 


e eee 
most valuable drug for combination 
this therapy in the treatment of phobic states. 
"And patients with atypical depression, 
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particularly those in whom phobic 
anxiety symptoms are prominent, 
man IS an will respond dramatically and almost 
specifically to the combination 
e i (| ofan MAO inhibitor, such as phenelzine, 


with chlordiazepoxide or diazepam"? 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 
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ABSTRACT 


Efficacy of Antianxiety Drug Therapy in Alcohol 
Post-Intoxication Symptoms 
A Double-Blind Study of Chlorprothixen, Oxazepam and Placebo 
By A. BLIDING 


The frequency and intensity of various alcohol 
post-intoxication symptoms and their regression was 
studied during a three week double-blind treatment 
period. During the first two weeks daily doses of 
60-120 mg. chlorprothixen and 120-240 mg. oxaze- 
pam respectively were given. During the third week 
a dose reduction was generally made, and during the 
fourth week placebo treatment was given. As an 


alternative treatment placebo alone was given 
during four weeks. No other medication than the 
coded substance was allowed during the observation 
period. The dose-response technique was used for 
ethical and practical reasons. The results have been 
registered by means of psychometric tests as well as 
assessments made by the patients, the personnel and 
the psychiatrist (the author) (Fig.). Some of these 


TABLE I 
The table shows the frequency of various alcohol postintoxication symptoms, their regression during a treaiment period and the 
differences in effect of the two drugs tested 





Symptom assessments 
Graded о—3 by the patients on admission and at the 
end of tbe treatment 











Regression analysis 
Group differences between observed and expected 
post-treatment values 


Admission End of treatment 11 items 
The 20 items ——————— All 20 items (9 items that might con- 
in order of average score on n = 69 n = 22 п = 23 N = 24 tain side effects excluded) 
admission — ———— —————————— 
All 3 Chlor- Oxaze- Chlor- Oxaze- Chlor- Oxaze- 
groups Placebo prot. pam Placebo prot. pam Placebo prot. pam 
Difficulty in falling asleep . 1:91 1°36 -74 58 +'50 +:08 —'5rI +°55 4:10 —:46 
Insomnia greater part of the night. 1°54 -86 *61 25 +15 +:07 —:45 +:18 +:08 —:42 
Worries 1°54 “77 “57 ті +r —+04 +02 4-14 —-02 4:05 
Restlessness .. i^ 1°48 “77 “57 50 -c:10 —:02 —:12 4:19 + о —+10 
Tremor, shakiness .. 1:38 -68 “61 75 +:08 +:07 +:18 
Tension A 1°30 +82 “74, 383 +124 +:20 —:22 4:26 4-21 —-aI 
Low spirits and self reproached 1°25 "4I *85 +38 —:06 —+26 —-14 —:06 —:24 —:13 
не оу eco, кышыса E 1:22 “91 “70 *50 4:42. 4:23 —:10 -b:49 +:23 —-08 
Anxiety af К 1*18 *55 "44 38 +18 —:10. —+15 4:16. —-09 —:14 
Sweatings 1°12 *41 "52 54 + о +-02 +-02 
Tiredness. “79 -46 “57 50 +16 0:26 4:07 
Attacks of fear -78 +23 *85 ‘17, +02 —:04 —:24 —':01 —:05 —:25 
Depression . 77 *27 *22 ‘1g +506 —:20 —:25 +:03 —:20 —-:26 
Palpitations .. -68 "27 +22 58 —:or —:05 +04 ^7 
Dizzines, unsteady gai -49 *05 “17 оо  —:18. —-10 —-18 
Irritability 48 058 "57 13—08 +33 —:05 —'o5 +730 —:09 
Headache 41 “оо 44 'от  —'I5 +96 —-:02 
Diarrhea "29 "09 "04 *00  —':04 — 14 — "IT 
Nausea “17 оо *13 ‘04 —'IO -d:02 —'04 
Obstipation . *03 “0g '17 ‘04 4:07 +:°1g9 + о 
All 20 items гг items 
Analysis of variance F=7:04; p<oor Е =11-170;p<o-o1 
T-test: oxazepam-placebo T=4°36; р<о:оо T2556; p<o-oo1 
Р oxazepam-chlorprot. Т = 3:43; р<оо T= 3:48; p<o-or 
i chlorprot.-placebo T = 0:931; p— T-—2:08; р<о:05 


465 


466 EFFICACY OF ANTIANXIETY DRUG THERAPY IN ALCOHOL POST-INTOXICATION SYMPTOMS 






Week 2 


Psychologist 


eee ee ee — — l 


Week 3 Week 4 | | | 


Fic. 1.—Assessment methodology. 


results have already been accounted for (Bliding, 
1970) and will consequently not be mentioned here. 

The material comprised 69 patients with alcohol 
post-intoxication symptoms (syndrome В; Izikowitz, 
1958) admitted at their own request to a Swedish 
institution for inebriates. More than go per cent had 
criteria of chronic alcoholism in a medical sense 
(Kaij, 1960). A form including 20 common alcohol 
post-intoxication symptoms was filled in by the 
patients on admission and at the end of the treatment 
period. The subjectively most disturbing symptoms 
on admission were sleep impairment and anxiety- 
tension symptoms. The reduction of the symptom 
points noted was studied by means of a regression 
analysis. For each individual pre-treatment value an 
expected post-treatment value was estimated by 
means of a regression coefficient, and then subtracted 
from the observed post-treatment value. An analysis 
of variance was made on these differences, showing a 
significant difference between the groups (p < 0:01). 
The average score of the three groups was then tested 
for significance by a T-test. Oxazepam had a better 
symptom-reducing effect than chlorprothixen (p < 
o-or) and than placebo (р <o-oor). The ranking 


B 


order of symptoms within the placcbo group hardly 
changed during the observation period. The oxaze- 
pam group reported particularly a decrease of sleep 
problems and of anxiety-tension symptoms. The 
chlorprothixen group noted their most pronounced 
symptom regression on dysphoria-depression items. 

The side effects have been estimated according to a 
fixed schedule with 10 items. Troublesome and very 
troublesome side effects were reported by 17 patients 
on chlorprothixen, 3 on oxazepam and 7 on placebo. 
The differences are significant ( y? analysis with 
Yates’s correction) between chlorprothixen and 
placebo (p < 0-02) and between chlorprothixen and 
oxazepam (p < 0-001). The higher scored rate of 
side effects in the placebo group as compared to the 
oxazepam group has been interpreted аз post- 
intoxication symptoms assessed as side effects by the 
patients. 

On the other hand, side effects probably have been 
noted as remaining post-intoxication symptoms, thus 
influencing the score for chlorprothixen in a negative 
direction. For this reason a separate calculation was 
made, excluding from the 20 items scale nine symp- 
toms that might contain side effects. The refnaining 
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11 symptoms (typical of the post-intoxication syn- 
drome—sleep disturbance, anxiety and tension items 
as well as dysphoria and depression items) were 
treated according to the above principle by regression 
analysis, analysis of variance (p < 0:01) and T-test. 
Greater and statistically proved differences between 
all three groups as for symptom reduction were now 
obtained: chlorprothixen-placebo p < 0:05, oxaze- 
pam-chlorprothixen р < 0:01, oxazepam-placebo 
р < 0:001. 

The patients were examined every week by means 
of a tremograph and a reaction time measurer. 
There was no significant increase in ataxia or 


Further details available from author on request. 
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reaction time in any group with active medication as 
compared to the placebo group. 

This study thus proves the efficacy of antianxiety 
drug treatment, especially that of oxazepam, in 
alcohol post-intoxication symptoms. 
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A Short Note on Pseudo-Hallucinations 


By E. H. HARE 


INTRODUCTION 


A recent examination paper for the Member- 
ship of the Royal College of Psychiatrists con- 
tained a compulsory question on pseudo- 
hallucinations. As is proper in a higher examina- 
tion, the question was difficult, and at least one 
examiner (the present writer) had no idea 
what the answer should have been. While it is 
probably true that an examiner does not need 
to know a great deal about a question in order 
to assess a candidate’s worth, yet if he is consci- 
entious he will feel that he ought to know soms- 
thing about it. A rapid search through several 
textbooks proved curiously unhelpful; so this 
particular examiner awarded marks as best he 
could, and as soon as time permitted set out to 
discover what he should have known about 
pseudo-hallucinations. The present communi- 
cation reports his findings and reflections. The 
findings are in no sense an exhaustive enquiry 
into the subject; they are the outcome of a 
search through those current textbooks and 
journals which may be taken to constitute as 
broad and as authoritative a background of 
study as can reasonably be expected of an 
examination candidate faced with a compulsory 
question. 


Tue FINDINGS 


We may begin by noticing that the current 
textbooks of Curran and Partridge (1963), 
Henderson and Gillespie (Batchelor, 1969), 
Eysenck (1962), Price (Scott 1966), Rees (1967), 
Sim (1968)—to start with the British ones—and 
of Arieti (1966), Ewalt and Farnsworth (1963), 
Freedman and Caplan (1967), Solomon and 
Patch (1969)—to conclude with the American 
ones—contain no index reference to the subject of 
pseudo-hallucinations, nor (as far asI have been 
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able to determine) any mention of the term in 
their texts. 

Slater and Roth (1969) mention the term once 
only. In a discussion of sensory deprivation they 
say (page 380), ‘the view that hallucinatory and 
pseudo-hallucinatory experiences reported in the 
course of perceptual isolation are due to inter- 
mittent reduction in the level of awareness is 
supported by the E.E.G. changes . . .'. They 
give no definition or description of pseudo- 
hallucinations. However, in an earlier passage 
on the visual imagery of sensory deprivation, 
they report the observations of Ziskind (1965) 
that these images ‘were not hallucations, as 
there was no lack of insight (page 379).* 
This statement might be taken to imply the 
authors’ agreement with the view that lack of 
insight is an essential characteristic of a halluci- 
nation; and the alert student might draw the 
possible, though by no means necessary, 
corollary that the presence of insight is one of the 
qualities of a pseudo-hallucination. 

The only other commonly available English- 
language textbooks that mention pseudo-halluci- 
nations are those of Fish. The word does not 
occur in the text of An Outline of Psychiatry (1964) 
but is listed in its glossary. Here (page 247) 
pseudo-hallucinations are defined as ‘hallucina- 
tions which lack the lively character of percep- 
tions and can be distinguished from real per- 
ceptions’. This is too brief to be enlightening, but 
it may perhaps suggest that pseudo-hallucina- 
tions lie somewhere on a continuum which is 
bounded at one end by hallucinations and at 
the other by real perceptions. Fish has more on 
the subject in his book dealing specifically with 


* Ziskind mentions pseudo-hallucinations in a footnote. 
The ‘so-called hallucinations’ which occur in sensory 
isolation are, he says, ‘really pseudo-hallucinations since 
the wrong impression does not persist beyond confronta- 
tion with the facts’. 
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schizophrenia (1962). There he says that 
illusions and hallucinations are disorders of 
perception and can be grouped together as 
sense deceptions; ‘an illusion is a misinterpreta- 
tion of an external stimulus, while a hallucina- 
tion is a perception in the absence of an external 
stimulus’ (page 33). He goes on to say that it is 
customary to distinguish between pseudo- 
hallucinations and true hallucinations—an 
observation which, though it may have been 
true in 1962, might puzzle the modern student 
who had found no reference at all to the 
subject in most of his other textbooks. Then 
follows this passage: 

‘A pseudo-hallucination is one in which the hallu- 
cination does not have all the qualities of a percept, 
so that it is not related to external space in a normal 
way, and it lacks the quality of bodiliness which is 
normally associated with a percept. The pseudo- 
hallucination is purely of academic interest and has 
no prognostic or diagnostic value in schizophrenia.’ 
The student must conclude, first, that Fish was 
sceptical of the clinical importance of pseudo- 
hallucinations, and second, that a pseudo- 
hallucination is a type of hallucination but is in 
some way a perception manqué, a kind of ghost- 
perception. Nothing is said here about insight, 
but two later passages might suggest that insight 
is an important factor in determining the 
presence of a pseudo-hallucination. Thus (page 
40) the visual hallucinations of schizophrenia 
‘are usually pseudo-hallucations, being easily 
distinguished from normal perceptions, and 
often the patients refer to them аз visions’. 
Again (page 68), in Leonhard’s shallow type of 
schizophrenia excited patients may shout back 
at their voices but ‘they have clear understand- 
ing of the morbid nature of these voices when 
the excitement dies away; Leonhard therefore 
suggests that they are of the nature of pseudo- 
hallucinations’. This suggestion of Leonhard’s 
can only add to the student’s difficulty, because 
it implies that hallucinations become pseudo- 
hallucinations merely through the patient 
gaining retrospective insight. As any hallu- 
cinated patient may later develop insight into his 
experiences, the clinician could never on this 
basis be sure whether hallucinations were not 
really pseudo-hallucinations until the case was 
finally closed. 


A SHORT NOTE ON PSEUDO-HALLUCINATIONS 


Thus, among English textbooks only those of, 
Fish pay any significant attention to the subject 
of pseudo-hallucinations, and this doubtless 
reflects Fish’s special interest in German studies 
of schizophrenia. The concept of pseudo- 
hallucination was originated and developed by 
German psychiatrists: thus we read in Sedman 
(1967) that the term was first used by Hagen in 
1868 to describe hypnagogic experiences, was 
fully discussed by Kandinsky in 1885, and was 
used by E. Bleuler in 1911 to distinguish between 
hallucinations projected outside the body and 
‘inner voices’. It was in 1911 too that Karl 
Jaspers formulated his ideas on this subject and 
it is from his account that the serious student 
must derive most of his information. 

The seventh edition of Jaspers’ famous text- 
book, Allgemeine Psychiatrie (first published in 
1913) has been translated into English by 
Hoenig and Hamilton (1962) and contains an 
extended account of pseudo-hallucinations. The 
student who reads this needs to bear in mind, of 
course, that Jaspers’ ideas may suffer something 
even in the most excellent  translation.* 
Jaspers drew heavily on Kandinsky's mono- 
graph of 1885, and Kandinsky's views stemmed 
from his own psychotic experiences. According 
to Jaspers, there are three varieties of abnormal 
perception: illusions, hallucinations proper and 
pseudo-hallucinations. Hallucinations he describes 
(page 65) as ‘perceptions that spring into being 
in a primary way and are not transpositions, or 
distortions, of any genuine perception’. Halluci- 
nations proper (page 66), are ‘actual false percep- 
tions which are not in any way distortions of 
real perceptions but spring up of their own as 
something quite new and occur simultaneously 
with and alongside real percepts; this latter 
characteristic makes them a different pheno- 
menon from dream-hallucinations’. In addition, 
there are phenomena comparable to hallucina- 
tions proper: these are retinal after-images, 
sense memories, the fantastic visual phenomena 
of J. Mueller, and eidetic imagery. Pseudo- 


* In his foreword to Hoenig and Hamilton's translation 
E. W. Anderson writes ‘even for those familiar with the 
German language Jaspers’ thought and style are difficult 

. and his consequent use at times of terms specially 
devised to express some nuance of meaning not easily, 
if at all, to be translated intelligibly’. 
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_ hallucinations, on the other hand, are described as 
follows (page 67): 


‘A certain class of phenomena were for a long time 
confused with hallucinations. Looked at closely, these 
proved to be not really perceptions but a special kind 


of imagery . . .. The phenomena in question are seen 
by an "inner eye": they are not within the black 
visual field . . . nor do they possess the reality of 
perception.’ 


As an example, he gives the case of a patient 
who while recovering from an acute psychosis 
‘could imagine things vividly for a time; he 
inwardly visualized a chess-board with all the 
men on it, but he soon lost this capacity’.* 
Jaspers lists six differences between sense- 
perception and imagery, but only two of these 
distinguish hallucinations from pseudo-halluci- 
nations. These two are: first, that whereas 
perceptions are of concrete reality and have a 
characteristic of objectivity, images are figurative 
and have a characteristic of subjectivity; and 
second, that whereas perceptions appear in 
external objective space, images are in inner 
subjective space. "These two opposing charac- 
teristics divide perception sharply from imagery 
as by a gulf, and there are no transitions’ 
(page 70). Lower on the same page he says, *We 
draw a clear distinction between sense pheno- 
mena and the phenomena of imagery (i.e. 
between hallucination and pseudo-hallucina- 
tion)', but he immediately continues, 'this does 
not prevent us from finding actual “transitions” 
in that pseudo-hallucination can change over 
into hallucination . . .'. The only way of re- 
conciling these statements is to suppose that 
while at any given moment of time a pheno- 
menon is either a hallucination or a pseudo- 
hallucination, yet with the passage of time a 
pseudo-hallucination may change into a hallu- 
cination—though this would leave dark the 
nature of the change. On the distinction between 
hallucinations and imagery the student may be 
further perplexed to read later (page 151) that 
hysterical patients ‘live their imaginary situa- 


* Jaspers’ examples are strangely unsatisfactory. Of one 
of them, taken from Kandinsky, Sedman (1966) has 
observed, ‘Here Jaspers seems to have regarded a schizo- 
phrenic “‘passivity experience" as а pseudo-hallucination'. 
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tions, which they experience in the form of 
vivid hallucinations’. 

It is instructive to compare this account with 
one from an American textbook dealing with 
what appear to be a similar range of phenomena, 
though without reference to pseudo-hallucina- 
tions. Freedman and Caplan say (page 567) that 
*at times hallucinations are perceived with great 
intensity, at other times . . . as barely audible 
whispers, or barely visible shadows. At times the 
hallucination is clearly placed in the outer 
world; at other times it is experienced within 
the body . . . the images and words may be 
distinct or blurred. They shade off from un- 
mistakable sensory experiences at one extreme, 
through vivid imaginations and inspired 
thoughts, to ordinary thoughts and ideas at the 
other extreme'. They observe that psychiatric 
patients who are hallucinated 'slip in and out of 
the hallucinatory state, with intervals of in- 
sight and lucidity (hence Hughlings Jackson's 
term mental diplopia)’. They further indicate 
that insight—or the lack of it—is not a charac- 
teristic of hallucinations, though the degree of 
insight may have diagnostic and prognostic 
significance. 

Turning from textbooks to journals, I have 
been able to find only three papers dealing with 
pseudo-hallucinations in British psychiatric 
journals over the last ten years (1 have not 
examined American journals: it seems probable 
from their textbooks that the concept of pseudo- 
hallucinations has not found favour with 
American psychiatrists). These three papers, 
none of which are referred to in the textbooks, 
are all by the same author, Sedman (1966a, b; 
1967). Sedman, it must be granted, gives a very 
fair and lucid account, with adequate examples. 
Like Fish, he describes a pseudo-hallucination as 
being a type of hallucination: ‘under this term 
(pseudo-hallucination) are included those hallu- 
cinations which are perceived through the 
senses, but recognized by the patient as not being 
a veridical perception’ (1966a). Yet his general 
conclusion is that pseudo-hallucinations form a 
continuum with imagery and have no overlap 
with hallucinations. The student may then 
wonder how a type of hallucination which is 
‘perceived through the senses’ can at the same 
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time be a form of imagery, and he may be driven 
to conclude that the term ‘sense’ is being used in 
different senses. * 

In clouded consciousness, Sedman says, 
pseudo-hallucinations may be produced by 
‘hallucinatory’ drugs, by sensory deprivation 
and by the hypnagogic state. In clear conscious- 
ness, pseudo-hallucinations may occur in persons 
with obvious psychiatric illness (particularly 
depressive psychoses and obsessional states), and 
then characteristically in the form of ‘inner 
voices’. But pseudo-hallucinations in a setting of 
clear consciousness are also common in person- 
ality disorders, particularly in females with 
attention-secking traits. 


COMMENT ON THE FINDINGS 


The concept of pseudo-hallucination stems 
from Jaspers and ultimately from Kandinsky. 
The phenomenon is scarcely referred to, and 
discussed not at all, in modern English text- 
books. The up-to-date student might be excused 
for supposing (as had the present writer) 
that the term was of merely historical interest. 
But its appearance in a compulsory examin- 
ation question indicates that it is not yet dead 
—or at least that it won’t yet lie down—and 
a further consideration of the concept seems 
worthwhile on that account. 

If our student had made a reasonable study 
of the literature, he would possibly have found 
himself in some perplexity. For he would have 
found the evidence conflicting on whether 
pseudo-hallucinations were essentially morbid 
phenomena; on whether insight, current or 
retrospective, was a necessary feature; and on 
whether a pseudo-hallucination was a variety of 
hallucination or a type of imagery, or a bit of 
both, or now one and now the other. He would 
have found no indication whether tinnitus, or 


* The word ‘sense’ suffers from the same ambiguity as 
the word ‘nerve’. It is used to indicate either a primarily 
physical process (as in the terms sense-perception, sensory 
nerves, or a sensation of redness) or a primarily mental 
process (as in the terms common sense, a sense of injustice, 
sensational). The reason for the ambiguity no doubt lies in 
the fact that such physical processes are generally associa- 
ted with corresponding mental processes and vice versa. 
This ineluctable interpenetration of the physical and 
mental suggests that there can be no very profound distinc- 
tion between sense-perception and imagery. 
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the fortification spectrum of migraine, or the, 
epileptic aura should or should not be classed 
as pseudo-hallucinations. And he would have 
found nothing to indicate whether the finding 
of a pseudo-hallucination had any particular 
clinical value. . 

The simplest solution to such perplexities is to 
conclude that, since authorities either differ or 
take no notice and since they adduce nothing 
to suggest clinical relevance, the term is better 
abandoned. There is always something to be 
said for this kind of solution. An incurable 
vagueness infects much of psychiatric termi- 
nology, perhaps because language cannot 
grapple with the complexities of psychiatric 
phenomena. Another difficulty in understanding 
psychiatric symptoms is that they tend to 
change more rapidly in their manifestations 
than do those of most other disorders, perhaps 
because of their greater dependence on cultural 
factors. In consequence, systematists may spend 
much of their time delineating shapes in the 
clouds and constructing edifices on shifting 
sands. Yet to abandon the attempt at delineating 
and classifying is an abrogation of our duty to 
understand and prevent disease. When a new 
concept is formulated, no one can be certain 
how enduring, and therefore how important, it 
will prove to be. What is therefore needed is a 
periodic reappraisal of the concept to consider 
whether it maintains its value or could maintain 
it by some change of emphasis. 


À. REAPPRAISAL 


It is a fairly common clinical observation that 
some patients, particularly patients with de- 
pressive psychoses or obsessional states, com- 
plain of hearing a voice (in the absence of 
anyone speaking), and when pressed as to the 
origin or cause of the voice say that it is perhaps 
the voice of conscience, or one part of the mind 
speaking to the other part, or that it only seems 
like a voice and is really their own thoughts. 
We may start from this observed experience, as it 
seems probable that if anything is to be called a 
pseudo-hallucination this will be. It remains to 
determine how far other phenomena should be 
included in the term and how far it has a clinical 
value. E 
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First we must consider what other sorts of 
similar experience there are. Sensory experi- 
ences may be broadly classed as objective or 
subjective." Let us define a subjective sensory 
experience as a sensory experience not derived 
Írom normal stimulation of the sensory nerve 
endings. All such experiences will then, to that 
extent, be abnormal. They may arise from a 
demonstrable (organic) disturbance in the 
nervous system, from a functional psychiatric 
disorder, or from some alteration in the level of 
consciousness of a sort that need not necessarily 
be classed as morbid and which we may for the 
present purpose regard as normal. Thus we may 
consider subjective sensory experiences as having 
either a morbid or a normal (i.e. a non-morbid) 
origin. 

From the psychiatric view, the experience ofa 
sensation is less important than the way in 
which the subject interprets it. Broadly, we may 
say that, irrespective of the type of sensation, the 
interpretation may be either normal or morbid. 
In distinguishing these interpretations the same 
test may be applied as that commonly used to 
assess delusional ideas. À normal interpretation 
is then one which is appropriate to the subjects 
cultural and educational status; a morbid 
interpretation is one which would be commonly 
judged by his peers as erroneous but on which 
the subject remains, during a relevant period of 
time, incorrigible. Thus we may classify sub- 
jective sensory experiences into four groups 
according to their origin or interpretation being 
normal or morbid. Let us consider each group 
in turn. 

(1) Normal subjective sensory experience with 
normal interpretation. We should note here that 
a period of time must elapse between an experi- 
ence and its interpretation by tbe subject. 
Freud recounts that once when he was alone in a 
railway carriage he stood up and saw in the 
mirror the unpleasing face of a stranger. It was 
some seconds before he recognized the face as 
his own. In the same class is the common 
experience of a recently bereaved person who 
hears his name, or some other words, spoken 


* [ have avoided the word perception because in the 
present context it has the disadvantage of confounding a 
persons awareness (or experience) of a sensation with the 
interpretation he then puts on it. 
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by the deceased relative; usually only a moment 
or two elapses before he realizes his error. Ín 
such cases the initial interpretations, though 
erroneous, are not essentially morbid and are 
selfcorrected after a short interval of time 
during which the subject gains more awareness 
of the situation or has an opportunity to reflect. 
These experiences may therefore be classed as 
of normal origin with normal interpretations. 
The same may be said of instances where the 
misinterpretation lasts longer, as in dreams, in 
the hypnagogic state, in hypnosis, or in the 
case of explorers who have related that during a 
long and dangerous journey each sensed the 
constant presence of a kind of guardian angel 
as a seemingly real and additional member of 
their team. 

(2) The association of a normal subjective 
sensory experience with a morbid interpretation, 
while possible, would never be easy to demon- 
strate. A persistent morbid interpretation would 
probably indicate a psychiatric disturbance, 
and this would make doubtful the subject's 
credibility in reporting a normal subjective 
experience. If a person claimed that he saw a 
vision of his recently dead father, whose 
expression he interpreted as a command to kill 
his adulterous stepfather, and if he continued to 
fee] that he must obey this command, we would 
conclude either that he was looking for an 
excuse to commit murder or that the vision was 
part and parcel of an already existing psychotic 
state. 

(3) Subjective sensory experiences of morbid 
organic origin but with normal interpretation 
are common. They include tinnitus, the fortifi- 
cation spectrum of migraine and the epileptic 
aura. Most subjects have, or quickly acquire, 
insight into these experiences—that is to say, 
they interpret them normally. The same is 
probably true for the sensory experiences 
induced by drugs such as mescalin, LSD and 
amphetamine, which do not substantially aiter 
consciousness. Morbid interpretations may of 
course be made—a person may believe that his 
tinnitus is caused by people operating a machine 
to annoy him—but these are rare. Where the 
level of consciousness is much altered by the 
organic factor, as in delirious and toxic states, a 
morbid interpretation during the delirium is 
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common, but tends rapidly to be self-corrected 
as the delirium subsides. However, we must 
note that insight does not always return rapidly, 
and in some cases (e.g. the persistent hallucina- 
tory states of chronic alcoholism) -may never 
return. 

(4) Subjective sensory experiences occurring 
in the clear consciousness of a functional psychi- 
atric disorder are commonly given a morbid 
interpretation. Thus, in schizophrenia thc 
patient usually believes the voices he hears are 
those of other persons, even if he believes they 
are coming from inside his head. The charac- 
teristic of these morbid interpretations is that 
during the course of a more or less prolonged 
illness they are not subject either to self- 
correction or to correction by friends or medical 
attendants. On the other hand there are cases of 
evident psychiatric disorder where the patient 
describes similar experiences yet interprets them, 
or seems prepared to interpret them, in a more 
normal way: that is to say, he will state, or agree, 
that the experiences are part of his illness or the 
outcome of his mental state. 

To consider how the concept of pseudo- 
hallucination can best be applied to this classifi- 
cation of subjective sensory experience, we must 
first define a hallucination. A common defini- 
tion, as given by Fish, states that a hallucination 
is a perception in the absence of an external 
stimulus. If we take perception to mean both 
the experience and the interpretation of a 
sensation, then this definition covers all types 
and interpretations of subjective sensory experi- 
ence and leaves no room for any concept of 
pseudo-hallucination. Let us instead define a 
hallucination as a subjective sensory experience 
which is of morbid origin and interpreted in a 
morbid way. Such a definition—which perhaps 
corresponds with Jaspers’ ‘hallucination proper’ 
—will include the ‘projected’ voices of schizo- 
phrenia and the frightening visions and tactile 
misinterpretations of delirium tremens. Not 
included in this definition will be all those 
subjective sensory experiences which either 
have a normal origin or are given a normal 
interpretation. It is from these groups that we 
must decide which, if any, are usefully to be 
called pseudo-hallucinations. 

The prefix ‘pseudo’ generally means false, in 
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the sense of deceiving a casual observer into. 
believing that something appears to be what it is 
not. Pseudology, for example, is false speaking, 
і.е. the making of statements which seem true 
to the unwary but are really untrue; pseudo- 
dementia is a condition which, on first im- 
pression, seems to be dementia but is not. 
‘Pseudo-hallucination’ would therefore seem to 
be a term best applied to a phenomenon which 
at first sight may be mistaken for a hallucination. 
Subjective sensory experiences of the type 
described above as of normal origin and normal 
interpretation will scarcely be mistaken for 
hallucinations in the restricted sense of that term 
which always implies a morbid state. We may 
further accept that subjective sensory experi- 
ences of normal origin and morbid interpreta- 
tion cannot usefully be differentiated. This 
leaves those of morbid origin and normal 
interpretation. But it is evident that tinnitus or 
the migraine spectrum are very unlikely to be 
confused with true hallucinations, and the same 
holds for the experiences occurring in sensory 
deprivation which Ziskind called pseudo- 
hallucinations. We may conclude that the term 
pseudo-hallucination is most usefully and most 
logically restricted to those subjective sensory 
experiences which are the consequence of 
functional psychiatric disorder and which are 
interpreted in a non-morbid way by the 
patient—that is to say to those types of clinical 
observation mentioned at the beginning of this 
section. 

Many factors complicate the simplicity of the 
above analysis. We may mention three of them. 
(1) The duration for which a morbid interpreta- 
tion continues may be an important factor in an 
observer’s decision whether or not to call the 
symptom a hallucination in the narrow sense 
(the same consideration applies to the assess- 
ment of a delusion). Where the duration is very 
short or very long there is no problem, but there 
are intermediate durations—after amphetamine 
intoxication, for example—where the decision 
as to morbidity of interpretation becomes 
somewhat arbitrary and will depend on how far 
the tenor of the patient’s life is disturbed. It is in 
reference to this time factor that we must 
determine whether the voices heard by patients 
with Leonhard’s shallow schizophrenia should 
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. be called hallucinations or pseudo-hallucina- 
tions; and perhaps also this is the context in 
which we should see Jaspers’ statement that 
pseudo-hallucinations can change over into 
hallucinations. (2) Normality of interpretation 
is equivalent to insight and insight is a difficult 
concept. A person who is convinced against his 
will and ‘of the same opinion still’ may be said 
to have pseudo-insight, and the same may be 
said of a patient subjected to a too bothersome 
questioning on his experiences. Insight, more- 
over, is not an all-or-none category. Quite 
apart from evident alterations in the level of 
consciousness, insight may be partial and 
fluctuating. During recovery from an acute 
psychotic illness, for example, patients com- 
monly pass through a stage of partial insight 
during which they may attempt to rationalize 
their earlier morbid interpretations. (3) A 
patient may more or less unconsciously simulate 
his experiences or his interpretation of them. 
Simulated hallucinations may properly claim 
to be called pseudo-hallucinations, just as 
simulated dementia is called pseudo-dementia. 
It is with simulation in mind that we may 
recall the frequency of pseudo-hallucations in 
Sedman’s attention-seeking females and the 
‘vivid hallucinations’ of Jaspers’ hysterical 
patients. However, the fact that such reported 
experiences have been confidently classed as 
pseudo-hallucinations may reflect no more 
than the relative lack of sophistication in these 
histrionic patients. With greater sophistication 
a patient could of course describe experiences 
which it would be impossible to distinguish 
from true hallucinations on purely pheno- 
menological grounds. 


CONCLUSION 


The diffculty in delimiting the term pseudo- 
hallucination springs partly from the clinical 
difficulty in eliciting shades of subjective experi- 
ence in a mentally disturbed person, and partly 
from the different ways in which the term 
‘hallucination’ is used. American textbooks use 
hallucination in its broad, lay sense, to cover 
dreams, hypnagogic experiences and other 
forms of ‘imagery’. If hallucination is used in this 
broad sense, pseudo-hallucination can have no 
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meaning except as a particular variety of 
hallucination. That would involve a confusing 
use of the prefix, not in accordance with its use 
in such terms as pseudo-dementia and pseudo- 
hypertrophy. If hallucination is used in the 
restricted sense, as defined above, then there is a 
proper place for pseudo-hallucination. In that 
event however no term is left to cover other 
subjective sensory experiences (tinnitus etc.) 
which are also interpreted normally. This 
absence of a term has been noted by Curran 
and Partridge, who say (page 65) that sensations 
due to a disturbance of the apparatus of sense 
(e.g. from a detached retina) should be dis- 
tinguished from hallucinations and illusions. It 
is the absence of such a term that makes 
necessary the use of hallucination in its broad 
sense. 

Some clinical value can be assigned to pseudo- 
hallucinations as defined above, principally in 
that they may help in the differential diagnosis 
from schizophrenia of depressive psychosis, 
obsessional states or histrionic behaviour. Against 
this, however, must be set the view that halluci- 
nations are not of themselves a very important 
diagnostic sign of schizophrenia and become so 
only by virtue of their association with more 
fundamental symptoms (Slater and Roth, page 
239). Morever, because of the fluctuating and 
partial nature of insight, it is often not possible 
to say with conviction that insight is fully present 
or absent. It might therefore be considered more 
profitable to think in terms of the degree of 
insight, as proposed by Freedman and Caplan 
(page 567). If that procedure is adopted, then 
the concept of pseudo-hallucination becomes 
largely superfluous. 
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An Age-specific Analysis of the Neuroses 


By CARRICK McDONALD 


INTRODUCTION 

Hare, Price and Slater (1971) plotted the age 
distribution of first admissions to hospital of 
patients suffering from schizophrenia and 
neurosis. (I.C.D. 7th Revision, Nos. 300, 303, 
310-318). They found a close correspondence 
between the curves, and contrasted this with the 
deviation shown by similar age distribution 
curves plotted for mania, depression and 
personality disorder (I.C.D. 7th Revision, Nos. 
301.0, 301.1, 301.2, 302, 320 and 321). Hare et al. 
argued from these curves that the environmental 
factors precipitating an attack are the same for 
schizophrenia as for neurosis. 

Age may have an effect on the rate at which a 
patient is admitted to hospital with a given 
diagnostic label because that illness is most 
prevalent within a certain age range. It may, 
however, also have its effect by virtue of the fact 
that either the patient's tolerance of the symp- 
toms of that illness changes across the age 
span or because the tolerance of the people 
in the patient's environment changes towards 
certain symptoms depending in which age 
group they occur (e.g. aggressive punching 
behaviour is obviously more tolerable in the 
over 7o's than it is in the 25-35 age group). 
Other possibilities occur in that a given diag- 
nostic label may represent a mixture of many 
different diseases of as yet unknown aetiology 
and natural history, or a given diagnostic label 
may cover such a multiplicity of symptom 
presentations that several of these carry distinct 
age distributions and/or elicit age-specific re- 
sponses from the environment. In order to test 
whether multiplicity of factors would influence 
the age distribution curve, the data of Hare et al. 
for each diagnostic group were amalgamated 
(Table I) and the resulting curve is presented in 
Fig. 1. When an artificial composite 'disease is 
so created, it can be seen that the curve closely 
approximates to that of both schizophrenia and 
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PERCENTAGE OF PATIENTS 


3 16 -20 ~ 25 - 30-35 -40 -45 - 50-55 - 60-65 -70 -5 


Fra. 1.—Amalgamation of Hare's (1971) data. 





'TABLE I 

Hare's (1971) data amalgamated 
16— 7,162 
20— 11,913 
25— 11,934 
30— 11,459 
35— 11,771 
40— 12,353 
.45— 10,571 
50— 10,12 

55— 9284 
60— ,158 
65— 6,275 
79— 3,940 
75+ 3,865 
Total 118,811 
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neurosis. The possibility arises, therefore, that 
both schizophrenia and neurosis are labels 
covering heterogeneous conditions or conditions 
of such multiple symptomatology that the curves 
reflect simply an overall reluctance to admit 
young people and old people to hospital. 
Therefore, explanation is needed only for curves 
which deviate from the ‘omnibus’ charac- 
teristics of initial increase, relatively steady state 
in adult life, and persistent decrease in later 
life. This paper further analyses the neurotic 
label in terms of proportionate age distributions. 


MATERIALS 

Punch cards coded to contain information 
from the case histories of in-patients of Bethlem 
Royal and Maudsley Hospitals, London (the 
Joint Hospital), over the period 1949-1965 
were sorted by age and diagnostic label. In this 
way, those patients were identified who pre- 
sented with the following neurotic symptomato- 
logy: anxiety (LC.D. зто), hysteria (I.C.D. 
311), phobia (I.C.D. 312), obsessive-compulsive 
(I.C.D. 313), neurotic depressive (I.C.D. 314), 
circulatory (I.C.D. 315), digestive (I.C.D. 316), 
other somatic (I.C.D. 317), hypochondriasis 
(L.C.D. 318.0) and mixed neurotic (I.C.D. 
318.4). The numbers found in each category are 
given in Table II. 


FINDINGS 


The Joint Hospital data produced the 
‘omnibus’ curve for the categories anxiety, 
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hysteria, phobia, obsessive-compulsive, neurotic, 
depressive, circulatory, digestive and other 
somatic. These curves have been exemplified by 
that for anxiety (Fig. 2) which also demonstrates 
that there is no differential sex effect. However, 
the curves for hypochondriacal and mixed 
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Fic. 2.— Percentage age distribution of anxiety by sex. 
Males = 331; Females = $62 (Joint Hospitals 1949-65). 








"TABLE II 
Age-specific numbers in the sub-categories of neurosis from the Joint Hospitals 1949-65 
Circulatory 
Obsessive/ digestive Нуросһоп- Mixed 
Anxiety Hysteria Phobia Compulsive Depressive — plus other driasis neurotic 
somatic 
(ICD 315, 
(ICD 310) (ICD 311) (ICD 312) (ICD 313) (ICD 814) 316, 317) (IQD 318.0) (ICD 318.4) 
16— 42 78 22 67 114 20 1 7 
25— 1ба 145 33 80 373 50 10 14 
35— 230 110 58 go 544 49 18 39 
45— 171 77 37 7! 529 63 20 22 
55— 64 45 6 26 337 22 15 8 
65— 19 IO 2 7 169 13 5 19 
75+ 5 I o I 49 2 8 o 
Total 693 466 158 342 9,115 219 77 109 
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Fic. g.—Percentage age distribution of hypochondriacal 


reaction. N = 77 (Joint Hospitals 1949-66). 


neurotic reactions show a rise in the upper age 
range, reversing an otherwise consistent down- 
ward trend (Figs. 3 and 4). 


Discussion 


Shepherd and Gruenberg (1957) plotted the 
prevalence rates of people claiming on the 
Health Insurance Plan of Greater New York 
and found that there was a declining prevalence 
of neurotic illness after the age of 50-55. How- 
ever, Hare and Shaw (1965), comparing the 
mental health of tenants on a new housing 
estate with that of tenants in a well-established 
urban area, found a rising prevalence of ‘nervous 
disturbance’ in the 65 and over age group. 

McDonald (1967), in a clinical study of 
psychoneurotic illness in the elderly, found 
significantly more mild to moderate affective 
disorders in neurotic patients admitted to the 
Joint Hospitals and significantly more psycho- 
somatic disorders in those neurotic old people 
living in their homes than vice versa. Robinson 
and Wood -(1968) found a correlation between 
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Fic. 4.—Percentage age distribution of mixed neurotic 
reaction. N = 109 (Joint Hospitals 1949-66) 


neuroticism and hypertension in a random 
sample, and in a hospital sample they found 
significantly higher scores of neuroticism than 
had been found in the random sample. The 
findings of this study raise the possibility that 
neuroticism, as age increases, has an increasing 
tendency to present with somatic symptoms, 
which, in turn, are not referred to psychiatrists 
by general practitioners presumably because 
they are not recognized as neurotic symptoms. 
If neurotic illness is being misclassified as 
somatic illness in the elderly, then in view of the 
large numbers involved a vast amount of 
potentially treatable misery is being missed. 
The author believes that the evidence now 
justifies an intensive prevalence study to test 
this hypothesis. 


SUMMARY 
It is demonstrated that psychiatric age distri- 
bution curves adopt a fairly constant form if 
they are sufficiently heterogeneous in origin. 
An analysis of neurotic illness into the age 
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distributions of its sub-categories supports the 
hypothesis that increasing age produces a soma- 
tization of neurotic presentation which leads to 
failure of referral of such cases to a psychiatrist. 
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Synopses of Papers Awaiting Publication 


The Side-effects of Fluphenazine Decanoate. 
By D. A. W. JOHNSON. 


A group of 140 schizophrenic patients under the 
age of 65 years were treated with fluphenazine decano- 
ate over a mean duration of fifteen months. The total 
incidence of new side-effects was 34 per cent; 70 per 
cent of these side-effects occurred between the 
second and sixth day after the injection. The inci- 
dence of side-effects was higher in women and 
increased with age. Sixty per cent of side-effects only 
appeared after the third month of treatment. Two- 
thirds of the side-effects were abolished by adjustment 
of the dose regime, without loss of the therapeutic gain 
associated with the use of long-acting phenothiazines. 
The reduction in the readmission rate during the 
period of observation was 38 per cent. 


D. A. W. Johnson, M.Sc., M.R.C.Psych., 
Consultant Psychiatrist, 

Crumpsall Hospital, 

Manchester 8. 


Contract Therapy in Obsessive-Compulsive 
Neurosis with Marital Discord. By К. 5. 
STERN and I. М. Mars. 


The case is described of a patient with obsessive- 
compulsive ruminations and rituals, whose marriage 
was deteriorating. Several treatments directed at 
the obsessions were ineffectual, but an indirect 
approach in which ‘contracts’ for specific changes in 
behaviour were exchanged between spouses improved 
both the marriage and the compulsive rituals. The 
possible mechanisms of improvement, which was 
maintained at 24 week follow-up, are discussed. 

Traditional conjoint marital therapy has a varied 
background, including theories concerning psycho- 
analysis, group psychology and communication. 
More recently a ‘contract’ approach has been 
described (Stuart, 1969; Liberman, 1970). In the 
case presented here ‘contract therapy’ was used with 
apparent therapeutic effect not only with benefit to 
the marriage but also to the wife’s compulsive rituals 
which were resistant to other forms of therapy. 


R. S. Stern, M.D., M.R.C.Psych., 
Institute of Psychiatry, 
De Crespigny Park, 


Denmark Hill, London SE5 ВАЕ. 
° 


Language Structure and Predictability in Over- 
inclusive Patients. By D. S. Hart and R. W. 
PAYNE. 

At their admission to hospital, 73 acute psychiatric 
patients were tested for Overinclusive Thought 
Disorder and Psychomotor Retardation, had 500- 
word continuous language samples recorded, and 
bad their psychiatric symptoms rated, the whole 
procedure being repeated after six weeks of treatment. 
Unexpectedly, the Overinclusion and Retardation 
scores failed to intercorrelate as had been the case 
in previous studies. The hypothesized relationship 
between overinclusion and prevision in language was 
not confirmed, although there was some evidence for 
an association between language deviance and 
ratings of ‘disordered thinking’. The weight of the 
evidence favoured stability of language structure 
irrespective of psychological abnormalities and 
psychiatric treatment. 

Speech Rate was found to be correlated with 
measures and ratings of retardation, to be increased 
following treatment by phenothiazine medication, 
and to be predictive of remission of retardation 
symptoms. 

The language samples of 12 patients who had at 
least two abnormal overinclusion scores were com- 
pared with matched non-overinclusive patients 
using the ‘cloze’ technique to measure communica- 
bility. The results clearly support the hypothesized 
relationship between deficient language predictability 
and overinclusive thinking. 

D. S. Hart, Ph.D., 

Psychology Department, 

Memorial University of Newfoundland, 

St. John’s, Newfoundland, Canada. 


Responses to Erotic Stimuli of Transexual and 
Homosexual Males. By R. F. Barr. 


Penile volume and galvanic skin responses to 
female and male nude film sequences were studied 
in 24 transsexual and 44 homosexual male patients. 
Penile volume responses were not strongly related to 
galvanic skin responses. Transsexuals showed a 
significantly greater tendency than homosexuals to 
show more positive penile volume responses to males 
that to females. Transsexuals also differed significantly 
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from homosexuals in their tendency to show larger 
galvanic skin responses to female than to male film 
sequences. 


R. F. Barr, M.D., M.R.C.Psych., M.A.N. 2.C.P., 
School of Psychiatry, 

Prince Henry Hospital, 

Little Bay, 

New South Wales, 2036, Australia. 


Amytriptyline, Weight Gain and Carbohydrate 
Craving: A Side Effect. Ву E. S. Payne, 
P. S. Малилик and P. M. pz LA VERONE. 

This paper reports excessive weight gain associated 
with craving for carbohydrates, occurring as a side 
effect of treatment with amitriptyline. Subjects were 
51 depressed women who had responded to initial 
treatment with amitriptyline and remained well. 
Nineteen were maintained on amitriptyline for nine 
months; 32 had the medication withdrawn after 
three months, Both groups gained weight during 
recovery. Subsequently the amitriptyline group 
continued to gain weight excessively, while the drug 
withdrawal group did not. This difference was not 
due to persisting depression. Withdrawal of active 
drug after nine months treatment was followed by 
weight loss. Amitriptyline patients also reported a 
striking dose-related craving for carbohydrates, 
developing within one or two months of starting the 
drug. Fasting insulin and glucose, and intravenous 
insulin tolerance, were not affected, and the mecha- 
nism of this side effect is not clear. However, in 
confirmation of previous work, insulin resistance was 
found in subjects with minor residual depression. 


E. S. Paykel, M.D., M.R.C.P., M.R.C.P.(Ed.), 
М.Р.С.Руусћ., 

Consultant Psychiatrist, 

St. George’s Hospital, London, S. И. 17. 


Creatine Phosphokinase and Psychiatric Ш. 
ness. By Lynn A. CUNNINGHAM, CHARLES L. 
Кісн, ROBERT А. Wooprurr, Jr., and Jonn W. 


A series of psychiatric patients who had creatine 
phosphokinase (CPK) determinations at the time of 
hospitalization was investigated by means of a retro- 
spective chart review to determine: (1) how many 
patients had elevated CPK. level, (2) what psychiatric 
diagnoses were present among these patients, (3) if 
circumstances known to elevate CPK. were present, 
(4) what the duration of illness had been among 
patients with elevated CPK. 

Two hundred and ninety-six clinical cases were 
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reviewed, yielding 42 (14 per cent) with CPK eleva- • 
tions. Only 9 (3 per cent) were considered not 
potentially explainable by some factor known to 
elevate the enzyme. Eight of the nine patients had 
minimal elevations. The most common presumptive 
reasons for elevations were intramuscular injections 
or alcohol abuse. Diagnoses represented among the 
nine patients with elevated CPK. were depression-5, 
mania-2, chronic brain syndrome-1 and alcoholism 
in remission-1. Possible explanations for discrepancies 
of this with earlier reports are discussed. 

Robert A. Woodruff, Jr., M.D., 

Depariment of Psychiatry, 

Washington University School of Medicine, 

St. Louis, 

Missouri 63110, U.S.A. 


A Negative Correlation between improved 
Production in Psychiatric Rehabilitation 
and Social Behaviour Outside. By L. G. 
WALKER, F. A. Apamson, D. A. ALEXANDER and 
B. E. SrÓrrELMAYR. 


In studying the effect of treatment, too little atten- 
tion is generally paid to the possible relevance of 
social interaction going on elsewhere at the same time. 
This study, carried out in a psychiatric rehabilitation 
unit, used systematic techniques of evaluation to 
confirm the importance of this interaction. Those 
patients who showed the greatest increase in pro- 
ductivity in the unit were rated by others at home 
as having the least desirable social behaviour. 


D. A. Alexander, M.A., Ph.D., 

University of Aberdeen Department of Mental Health, 
University Medical Buildings, 

Foresterhill, 

Aberdeen ABg 22D. 


Consciously Rejected Children. Ву D. А. Pzw- 
BERTON and D. R. Benapy. 


Twelve consciously rejected children are studied 
and matched with twelve patients from the child 
guidance population. They are shown to have more 
symptoms of aggression, rejecting attitudes to parents, 
negativistic attitudes, stealing, lying and encopresis, 

The difficulties of treatment are briefly discussed. 
D. А. Pemberton, M.B., Ch.B., M.R.C.Psych., 
Consultant Psychiatrist, 

Bellsdyke Hospital, 
Larbert, 
Stirlingshire. 
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Book Reviews 


DETECTION OF ILLNESS 


The Detection of Psychiatric Illness by Ques- 
tionnaire. By D. P. Согрвкко. Maudsley 
Monograph No. 21. Oxford University Press. 
1972. 53.50. 

The difficulty of making valid and reliable esti- 
mates of the prevalence of psychiatric disorder in 
large general populations has always been a critical 
limitation on community studies in psychiatric epide- 
miology. Expert clinical assessment by personal 
interview is in principle probably the most suitable 
method from the standpoint of accuracy, but is 
dauntingly expensive, inconvenient and time-con- 
suming, and in most practical circumstances is not 
capable of the degree of standardization necessary to 
achieve acceptable levels of confidence. The best 
substitute has seemed to be some form of question- 
naire-based rating which could be self-administered 
or given by relatively unskilled staff quickly, con- 
veniently and at low cost. Unfortunately, few scales 
with these features have been developed with suffi- 
cient evidence of reliability and validity for general 
use, particularly in the English context. 

David Goldberg's study reported in this mono- 
graph is an important attempt to fill this need. 
From a very thorough examination of the theory and 
practice of questionnaires and other methods of 
estimation, the General Health Questionnaire (GHQ) 
has been derived and extensively tested, with results 
which appear to make it superior to other commonly 
used questionnaire types of rating. The recommended 
version consists of 60 symptom questions, each of 
which is answered on a four-point scale, and scored by 
an extremely simple technique. The resulting rating 
reflects current psychiatric status in relation to usual 
status, rather than to temporarily non-specific illness 
or personality traits. The GHQ does not purport to 
detect psychotic or severe organic psychiatric disorder 
and is intended only to detect potential minor 
disorder. А 30-question version can be used when 
circumstances demand, with only slight penalties in 
reliability and validity. The sensitivity and specificity 
of any test of this type depends on the prevalence in 
the population tested, and the data are given which 
are necessary for an assessment of appropriateness to 
be made in considering its application. 

This work is remarkable for its thoroughness, 
originality (particularly the scoring technique), and 
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practicality. As the author concludes, the GHQ will 
be useful to general practitioners and physicians in 
screening patients for minor psychiatric illness, and 
to epidemiologists and social psychiatrists for research. 
Comparisons of prevalence in populations, correlation 
of morbidity with social and other clinical variables, 
changes in morbidity levels in populations over time, 
and estimation of point prevalence (preferably with 
clinical assessment of potential cases detected) are the 
main classes of research use. The GHQ alone cannot 
provide a means of estimating incidence or of esti- 
mating period or life-time prevalence. Other possi- 
bilities are for assessment of the course of minor 
disorder and the outcome of care in general practice 
and, in conjunction with devices to detect psychotic 
illness and personality disorders, to provide a baseline 
against which to measure subsequent change in 
individuals. 

The book is clear, concise and readable. It will 
surely be a milestone in this baffling field. 

J. A. BALDWIN. 


PSYCHOSOMATIC 


Advances in Psychosomatic Medicine. Volume 
8: Psychosocial Aspects of Physical Illness. 
Edited by Z. J. Lrowskr. S. Karger. 1972. 
Pp. 275. Price £13.00. 

It is a pleasure to open a book on psychosomatic 
medicine and to discover that the editor has managed 
to bring together distinguished contributors from 
medicine and sociology to provide a coherent and 
comprehensive review. The result is the best available 
introduction and sourcebook of the important but 
long neglected theme of the psychosocial effects of 
illness. It provides a balanced and readable account 
of a wide range of information, much of which has 
previously been widely scattered and not easily 
accessible to medical readers. 

Inevitably some writers indulge in vague and 
unsupported generalizations, but a partial list will 
serve to illustrate the distinction of the contributors 
and the range of their topics: Life events (Rahe), 
Concepts of sick role and illness behaviour (Twaddle), 
Communication of information about illness (Waitz- 
kin and Stoeckle), The decision to see a doctor (Zola) 
and The hospital environment (Kornfeld). 

There can be little doubt that the editor is correct 
in asserting that recent multidisciplinary interest in 
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the psychosocial aspects of physical illness has 
revitalized psychosomatic medicine. It is to be 
hoped that this book will be consulted by those 
concerned in the care of the physically ill, in the 
organization of services and in medical teaching, but 
it is unfortunate that its substantial price will confine 
its sale to libraries. 
RicHarD Mayou. 


Modern Perspectives in Psycho-Obstetrics. 
Edited by Joan С. Howetzs. Edinburgh: 
Oliver and Boyd. 1972. Pp. 591. Price £9.50. 

This is the fifth volume in a multi-authored series 
which the editor claims will eventually ‘constitute a 
complete system in the theory and practice of 
psychiatry’, Each volume is intended ‘to bring the 
facts from the growing points in a particular field of 
psychiatry to the clinician at as early a stage as 
possible’. From the evidence of this volume, doubts 
may be raised as to whether ‘Psycho-Obstetrics’ is a 
very flourishing growing point, but there is sufficient 
of interest here to suggest that further nourishment 
would be worthwhile. 

The curious hybrid term psycho-obstetrics appears 
to have been used as an umbrella to include every 
aspect of reproduction that might be considered to 
have some psychological or psychiatric interest. 
Thus, there are articles ranging from studies on the 
maternal behaviour of laboratory animals through 
pseudocyesis, the couvade, sexual behaviour, adole- 
scent pregnancy, the family culture, birth control, 
termination of pregnancy, spontaneous abortion, 
pica, vomiting in pregnancy, the management of 
Iabour, post partum psychosis and neurosis, lactation, 
infanticide and illegitimacy up to the psychological 
management of handicapped children. 

Inevitably, these articles are of an uneven quality. 
Some of them are disappointing in that they present 
narrowly the author's own work and views and fail 
to provide a wider perspective against which these 
views might be critically evaluated. Nevertheless, 
there are chapters which will be read with interest 
and profit by the clinical psychiatrist. This volume 
will succeed however, if it manages to focus greater 
attention from obstetricians as well as psychiatrists on 
to the difficult, complex and often neglected mental 
phenomena associated with the whole process of 
reproduction. 

A. WAKELING. 


Psychological Áspects of the Care of Hospita- 
lized Patients. By Lisa Ковімвом. Blackwell 
Scientific Publications for the F. A. Davis 
Company. Second edition, 1972. Pp. xvi+ 105. 
Price £1.25. 


BOOK REVIEWS 


It is not only psychiatrists in their mental hospitals - 
who need to understand patients in an institutional 
setting. The author of this book deals with the general 
hospital from the viewpoint of the nurse faced with 
the surgical patient, the amputee, or the dying. 

The book displays wisdom and kindness and gives 
examples of patients whose emotional problems teach 
lessons. Simple, practical advice is given, and inter- 
pretations of how fears are expressed within the 
hospital—the night is a lonely and unfriendly time so 
patients will ask for medicine or physical manipula- 
tion as an expedient for obtaining companionship and 
conversation. 'The nudity of the surgical patient, the 
loss of dentures or wrist-watch, all lead to feelings of 
loss of identity. 

The American psychodynamic idiom inevitably 
pervades the book. Assertions that some patients can 
have fantasies that are not conscious and that sexual 
display by a male patient can reflect *narcissism and 
pregenital strivings’ might, for example, so put off 
British nurses that they might reject the good sense in 
the book. However, all would benefit from and would 
value such contents as the discussion of the nurse's 
own problems when coping with the special or 
medical patient, or with the dying patient when the 
doctor has not confided to the nurse how much of the 
truth he has himself withheld from the patient. 

A useful book for anyone who works with and 
teaches general hospital nurses, or for any doctor in 
any hospital. 

Tan OswALD. 


MOOD DISORDERS 


Disorders of Mood. Edited by JosgPH ZUBIN and 
Frrrz A. FnaEvHAN. Baltimore and London: 
Johns Hopkins Press. 1972. Pp. 200. Price £5.95. 

This book consists of a selection of articles and 
discussions based on the proceedings of the sixtieth 
annual meeting of the American Psychopathological 

Association. It is one of a series of publications, and it 


às worth noting that Joseph Zubin has edited the 


proceedings annually since 1945 with only three 
exceptions. The standard of this volume is well up to 
the previous issues, and contains sections on Advances 
in diagnosis; Aetiology; Therapy; and Critiques of 
current theories and research. 

In the first section there is an article on the mis- 
labelling of depressed patients in New York State 
Hospitals, which is based on data provided by ‘The 
Cross-National Study of the Diagnosis of the Mental 
Disorders’ which was directed by Joseph Zubin 
himself, and to which several British psychiatrists owe 
their deserved reputation. 

It is interesting to read of the factors leading toa 
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. reluctance to diagnose depression, as seen through 
American eyes, and the article provides a useful 
correlate to the British studies. The discussion at the 
end of each paper is frequently of greater value than 
the paper itself, though this remark should not be 
taken in'any way as being critical of the papers, 
which on the whole are very good; of special interest 
are J. J. Schildkraut's on *neuropharmacological 
studies of mood disorders, and its discussion by 
A. J. Prange. 

The reviewer was particularly intrigued by the 
Presidential Address by Fritz A. Freyhan. He gives a 
historical review of the American Psychopathological 
Association, describing its founding in 1910 and its 
sponsorship by the great names of American psychi- 
atry, such as Morton Prince, Stanley Hall, Alfred 
Meyer, Ernest Jones, Smith Ely Jeliffe, and William A. 
White, as well as the philosopher L. Eugene Emerson. 

The first volume of the Journal of Abnormal Psychology 
included an essay by Ernest Jones on ‘Hamlet’, a 
paper by Ferenczi on ‘Dreams’ as well as translation 
of Freud’s and Jung’s lectures at Worcester, Mass. 
From such psychoanalytical beginnings the Associa- 
tion has developed a more biological interest, which 
pervades the present proceedings. The President 
concludes his address thus: ‘The future of psycho- 
pathology appears more promising than at any time 
in the past... . That the psychopathologist is a man 
of many persuasions, all of which must converge on a 
blending of subjective and objective evidence, has 
been and continues to be my main concern.’ Amen! 

Myre Sm. 


SCHIZOPHRENIA 


Schizophrenia: Pharmacotherapy and Psycho- 
therapy. By L. Grinspoon, J. R. Ewart and 
R. I. Saver. Churchill Livingstone. Рр. 200. 
Price £5.00. 


This is not a compendium of treatment methods 
but a report of an evaluation of the effects of drugs 
and psychotherapy on chronic and acute schizo- 
phrenic patients which was conducted in a special 
research unit in the Massachusetts Mental Health 
Centre. All patients, both long-stay and acute, 
received psychotherapy, conducted along analytic 
lines, for two hours a week; as late as 1963, when the 
research was initiated, it was considered unethical to 
withhold psychotherapy from chronic schizophrenics, 
Little surprise will be caused by the finding that those 
chronic patients treated with active drugs in addition 
to psychotherapy showed a substantial measure of 
improvement over the group given psychotherapy 
and placebo only. Indeed, as Dr. Milton Greenblatt 
points out in a penetrating foreword, on the basis of 
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his experience at Boston State Hospital, from where 
the chronic schizophrenic group were drawn, the 
combination of drugs, case-work conducted by social 
workers, and industrial therapy is even more effective. 
The project's findings also suggest that some psycho- 
therapy may help some acute schizophrenics who 
have been treated with drugs, but the conclusions 
about this group are weakened by the reviewer's 
doubts as to the validity of the diagnosis of schizo- 
phrenia in at least two of the group. The report also 
indicated much hidden hostility from nurses and 
attendants, which almost certainly arose from the 
fact that they were insufficiently involved in the 
research aspect of the project. 

These findings may appear commonplace to the 
English reader, and indeed the research of Wing and 
his co-workers (1) on chronic schizophrenics is 
likely to be of much greater practical value; but this 
project should convince even the most ardent 
American exponent of psychotherapy for schizo- 
phrenics of its uselessness. Perhaps the last word can 
be left with Dr. Greenblatt: "The extraordinary thing 
is that although everyone believes that human beha- 
viour, thinking, and feeling can be profoundly 
affected by the interaction of one individual upon 
another, and so much time, effort and money is 
expended on individual psychotherapy, it is still 
remarkably difficult to obtain convincing proof that 
individual therapy, a3 conventionally practised, is 
worth all the effort.’ 

PETER BROOK. 


REFERENOE 
1. Wine, J. K., and Brown, G. W. (1960-1968). 
‘Institutionalism and Schizophrenia. A com- 
parative study of three Mental Hospitals.’ 


MOTHERLESS FAMILIES 


Motherless Families. Ву Vicror GEORGE and 
PauL Wipina. London: Routledge and Kegan 
Paul. 1972. Pp. 232. Price £3.50. 


The problems faced by the fatherless family have, 
over recent years, been a focus of attention in the 
psychiatric and sociological literature, but it is now 
becoming increasingly acceptable for a father to 
continue to bring up his family alone after the death of 
or desertion by the mother, and the problems pre- 
sented by this situation have so far escaped systematic 
investigation. 

This book describes the situation of about six 
hundred families in the East Midlands where the 
father had taken on responsibility for the family on 
his own. There are undoubtedly stresses in this 
situation, at least as great if not greater than in the 
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fatherless family. Working-class fathers were more 
likely to give up work to stay at home and care for the 
children, where middle-class fathers tended to remain 
at work and preserve the dual role of child-carer and 
wage-earner. 

The financial disadvantages of the former situation, 
and ways in which this might be helped by Social 
Services and Government Departments, are exa- 
mined, while the pressures on the father in the 
latter situation are also well documented. All the 
families interviewed had remained together, and the 
problems of those families in which the father had 
been unsuccessful in caring for the children are not 
considered. In just under half of the families the 
father was a widower; in the remainder the parents 
were divorced or separated. In over half of the latter 
group the mother still maintained contact with the 
children. There was no full exploration of the possi- 
bility of comparing those who were with those who 
were not bereaved, and as this is essentially a socio- 
logical study there are only scanty details of the 
psychiatric status of the fathers or their children. 
Two-thirds of the children were said to present no 
major emotional problems, but the information was 
obtained from the father, and until more objective 
measures are used this must be considered as possibly 
an underestimate. 

What is surprising, however, is the extent to which 
the fathers were able to cope without major psychi- 
atric breakdown, although over one-quarter admitted 
to constant feelings of depression and loneliness. It is 
interesting to speculate on the effect of continuing 
stress in preventing illness in this situation. It would 
also be interesting to compare motherless and father- 
less families, and those who continued work with those 
who did not in this respect. 

This is a most useful pioneer descriptive study of an 
increasingly common anomalous family situation, 
and should be read particularly by community social 
workers and psychiatrists, 


J. A. Совветт. 


ELECTROENCEPHALOGRAPHY 
Clinical Electroencepbalography. (3rd edition.) 
By L. С. Кпон, A. J. McComas and J. W. 
OsseELTON. Butterworth. 1972. Pp. 239. Price 
£6.50. 

This book is now in its third edition in 11 years 
and remains about the best general text on this 
subject. Psychiatrists will find this edition of parti- 
cular value as two chapters dealing with general 
neurophysiology in relation to the EEG have been 
added by Dr. McComas who has now joined the 
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original authors. Inevitably, the chapters dealing , 
with EEG in various neurological disorders tend to 
be in the nature of catalogues, since not even the 
recent great increase in our understanding of the 
electrical activity of the brain has led to an explana- 
tion of the EEG changes seen in most* disorders. 
The chapters on EEG and psychiatric disorders are 
on the whole judiciously conservative. The sedation 
threshold technique, however, gets rather more 
attention than it really deserves. 

The book ends with a useful short and critical 
account of the clinical value and limitations of 
electroencephalography. The new sections are more 
up-to-date than are the general clinical chapters 
which are little altered and need more extensive 
revision in the next edition. The biggest change of 
allis in the price which has nearly trebled in the 
last five years, though the number of pages has not 
even doubled. Such is progress. 


D. A. Ромр. 


PHARMACOLOGY 


Perpectives in Neuropharmacology—A Tri- 
bute to Julius Axelrod. Edited by S. H. 
Snyper. Oxford University Press. Pp. 404. 
Price £7.75. 

This is a ‘Festschrift’ in honour of Julius Axelrod, 
Nobel Laureate and pioneer in the study of biogenic 
amines, produced by his former students and asso- 
ciates. It takes the form of eleven essays on topics in 
neuropharmacology, including reviews of original 
research by the contributors, themselves all eminent 
workers in this field. 

Not unnaturally several chapters deal with various 
aspects of the synthesis, uptake, storage, release and 
metabolism of the catecholamines and serotonin, 
others with histamine as a possible neurotransmitter, 
GABA metabolism in inhibitory nerves, and the 
isolation of a cholinergic receptor protein from 
Torpedo with the aid of the snake venom a-bungaro- 
toxin. Seymour Kety contributes a brief appreciation 
of Axelrod as a man and scientist ‘exemplifying the 
productivity of research which is undirected and 
untargeted except by scientific insight’. 

The chapters are authoritative, readable and well 
presented, but some may be heavy going for the non- 
expert reader. Although the book is possibly of most 
interest to workers in the basic neurosciences, those 
interested in the role of the biogenic amines in 
psychiatric illness will also find it a useful source of 
information. 


J. STERN. 
e. 
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SUICIDE 
Suicide and Attempted Suicide. Edited by 
J. WarpxNsrROM, T. Larsson and N. Ljuwo- 
STEDT. Nordisca Bokhandelns Förlag, Stockholm. 
1972..Pp. 320. Price Sw. kr. 53.00. 

The features associated with suicide remain an 
enigma. Yet any casual reader of the recent psychi- 
atric literature must be struck by the welter of first- 
class data now available. Alarmed as we are by the 
current epidemic of self-poisoning (surely an accept- 
able term, because it describes accurately the 
behaviour?), we should be comforted by the steady 
reduction in mortality occurring at all ages except for 
the young. As the mortality from other forms of violent 
death escalates, behavioural scientists should be 
encouraged to make available similar facts. 

This book contains the papers read at a Skandia 
International Symposium held in Stockholm in Septem- 
ber 1971. In addition to Scandinavians, the renowned 
from elsewhere were there: Farberow, Kreitman, 
Lingens, Litman, McCulloch, Menahem, May, 
Pichot, Példinger, Soubrier, Stengel and Vedrinne. 
There is also an edited account of their discussions. 

Some of the spoken word must necessarily be 
ephemeral, but hopefully readers will be stimulated 
by what is a useful source of reference. The editors 
can be congratulated on the quality and speed of the 
book’s production. 

R. С. B. ArrkEN. 


PSYCHOLOGY 


New Horizons in Psychology, 2. Edited by P. C. 
DopweELL. Penguin Books. 1972. Pp. 287. Price 
75P- 

This is an exciting book that well reflects the great 
changes in psychology over the past few years. More 
emphasis is now being placed on the cognitive factors 
involved in behaviour, and this shift obviously 
increases the immediate relevance of findings with 
normal individuals to workers in the sphere of 
abnormal psychology. 

The contributors are well chosen, and the chapters 
are written in a lucid fashion that not only the novice 
will appreciate. For those interested primarily in 
abnormal processes, some chapters may have a special 
appeal: Maher on experimental psychopathology 
(though naturally he does no more than skim a few 
surfaces); Estes’ review of the changing face of 
learning theories; Baddeley looking at human 
memory processes, with results from memory- 
disordered individuals placed squarely within the 
context of overall description; Heckhausen and 
Weiner discussing the cognitive factors that influence 
motivation. Then there is Smith's description of 
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some experiments in social interaction, with findings 
mentioned in passing that deserve more careful study 
within psychiatry—that medical students opting for 
psychiatry are more ‘machiavellian’ than their peers, 
a trait probably negatively correlated with psycho- 
therapeutic effectiveness, and thatclinical psychologists 
with a fair degree of knowledge about an individual 
are less able to predict his behaviour than a physical 
scientist; and another chapter to be mentioned is the 
delightful contribution of Latané and Hothersall, 
interspersed with little rhyming couplets, discussing 
why, in general, animals prefer members of their own 
species. 

The plan is to issue New Horizons every three years, 
with contributions reflecting the current interests. It 
is to be hoped that this present high standard can be 
maintained. 

ANTONIA WHITEHEAD, 


Climate for Creativity. Edited by Carvin W. 
TAYLOR. Pergamon Press. 1972. Pp. 304. Price 
65-75. 

This book contains 18 papers presented at the 7th 
American National Creativity Research Conference, 
and will be of little interest to the majority of psychi- 
atrists. 

The minority who may be interested in this field 
will have to plough through large areas of repeated 
material in order to find the occasional original— 
might one say 'creative'—experiment reported. For 
the most part those presenting the papers seem to 
have specialized in introducing new words to the 
English language, so that even those familiar with 
the field will find some papers hard going. The 
coming together of behaviourists and ‘creativitists’ 
has produced an absurd new vocabulary, and one 
sometimes gets the impression that these new words 
are the only ‘clothes’ which the ‘emperor’ has to wear. 


С. ROBERTSON. 


PSYCHODYNAMICS 


Treatment or Torture: The Philosophy, Tech- 
niques and Future of Psychodynamics. By 
G. SzaBorn Jones. Tavistock Publications. 1972. 
Price £1.25. (Paperback edition.) 

Presumably the title of this book is deliberately 
provocative and intended to interest and attract 
potential readers. The book is for students and 
teachers of philosophy, of scientific method, of 
medicine, and of psychiatry, and for the general 
reader. It is therefore very ambitious, and its content 
may well fail to satisfy those who are attracted by the 
title. 
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It is likely that many readers, depending on their 
background, will find parts of the book too detailed 
and explanatory, and the style is often irritating. For 
example, a sentence such as ‘One form of the Supra- 
controversy Fallacy, the invalid assimilation of 
empirical theorizing to mathematical reasoning and 
proof, with geometry as the model for philosophical 
reasoning, has been losing ground, in the twentieth 
century, to the analytic attack of modern empiricist 
philosophers’ does not fulfil the claim of the preface 
that the student will find clear explanations or 
examples. 

The author states that the purpose of his book is to 
lay the foundations of the science of psychodynamics. 
This is a bold claim, and many readers would like 
to see the foundations a little more clearly than they 
are presented here. The price, however, is very 
reasonable. 

A. А. BAKER. 


On Dying and Denying: A psychiatric study of 
terminality. By Avery D. WzmuaN. Behavioural 
Publications Inc. 1972. Pp. 247. Price $9.95. 

The approach of death is something which few of 
us contemplate with detachment. It is stressful for 
everyone involved and their psychological reactions 
are of unusual interest. This book views these reactions 
in terms of the theory that all defence mechanisms are 
based on some form of denial, and gives illustrative 
anecdotal case histories. The book shows a tendency 
to mix factual descriptions of behaviour with theo- 
retical interpretations on dynamic lines. It gives little 
practical advice on how to translate these theoretical 
formulations into effective support of the patient, his 
family and his attendants. For this reason the book is 
mainly of theoretical interest. 

N. L. GITTLESON. 


The Birth and Death of Meaning: An Inter- 
disciplinary Perspective of the Problem of Man. 
(2nd edition.) By Ernest BECKER. Penguin 
Books. 1972. Pp. 230. Price бор. 

At one point in this work the author advises us to 
dispel any impressions of grandeur we might have 
entertained of our ability to ‘assess reality’. Although 
this task is declined, other equally grandiose adven- 
tures are undertaken, for instance a personal inter- 
pretation of ‘what makes people act the way they do’, 
The author claims to have distilled from the great 
sum of psychological and sociological knowledge 
certain varieties: what we must know about ourselves 
if we are to deserve the title Homo sapiens. 

The book is readable and at times even thought- 
provoking. It remains in essence, an anthology; the 


BOOK REVIEWS 


author’s personal anthology of the best-loved bits of. 
Freud and Fromm, Otto Rank and R. D. Laing. 
R. P. Snarru. 


MISCELLANEOUS : 


Household and Family in Past Time. Edited by 
PETER Lasterr. Cambridge University Press. 
1972. Pp. 623. Price £12.00. 


This is an important book, both for the specialist 
and for the more general reader of history, for it 
demolishes the widely accepted belief that there has 
with time been a change from the extended to the 
nuclear family. The book is massive, containing a 
lengthy and admirable editorial introduction and 
original contributions from a formidable number of 
scholars from Europe, North America and Japan. 
It confirms the value of the contemporary approach 
to social history as providing an essential temporal 
perspective to anthropology. 

Despite a number of exceptions, evidence from a 
wide variety of primary sources provides no support 
for the much idealised myth of large family units 
before industrialization. Thus, in England, whilst 
family structure and the employment of servants 
have changed, mean household size appears to have 
varied very little over at least the last four hundred 
years. 'The book provides both a mass of such informa- 
tion and much systematic analysis of the demographic 
variables. 

It is unlikely that many psychiatrists will wish to 
do more than skim through the pages and tables, but 
the book provides a major sociological insight and 
must colour our views of the prevention and treat- 
ment of psychological disturbance in the family. 

RicHARD Mayou. 


Recent Advances in Studies of Alcoholism: 
an Interdisciplinary Symposium. Edited by 
Nanay K. Мело and Jack H. MENDELSON. 
U.S. Govt. Printing Office. 1970. Pp. 920. 
Price $3.75. 

This symposium was held in June 1970, and the 
editors claim that it was the first-ever such meeting 
in the U.S.A. There are 34 papers: 10 biochemical, 
4 physiological, 11 behavioural, 5 on treatment, 2 
relating to the social sciences, 2 on training. What is 
of value must by this time have appeared elsewhere; 
presumably much abbreviated, for almost all the 
papers are very long. Although only five papers come 
in the category of reviews, most contain extensive 
references to pre-1970 literature. The book is 
excellently printed and startlingly cheap, as, such 
U.S. Government publications usually are. It marked 
the forthcoming birth, by fission from the Natipnal 
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- Institute of Mental Health, of the National Institute 
on Alcohol Abuse and Alcoholism, N.I.M.H. having 
itself cut the golden cord that bound it to МІН. 
some years earlier. There is a danger that if each 
parent institute continues to eject research on disease 
in this way, in the end it will have nothing left to 


study. C. R. B. Joyce. 


Autism and Childhood Psychosis. By FRANCES 
Tusrm. Hogarth Press. 1972. Pp. 200. Price 
£2.50. 

The best therapy begins with action; theoretical 
formulation comes later. Frances Tustin follows this 
pattern and traces the development of her ideas on 
the psychotherapy of severe disorders of childhood. 
She records her practical work with her first cases, 
and then leads to the sophisticated ideas on deep 
psychotherapy which owe a great deal to Melanie 
Klein, Bion and Winnicott. Even in her description of 
complex theoretical concepts her sensitivity to the 
stress of both the children and their parents remains 
evident. Her aim is "Rather than lend you my hand 
as if it were part of your body, I will lend you my 
“thinkings” which will help you to differentiate your 
body from mine and develop “thinkings” of your 
own.’ In addition to this clarity, she supplies the 
ingredient missing in most psychiatric writings on 
Autism—compassion. J. H. Kann. 
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The Will to be Human. By Ѕпулмо Анет. 
Quadrangle Books, N.Y. 1972. Pp. 279. Price 
$8.95. 


It is well that psychiatrists should read this book 
by a psychotherapist who is also a student of philo- 
sophy and the social sciences. The breadth of outlook 
is seen in the Index, which includes the names of 
Aristotle, Comte, Engels, Hegel, Hobbes, Hume, 
Kant, Marx, Plato, Rousseau, Russell and Socrates. 
The twelve chapters deal essentially with problems of 
dominance-subservience and power, for example the 
distribution of power in society (élite groups, caste 
systems, persecuted minorities), the worship of 
dictators, controlled and uncontrolled or uncon- 
trollable power, terrorism and torture, racial and 
religious massacres, colonialism, slavery, character 
deformations caused by extremes of individual or 
social authority or by excessive permissiveness. 

Professor Arieti is a fervent humanist, and although 
he writes that ‘history is almost a constant series of 
barbaric acts perpetrated by men on men from 
prehistoric times to our own days’ he repudiates the 
doctrine of homo homini lupus, and preaches a message 
of liberation, brotherhood and peace. Like him, all 
of us wish that “The Will to be Human’ were stronger 
on our planet, and that power were directed to good 
rather than evil ends. 

J. Атктч. 
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Books Received 


PSYCHIATRY 

Companion to Psychiatric Studies. Edited by ALISTAIR 
Forrest (two volumes). Churchill Livingstone. Price 
£10.00 (set of two volumes). 

Differential Diagnosis in Clinical Psychiatry: The 
Lectures of Раш H. Hoch. Edited by Marcaret О. 
SrRAHL and Noran D. C. Lewis. Science House. 
Price $20.00. 


PSYCHOTHERAPY 
The Theory and Practice of Psychotherapy with 
Specific Disorders. Edited by Max Hammer. Charles 
С. Thomas. Price $16.75. 


PSYCHOANALYSIS 


Introduction to the Work of Melanie Klein. By 
Hanna SEGAL. Hogarth Press. Price £2.00. 


PHARMACOLOGY 

Advances in Cyclic Nucleotide Research, Vol. 1. 
Physiology and Pharmacology of Cyclic Amp; 
Edited by P. Greencarp, R. Paotetr and С. A. 
Ковшом. Vol. 2. New Assay Methods for Cyclic 
Nucleotides. Edited by Р. GrEENGARD and С. A. 
Rosson. Elsevier-Excerpta Medica-North Holland. Prices 
Vol. 1. Df. 120.00; Vol. 2. Df. 45.00. 


PSYCHOLOGY 
Handbook of Abnormal Psychology. Edited by H. J. 
Eysenok. Pitman Medical Publishing. Price £20.00. 
In Defence of Empirical Psychology. By D. E. 
BROADBENT. Methuen. Price £2.90. 


MENTAL RETARDATION 

Mental Retardation: Prenatal Diagnosis and Infant 
Assessment. By D. P. DouaLas and K. 5. Нот. 
Butterworth. Price £1.80. 

Learning, Speech and Thought in the Mentally 
Retarded. Ву A. D. B. Crarge and M. M. Lews. 
Butterworth. Price £1.80. 

Mental Health Services for the Mentally Retarded. 
Edited by Eras Katz. Charles C. Thomas. Price $12.75. 


PERSONALITY 

Six Approaches to the Person. Edited by RALPH 
Ruppoor. Routledge and Kegan Paul. Price £3.50. 

Examination of the Personality. By Nanoy A. Кокке. 
Henry Kimpton, for Lea & Febiger, Philadelphia. Price 
£2.25. 

Personal Change and Reconstruction: Research on a 
Treatment of Stuttering. Ву Fay FRANSELLA. Academic 
Press. Price £400. 
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RELATIONSHIPS 
Attachment and Dependency. Edited by Jacos L. 
Gewirtz. John Wiley, for V. Н. Winston, Washington, 
D.C. Price £4.85. 


COMMUNITY CARE 

Advances in Social Research: A Reader. Edited by 
RAYMOND CocHRANE. Constable. Price £4.00. 

Public Expectation and Health Care. By Davip 
Mecuanic. John Wiley. Price £5.50. 

Crisis Centre Hotline: A Guidebook to Beginning and 
Operating. Edited by UnsuLA DeLwortu, Epwarp Н. 
Кором and Janer Taus. Charles С. Thomas. Price 
$9.75. 

Nutrition of Housebound Old People. By A. N. 
Ехтом-Ѕмітн, В. К. STANTON and A. C. M. WINDSOR. 
King Edward's Hospital Fund for London. Price £1.00. 

Gyrenian Handbook. By CHaritorre Le Bon. The 
Cyrenians Limited. Price зор. 


CHILDREN AND YOUTH 
Abnormal Children and Youth: Therapy and Re- 
search. By ANrHony Davips. John Wiley. Price £5.90. 
Youth: Problems and Approaches. Edited by 5. J. 
SHamste. Henry Kimpton, for Lee G? Febiger, Philadelphia. 
Price £3.60. 


DRUGS AND MEDICINES 
Psychiatric Complications of Medical Drugs. 
Edited by Riawarp I. 5нАрвк. North-Holland. Price 
ЮЙ. 60.00. 
Drug Abuse: Current Concepts and Research. Edited by 
Wotrras Keup. Charles C. Thomas. Price $19.50. 
The LSD Controversy: An Overview. By Maurice 5. 
Tarsus. Charles C. Thomas. Price $6.50. 

Addiction: An Artificially Induced Drive. By Nus 
Bzjznor. Charles C. Thomas. Price $9.75. 

Medicine Takers, Prescribers and Hoarders. By 
Karen DuNNELL and ANN Cartrwricut. Routledge 
and Kegan Paul. Price £3.25. 


TRANSCULTURE 

The Pre-Columbian Mind. By F. GUERRA. Seminar Press. 
Price £4.50. 

The Broken Rebel: A Study in Culture, Politics and 
Authoritarian Character. By RuPERT WILKINSON. 
Croom Helin. Price £5.25. 

Tantra of the Great Liberation: A translation from the 
Sanskrit, with Introduction and Commentary by 
ARTHUR AVALON. Constable. Price £2.00. 

Cruel, Poor and Brutal Nations. Ву Jonn Слмте. 
University of Hawaii Press. Price $9.50. 
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FROM ABROAD 

Migration and Functional Psychoses in Oslo. By 
Орр Srerren DALGAnRD. Universietsforlagets T ryknnings- 
sentral, Oslo. No price stated. 

Zwang und Schizophrenia. By H. FEER. Karger. Price 

4-95. . 

Die о Tibetischen Orakelpriester. By GÜNTER 

SCHÜTTLER. Franz Steiner, Wiesbaden. Price DM 26.00. 


NEW EDITIONS 
The Empty Fortress: Infantile Autism and the Birth of 
the Self. By Bruno BrErTELHEI. Collier-Macmillan. 
Price £1.95. (Paperback edition of a book published 
by Collier-Macmillan for the Free Press, New York, 
in 1967, and reviewed in the Journal, June 1968.) 


BOOKS RECEIVED 


PROCEEDINGS, REPORTS AND REPRINTS 

Physiology, Emotion and Psychosomatic Illness: 
Proceedings of a CIBA Symposium, 1972. Edited by 
Ruru Porter and Jure Кютонт. Elsevier-Excerpta 
Medica-.North Holland. Price DA. 53.00. 

Organic Acidurias. Edited by J. STERN and C» TooTHILL. 
(Proceedings of the Ninth Symposium of the Society 
for the Study of Inborn Errors of Metabolism, 1972.) 
Churchill Livingstone. Price £4.00. 

The Role of Agression in Human Pathology. Edited 
by Н. Musapu and P. J. С. Merrrop (reprinted from 
Psychotherapy and Psychosomatics, Volume 20, No. 5). 
Karger. Price £2.10. 

Report of the Work of H.M. Prison Department, 
1971: Statistical Tables. Her Majesty's Stationery 
Office. Price бзр. 


Many of these books will be reviewed at a later date. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE. 


LAING AND ANTI-PSYCHIATRY 
Dear Sir, 

In the Journal for November 1972 (121, 563-4), 
Professor H. J. Walton reviews Laing and Anti- 
psychiatry, He is kind enough to mention that the 
article which appeared in the Journal in 1969 (115, 
947-58) by Siegler, Osmond and Mann, discussed 
Laing’s book The Politics of Experience. 

Unfortunately Professor Walton does not make 
clear in his review that this article, which, so far as 
I know, was the first systematic analysis of Laing’s 
position, ends up by rejecting it unequivocally. 
My colleagues and I would like to underscore the 
position which we took in 1968, when the article was 
written. 

Номрнкү Озмомр. 
Bureau of Research in Neurology and Psychiatry, 
clo New Jersey Neuro-Psychiatric Institute, 
Box 1000, 
Princeton, N.J., USA. 


THE DYSKINETIC SYNDROME 
Dear Sm, 

The paper on “Tardive dyskinesia’ by Turek, 
Kurland, Hanlon and Bohm (Brit. 7. Psychiat., 1972, 
121, 605-12) has prompted me to write this letter, 
as I have an isolated observation that meets with the 
findings of that paper. However, in this case the 
dyskinetic syndrome showed itself shortly after the 
start of neuroleptic medication. 

It was a case of a woman, 46 years old, who became 
an in-patient at the Hospital Psiquiátrico, Oviedo, in 
November of 1970; the clinical picture consisting of 
agitation, vivid auditory hallucinations and delusions. 
She was diagnosed as paranoid schizophrenia and 
neuroleptic administration was started with chlor- 
promazine in a maximum dose of 100 mg. t.i.d. The 
mental state improved after a few wecks and she was 
discharged with out-patient follow-up. In January 
1971, several neurological symptoms manifested, 
consisting of abnormal orofaciolingual movements of 
choreic type with rhythmical displacements of the 
tongue, lip smacking and chewing movements; 
occasidnally the trunk muscles were also involved, 


with backward and forward movements. The picture 
resembled closely irreversible dyskinesia; several 
attempts were made to reduce it; medication with- 
drawal did not affect it and if anything made it 
worse, antiparkinsonian drugs were of no use, change 
to thioridazine, roo t.i.d. was also of no effect. 
Finally a combination of haloperidol 2 mg. a day 
and diazepam 15 mg. a day reduced somewhat the 
abnormal movements, but they are still present. 

I was very much impressed by the devastating 
effect of such a small total amount of chlorpromazine 
given only for two or three months, that no doubt 
produced an irreversible damage in the form of a 
dyskinetic syndrome. I would appreciate any 
comments on similar observations. 

A. VALBUENA BRIONES. 
Jefe Clinico. Hospital ти (Oviedo), 
Spain. 


PARACHLOROPHENYLALANINE, 
SEROTONIN AND SLEEP 
Dear SR, 

The paper by Chernik, Ramsey and Mendels, 
‘The effect of parachlorophenylalanine on the sleep 
of a methadone addict’ (Brit. 7. Psychiat. (1973), x22, 
191—7) is of considerable interest. The authors report 
their failure to observe the suppressive effects of 
PCPA on REM sleep previously reported by other 
workers. In a study of the EEG sleep pattern of six 
diamorphine addicts (1) we observed a normal REM 
proportion but an increased REM latency which was 
positively correlated with the daily dose of diamor- 
phine (г = :86; p < :05). 

There is much evidence, recently reviewed by 
Way (2), that morphine dependence and tolerance in 
rats and mice is accompanied by increased synthesis 
and turnover of brain serotonin. There is also evi- 
dence, reviewed by Wyatt et al. (3), linking serotonin 
with the genesis of REM sleep. The inhibitor of 
serotonin synthesis, PCPA, not only selectively 
decreases REM sleep in humans (4) but also prevents 
the development of physical dependence to morphine 
and rats and mice (5). In humans, the ingestion of the 
serotonin precursors, L-tryptophan and 5-hydroxy- 
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tryptophan shortens REM latency (6) which is the 
opposite of the effect on REM latency observed in 
our diamorphine addicts. If, as in rats and mice, 
morphine tolerance and dependence in humans is 
accompanied by an increased rate of brain serotonin 
synthesis our observations suggest that this excess 
serotonin is only partially available for normal 
cerebral synaptic activity. Methadone has similar 
effects on brain serotonin (7). 

We postulated that our findings support the hypo- 
thesis of Collier (8) that physical dependence and 
tolerance to morphine and related substances are 
mediated via a blocking action of the receptor 
mechanism for serotonin at brain synapses. If this be 
correct it would account for the paradoxical findings 
of Chernik et al., for as PCPA reduced the available 
serotonin the parallel reduction in methadone intake 
described in their report would progressively remove 
the blockage of serotonin receptors, so that the nett 
effects could well be the maintenance of equilibrium 
in the serotonin actually available for synaptic 
transmission. This would be reflected in the relative 
stability of the EEG sleep pattern. It would be 
interesting to know whether the patient's clinical 
condition also remained stable. 


К. DavisoN. 
J. W. OssgLTON. 
Dept. of Psychological Medicine, 
General Hospital, 
Westgate Road, 
Newcastle upon Tyne, 
NE4 OBE. 
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CAPACITY TO MANAGE AFFAIRS 
Dear Sr, 


When medically assessing either a person's testa- 
mentary capacity or his ability to manage possessions, 
it has been customary to do so in relation to the 
nature of the actual affairs to be handed down or 
managed. For example, questions such as 'has the 
patient a reasonable knowledge of his estate’ and ‘has 
he the capacity to appreciate who might be entitled 
to his bounty’ can be asked in both instances. Inquiry 
couched in these terms, however, seems to overlook 
that affairs themselves can sometimes become too 
complex for normal people. 

Complexity of affairs increases beyond the capacity 
of some normal people to manage them properly, 
when such increases do not depend on the skill 
and effort of the person concerned, e.g. from a 
chance large win in a lottery or a sizeable unexpected 
legacy. When this happens to someone who is already 
mentally ill, but whose capacity to manage has not 
until then required questioning, medical assessment 
needs special care. Any pre-morbid (and thus still 
normal) relative inability should be discounted, 
only incapacity due to ill health being relevant. 

Thus a healthy only child of low normal intelli- 
gence, perseverance or emotional control, may 
become mentally ill but continue to live with and 
be informally supervised by wealthy parents until 
inheriting (without restriction) on their deaths. 
Although implicit in medical assessment, it then 
helps to keep issues clear if specific reference to illness 
is made in the questions asked, e.g. ‘has the patient’s 
knowledge of his estate been significantly influenced. 
by mental disorder’ and ‘has review of possible bene- 
ficiaries suffered because of mental illness! ? 

J. P. CRAwrORD. 
“ New, house” , 
Ide Hill, 
Sevenoaks, Kent. 


A COLLUSION WITH SANITY: 
A CLINICAL EXTRACT 
DEAR SIR, 

It is an observable fact—which has become exag- 
gerated, unfortunately, into a fashion and a political 
expedient—that certain kinds of unusual experience 
and behaviour are conveniently labelled ‘mad’ in 
order to legalize the removal of a person from, his 


” 


usual social setting. However, there has been much 
"less detailed recording of another kind of social 
action in psychiatry which, for a variety of reasons, 
ignores the madness of a person so that he or she can 
be discharged from the institutional setting. Recently, 
such an instance has nearly occurred in the ward 
of the hospital in which I work. 

A married lady from a Mediteranean country was 
admitted to the hospital because of an intense jealousy 
of her husband, believing that he was keeping another 
woman in the house. The patient, however, proved 
very difficult for the staff to manage (including the 
Secretary), because of her demanding, manipulative 
and rude behaviour which included a constant edgy 
note to her voice. There was a vicious circle set up, 
since irritable staff reaction tended to reinforce her 
difficult behaviour. She also caused disturbances 
outside the hospital, as when she lit all the candles in 
a nearby Catholic church. As the weeks passed, 
discussion of the situation became more and more 
centred around these features of her mental state, 
until a point was reached when a discharge date was 
fixed. The woman insisted most vehemently that 
she would not leave hospital until, in effect, her 
husband was brought to heel. The staff had decided 
that the woman had intractable personality problems, 
that she was making no good use of the bospital, and 
that it was time to return home to face her marital 
problems. The question of forcible removal by the 
police was mentioned. The difficulty of distinguishing 
the degree of truth in cases of marital jealousy was 
agreed generally. 

However, on the afternoon of discharge, we finally 
managed to obtain the presence of the husband in 
the nurses’ office, who, with the help of an inter- 
preter, clarified a number of issues. The upshot of 
that meeting was that the patient now remains in 
hospital until more information is obtained about 
many important aspects of her history, and until the 
effect is scen of larger doses of phenothiazines. 

The following staff discussion led to an examination 
of the factors which gave rise to such an obviously 
anomalous situation. All the staff were experienced 
and well versed in psychotherapeutic principles. The 
ward itself was sympathetically orientated to the group 
and therapeutic community approach. What then had 
happened? 

There was no doubt that emotional difficulties had 
blocked the objective appreciation of the patient's 
condition. Generally speaking, staff tolerance was at 
a low ebb, owing to parochial medico-political 
difficulties, nursing administrative problems, and an 
increasingly severe nursing shortage on the ward. 
Frustrations rose relentlessly, long-standing patient 
groups had to be wound up and community meetings 
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left sparsely attended by the staff. In addition, during 
the period of our particular patient's admission and 
initial assessment there was a changeover of part-time 
locum consultants. The present part-time locum 
consultant found the woman very demanding, being 
accosted in the corridors and during his out-patient 
sessions. In effect, he had almost abdicated responsi- 
bility for her general management to the ward staff, 
accepting uncritically all their comments about her 
condition and ber prognosis. 

One Sister said that she kept reminding other staff 
about various points that had to be followed up, and 
became more and more frustrated because ‘nothing 
was moving’. This led her to become angry ‘with 
everybody'. The ward social worker commented that 
‘somehow’ she had found herself repeatedly putting 
Mrs. X's name at the bottom of the list for further 
exploration of her social history, and had 'inadver- 
tently forgotten to write up her interview with the 
husband. The local authority social worker had 
visited rarely, and the previous worker who had 
been in regular contact with the patient during a 
previous admission frankly did not want a further 
relationship, giving as one good administrative 
reason that he had moved to a different arca. 

The ward doctor admitted to neglecting her. He 
was very overworked, her ‘English was so poor’, and 
‘anyway, the ward social worker was soon to be 
seeing the husband with an interpreter’. It is note- 
worthy that the native tongue of the doctor was not 
English either (as indeed was the case with many 
other members of staff). The occupational therapist 
was also being increasingly overburdened. with extra 
work and often found herself, she said, ‘having to go 
to a meeting! when the patient asked for the ump- 
teenth time to ‘come and feed the sewing machine 
right now!’ 

However, another nurse stated, to the incredulity of 
other members of staff, that he actually enjoyed his 
relationship with her, but perhaps this was because 
he was stationed in the ward for only a few months. 
A further young nurse said she had few problems with 
the patient, as she was able to listen to her for 
considerable periods. This girl was of a notably placid 
temperament. 

Possibly the most interesting comments came from 
the male out-patient Charge Nurse, who knew the 
patient on the previous admission when he was the 
Charge Nurse of the ward she was in (a different ward 
from the present one.) The out-patient department 
is situated at the end of a long L-shaped corridor, 
and the consultant had a separate discussion with 
this Charge Nurse. 

‘She doesn’t bother me here. I just let her talk or 
knit. She’s certainly very psychotic, like seeing the 
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Madonna and St. George hovering about her bedside 
and saying that she sees one of the doctors here every 
night on TV.’ He felt that she had ‘soul’. At the out- 
patient department she ‘took on herself’ certain 
privileges which were acquiesced in, while, on the 
other hand, she undertook small dressmaking 
alterations for his family, which she enjoyed. On 
being asked whether he felt that he should be com- 
municating any of this information to the ward staff 
or whether they should be making enquiries of him, 
he replied that he did not feel it his place to inform the 
staff, as the out-patients was a separate department 
and the ward staff might feel that he was ‘interfering’, 
The staff’s surmise was that he might be able to 
establish a better relationship with the patient as he 
would not be having ‘too much contact with Mrs. X, 
and that probably he felt he was doing the staff a 
favour by keeping her out of the way!’ 
Undoubtedly, in the relatively calm atmosphere 
of the out-patient department and with a circum- 
scribed relationship, the psychotic experience of the 
patient had emerged more clearly. Apart from 
personality differences, the actual ward nursing staff 
weresubjectto constant interruptions from telephones, 
other patients, etc. However, a factor in maintaining 
the relationship between the out-patient Charge 
Nurse and the patient may have been the sense of 
mutual obligation engendered by the privileges and 
small personal work undertaken by the patient. 
Looking back on this whole episode, so far, it 
would not seem unreasonable to conclude that in a 
stressful setting people with socially unacceptable 
experiences or behaviour may be extruded from their 
social setting. This may be engineered by labelling 
the individual ‘mentally ill’ and requesting admission 
to an institution. This article describes an alternative 
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way of dealing with such a situation by labelling the , 
individual ‘sane’ and attempting discharge from the 
same kind of institution. 


S. JAcons. 
Halliwick House, 
Friern Hospital, : 
London, N.10. 
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PUBLIC SERVICE OF PAPUA NEW GUINEA 





BRITISH JOURNAL OF PSYCHIATRY, MAY 1973 


QUALIFYING PROGRAMME 
IN GROUP-ANALYTIC 
PSYCHOTHERAPY. 


Enquiries are invited now for a 
course of training leading to quali- 
fication for professional member- 
ship in the Institute of Group 
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Hon. Training Sec., 88 Mon- 
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01 935-3085. 
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GROUP WORK COURSES 
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practical group experience, will be 
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on Friday, November 17th, 1972 


Edited by 
ANTHONY W. CLARE 


Single copies 20p 8 copies £1.00 


Obtainable from 
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Frederick Mott, Founder of the Maudsley Laboratories 


É By ALFRED MEYER 


It has long been my wish to review the early 
history of the Maudsley Laboratories, which 
were my working home for many years. While I 
was on their active staff, however, I was forced 
- to postpone this plan in favour of more pressing 
problems. 

Not that Mott’s name and contributions to 
mental pathology have fallen into oblivion. 
They have been commemorated in The Mott 
Memorial volume, edited by Dr. J. R. Lord— 
his successor as President of the Royal Medico- 
Psychological Association—and published in 
1929. To this volume many of Mott’s closer 
associates and friends contributed including 
from this country Sharpey-Schafer, Elliot Smith, 
Halliburton, Shaw Bolton and Golla; and, from 
abroad, Constantin von Monakow, Ariens 
Kappers and Felix Plaut. More recently (1953), 
Baker and Golla have given an excellent, but of 
necessity brief account of Mott's work and 
personality in The Founders of Neurology. Further- 
more, we owe to McIlwain (1955) a penetrating 
analysis of the biochemical contributions made 
by Maudsley, Mott and Mann. And, lastly, in 
his first Mapother Lecture, Sir Aubrey Lewis 
(1969) has emphasized Mott's great part in the 
foundation of the Maudsley Hospital and in the 
early organization of psychiatric education. 
Lewis, however, explicitly excluded from dis- 
cussion the history of the laboratories—a task, 
he thought, that would be worth separate 
consideration. This reminded me of my earlier 
plan, and J felt that it should now no longer be 
postponed. 

Mott was educated at University College 
Hospital, where he graduated in 1881. After 
. travelling and studying abroad, he returned to 
University College, and there, under the 
guidance of E. A. Scháfer, he became interested 


__ ІА neurological anatomy and physiology. His 


first publications were on varied subjects, but 
fro the end of the 1880s onward he con- 
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centrated on the anatomy, physiology and 
pathology of the nervous system.* 


Tug BAckGROouND or Morr's Work 

For novices of the neurological sciences in the 
last two decades of the nineteenth century, 
British accomplishments in the recent past must 
have been fascinating. Hughlings Jackson (whose 
full stature was perhaps at that time not ade- 
quately appreciated) had begun to revolutionize 
cerebral localization (especially of the aphasias) 
by changing it from a mechanistic concept (the 
*diagram making' of Henry Head, 1926) into a 
modern functional concept which stil does 
justice to both ‘holists’ and ‘localizers’. Ferrier 
(1873, 1874) confirmed and amplified the results 
of Fritsch and Hitzig (1870), although some of 
his localizations (e.g. of taste in the hippocampus 
and hippocampal gyrus, and of vision in the 
angular gyrus) were not subsequently accepted. 
One of Ferrier’s enduring discoveries was his 
description of a centre for lateral movements of 
the head and eyes in the frontal lobe. This 
probably was the starting point for his theory 
of what he termed frontal lobe function, which he 
developed in his books of 1876 and 1878. He 
spoke of the ‘praefrontal lobe", and described 
a characteristic change resulting from its abla- 
tion, as follows: 

‘After the operation, though they might seem to 
one who had not compared their present with their 
past fairly up to the average of monkey-intelligence, 
they had undergone a considerable psychological 

* It is not intended in this paper to provide full bio- 
graphical details. It should be mentioned, however, that 
in 1883, Mott was appointed Assistant Professor of 
Physiology at Liverpool—a post which he exchanged, a 
year later, for a similar appointment at Charing Cross 
Hospital, London. He became an assistant physician of 
that Hospital in 1891, to be appointed full physician in 
I 

The term goes back to Owen (1868, p. 118) who 
spoke of a ‘prefrontal tract’. Fritsch and Hitzig (p. 312) 
changed this to ‘prefrontal gyrus’, 
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alteration. Instead of, as before, being actively 
interested in their surrowndings, and curiously prying 
into all that came within the field of their observation, 
they remained apathetic or dull, or dozed off to sleep, 
responding only to the sensations or impressions of 
the moment, or varying their listlessness with restless 
and purposeless wanderings to and fro. While not 
actually deprived of intelligence, they had lost to all 
appearance the faculty of attentive and intelligent 
observation. . . . I have elsewhere attempted some 
explanation of the faculty of attention—the basis of 
the higher intellectual operations—and its relation 
to the anatomical substrata of the praefrontal 
lobes .. .° (1878, pp. 36 and 37). 

This was the first time that a fundamental 
factor rather than characterological change was 
invoked to account for the defect which appears 
after prefrontal lesion or ablation. Although most 
twentieth-century authorities have relied more 
on Bianchi’s (1895) wider concept, the attention 
theory of Ferrier has remained alive, and in one 
form or other is still a potent factor in recent 
definitions (see Denny-Brown, 1951). 

Ferrier’s experimental observations strongly 
influenced E. A. Schafer and Victor Horsley. 
They both joined (1888) in experimental work 
on the cerebral cortex of monkeys, in which 
they showed (confirming Ferrier) that ablation 
of the prefrontal region did not lead to any 
motor or sensory change, not even to the mental 
syndrome which Ferrier had so clearly described. 
Ablation of the temporal and limbic lobes like- 
wise was not followed by permanent damage to 
motor and sensory function, except perhaps of 
slight transient tactile disturbance. In the same 
year (1888) Brown and Schafer carried out 
temporal lobectomies in monkeys; even bilateral 
removal of the temporal lobes did not result in 
permanent damage, apart from transient ‘idiocy’. 
No further temporal lobectomies were per- 
formed until the work of Klüver and Bucy (1939) 
which revealed changes that have become 
accepted as "The Klüver-Bucy syndrome’. 

Two papers in which Mott and Schafer 
collaborated were still based on Ferrier's ideas 
and observations. One (1890a) investigated by 
cortical faradization the extent of the head and 
eye area in the monkey’s frontal cortex. The 
other (18gob) was on movements resulting from 
faradic excitation of the corpus callosum, also in 
monkeys. 
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However, Schàfer's interests went consider- . 
ably further than experimental neuroanatomy. 
One of his lifelong interests was endocrinology. 
In one of his earliest papers of 1876 he gave a 
description of the mammalian ovum in an early 
condition of development. The problems of 
endocrinology continued to occupy his interest, 
as seen from his chapters in the Textbook of 
Physiology of 1898—1900, edited by himself, and 
his Introduction to the Study of the Endocrine Glands 
and Internal Secretions of 1914. In 1922, he (now 
Sir Edward Sharpey-Schafer) concentrated on 
the influence of the internal secretions of the 
nervous system. As Schafer pointed out, endo- 
crinology was very much a British science, its 
chief founders being Langley and Bayliss and 
Starling. Langley spoke of a ‘receptive sub- 
stance’, Bayliss and Starling of ‘chemical 
messengers’, and later Starling coined the 
term ‘hormone’. 

Liddell (1960, p. 30) has spoken of Schäfer as 
‘another forgotten author’, in respect of his 
anticipation of the neurone theory. This point has 
been the subject of a recent thorough investiga- 
tion by French (1970). Schafer (1879, p. 566) 
said: 

‘It can readily be seen that each nerve fibre comes 
at one or more points of its course into very close 
relations with other nerve fibres. . . . Although there 
is no actual anatomical continuity, abundant oppor- 
tunity is afforded for inductive action, whether 
electrical or of some other kind. That physiological 
continuity is thus maintained, it seems as yet pre- 
mature conjection. . . . It is reasonable to conclude 
that nervous impulses are transmitted by some means 
or another from fibre to fibre! (p. 567). 


In 1893, ie. after the proclamation of the 
neurone theory, he returned to the subject, and 
it is interesting to note that his discussion moved 
along similar lines: There is, he said: 


‘never actual continuity, but only contiguity of 
ramified processes with cell bodies or processes. 
There is always a partial block to the passage of a 
nervous impulse at the conjunction of one cell with 
another. À new process is started, electrical discharge 
from the fine brash of pericellular fibrils which 
envelopes the body of the motor cell.' 


These brief extracts show that the conclusion 


of both Liddell and French is probably coercet — 


and that Scháfer's views indeed represent an 
. 
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‚ anticipation of the neurone theory. The main 
difference between the two extracts is that in 
1893 he spoke of contiguity between fibres and 
cell bodies, while in 1879 ‘contiguity’ was 
postulated only between nerve fibres. Moreover, 
in both extracts, there are strong anticipations of 
what Sherrington a few years later was to name 
‘synapsis’ (Foster and Sherrington, 1897, p. 929) 
and to which Held in the same year, supplied 
the chief morphological substrate in his 
‘Endfiisse’ (boutons terminaux). 

Finally, it should be noted that as early as 
1879, Schafer used the term transmission (though 
as a verb) for the process of physiological 
exchange between two fibres. 

Sherrington was the last of the great men 
whom Mott met in his early years, and that his 
influence on Mott was a strong one is shown by 
several joint papers. In the first of these, Mott 
and Sherrington (1895), confirming a previous 
observation by Claude Bernard in rats and 
frogs, demonstrated in monkeys that afferent 
impulses from the skin and muscles are necessary 
for the performance of highest level movements. 
This work not only foreshadows later work by 
Sherrington on reflexes, but also anticipates 
modern cybernetic views on feedback mecha- 
nisms. The second paper in which Mott colla- 
borated with Sherrington and Schuster (1911) 
dealt with a problem of cytoarchitecture and will 
be discussed in a separate section. 

As Liddell (1960) and Granit (1966) (to both 
of whom we owe penetrating accounts of 
Sherrington, his work, his personality and his 
time) have shown, the young Sherrington was 
much concerned with problems of neuro- 
anatomy. According to Granit (l.c. p. 16), he 
‘had a flair for morphology and the microscope 
which he shared with Gaskell and Langley’. 
This, Granit suggests, ‘is the typical problem of 
the biologically minded, i.e. how organization 
or form expresses itself in function’. Although 
Liddell (l.c. p. 109) believed that Sherrington 
turned from structure to function about 1889, it 
is probably correct to say that in his approach 
to function he never lost intimate contact with 
structure. This manifests itself also in the 
concept of synapsis.* It may be that Gaskell, 

y and Sherrington moulded a type of 
scieptist (in the neurological field) that was 
LÀ 
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distinctly British, in contrast to continental 
countries (especially Germany) where the pur- 
suit of neuroanatomy and neurophysiology was 
far less close. Mott, like many others of his and 
subsequent generations was certainly moulded 
by the example of Gaskell, Langley and 
Sherrington. 


Morr's PERSONAL WORK 


In 1895 Mott was appointed pathologist to 
the London County Asylums and director of the 
pathological laboratory at Claybury Asylum. 
From then onwards, Mott's research progres- 
sively tended towards the pathology of the 
nervous system and of mental disease. This does 
not mean that he ceased to be interested in 
purely anatomo-histological, chemical and phy- 
siological research, but these he pursued more 
and more in the service of pathology. 


In 1899 Mott founded the Archives of Neurology.t 
This was not a journal, but was intended to be 
published by the London County Council in volume 
form and to appear annually; in fact the volumes 
came out at irregular intervals. At first the contents 
were limited to original papers by Mott and other 
workers at the Claybury laboratory, but from Vol. 4 
(1909) Mott altered the title to Archives of Neurology and 
Psychiatry and began to include a few articles contri- 
buted by medical officers in the L.C.C. Asylums 
Service. At the same time the principle of printing only 
unpublished work was departed from, and some 
reprints from journals were included as an Appendix. 
This part became progressively larger, because the 
cost of producing the many photographic illustrations 
became too great for the L.C.C. to be willing to bear. 

Mott himself edited the first eight volumes of the 
Archives, of which Volumes 7 and 8 were published 
after the transfer of the laboratories to the Maudsley 
Hospital. Volumes 9 to 14 were edited by Mott's 
successor, F. L. Golla. These latter volumes consisted 
entirely of reprints from medical and scientific 
journals, and included everything published by the 
staffs of all the L.C.C. asylums—renamed 'mental 
hospitals’ in rgi8—though the majority of the 
articles were from the Maudsley Hospital and 
laboratories. Volume 15 (1947) was edited jointly by 


* As Wollheim (1971, pp. 47 et seq) points out, 
Sherrington's synapsis had been anticipated by Freud's 
‘counterbarriers of neurones’ in Project for a Scientific 
Psychology of 1895. 

T Copies of Volume 1 bear the date of either 1899 or 
1900, or no date at all. In this paper the volume will be 
referred to as of 1899-1900. 
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the Professors of Psychiatry and of Mental Pathology, In 1892, Mott used brain material of monkeys . 
Aubrey J. Lewis and Sapeuel Nevin. One last volume, in which hemidissection of the spinal cord had 
Volume 16, edited by Lewis and myself, came outin been performed by either Schafer or himself. 
1950, after the control of the hospitals and labora- In none of the animals had analgesia been 


tories had passed out of the hands of the L.C.C.; : 
І : —"* observed. By means of the Marchi method, Һе 
this contained only work done at the newly-established и dac dusanapation of the antero- 


Institute of Psychiatry and its associated joint Teach- : = А 

ме Hospital, the ee Royal Hospital апа the lateral tract to the region of the anterior quadri- 

Maudsley Hospital. Thus was closed a history of geminal body; from there, the majority of the 

exactly half a century; the place of the Archives has degenerated fibres joined the brachium con- 

been taken by the series of Maudsley Monographs junctivum to run backwards into the cerebellum 

published by the Institute of Psychiatry. as the indirect spinocerebellar tract. At that 

For the purposes of this paper, the volumes of these — Jevel only a few scattered degenerated fibres did 

Archives M e е куу irably not take this course into the cerebellum. He 
represent the gro and variety of research interests ; 

of Mott and his collaborators and disciples. Tt should СЕИ ЗА bh: e d 


be remembered, however, that not all Mott's pub- i 
lished work is to be found there. Since the Archives denied that the anterolateral tract was a sensory 


began only in 1899 at least a decade of important tract in the sense of Gowers and Edinger; he 
papers are not even listed. believed that it was wholly an indirect connec- 
tion between spinal cord and cerebellum. 

In 1895(a), however, Mott arrived at more 
conclusive results. In monkeys in which the 
nuclei of the posterior spinal tracts had been 
destroyed he was able to describe and illustrate 
à : as 
appreciated arora wel as at home i howa. Sending degeneration of he medal ere 
by the fact that his laboratories were visited by плей out wide d t confined t 
the most eminent of histologists, such as m - p c ша y E n "d d 
Virchow, Golgi and Ramón y Cajal (1939). e area of the ventral nucleus. He also showe . 

that a few fibres of the anterolateral tract 

reached the thalamus, although the majority 

NonuAL NEUROANATOMY ended in the midbrain. He must have been the 

(x) The sensory tracts first to describe the pontine and midbrain 

In two papers (1892, 1895) Mott reported portion of the spinothalamic tract as separate 
experimental work in monkeys on afferent from the medial lemniscus and as ascending 
pathways. In the early 1890s, opinions on the near the lateral fillet; he still denied, however, 
endings of both the anterolateral tract of that it conveyed sensations of pain. 

Gowers and Edinger (our spinothalamic tract) These two results place Mott among the 
and the medial lemniscus were still uncertain and’ pioneers in the clarification of both the medial 
divided. Gowers never traced his sensory  lemniscus and the spinothalamic tract. In the 
anterolateral tract beyond the medullary level; same year (1895) Monakow was able to 
and Edinger, who earlier had spoken of a establish definitely that the medial lemniscus 
‘thalamospinal’ sensory pathway, supposed that ended in the ventral thalamic nucleus. The 
it joined the medial lemniscus which he believed same author (1929), on the occasion of the Moit 
to end in the midbrain. The ending of the medial Memorial, confirmed Mott's independent results 
lemniscus in the region of the corpora quadri- which he praised as a ‘lasting achievement’. 
gemina was accepted by many; but others, Mott returned once again (in 1898) to the 
especially Flechsig and his disciple Hésel, problem of the medial lemniscus; this time, 
believed that it continued into the cerebral however, he was interested in the descending 
cortex (as ‘Rindenschleife’). A thalamic ending degeneration ensuing from section (in the 
had been only tentatively ventilated (see Meyer monkey) above the pontine level. je RE 
1971, p. 51 Ж). thalamus, among other structures, was slightly 

6 


Moit’s work in this decade was mainly 
experimental anatomical. It was on the strength 
of this work (and of his publications with Schafer 
and Sherrington) that in 1896 he was elected a 
Fellow of the Royal Society. That his work was 
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-damaged by the experimental procedure, no 


further attempt was made to follow up the 
degeneration of the ascending fibres. The paper 
is of interest, however, in that the clinical 
investigation of the animal was carried out with 
Hughlings Jackson. 


(2) Gytoarchitectonics 

Mott and his associates! cortico-architectural 
investigations are of a considerably later date; 
his earliest paper on the subject was published 
in 1907c. Since they dealt almost entirely with 
problems of normal anatomy and histology, 
they naturally follow his earlier anatomical 
studies of sensory pathways. When his studies 
began, important advances in cytoarchitecture 
had already been made (Meynert 1867/8, 1872; 
Bevan Lewis, 1878, 1880; Shaw Bolton, 1903; 
and Campbell, 1905); and Elliot Smith pub- 
lished his Topographical Survey of the Human 
Cortex in the same year (1907) as Mott’s first 
paper on the visual cortex. Brodmann had 
already produced papers on the calcarine and 
Rolandic regions in 1903. He followed these up 
with his work on monkeys in 1905 and with his 
important contributions of 1908--а to be 
incorporated in his monograph of 1909 (see here 
also earlier references). 

Mott was familiar with the work of all these 
workers, but it was Shaw Bolton who probably 
influenced the direction of his work most 
directly. Bolton had begun his studies of the 
visual area in 1896; he published his first 
results on the human cortex in 1900, in a paper 
in which he thanked Mott for his ‘counsels and 
the splendid facilities at Claybury’ (he had 
meanwhile become assistant to Mott). His 
monographic paper on The Histological Basis of 
Amentia and Dementia of 1903 was an amplifica- 
tion of his previous publication. It is based upon 
200 cases, in 20 of which exact measurements of 
the different layers of the visual area had been 
made. While Bolton’s wholesale assumption that 
the pathology of mental disease and mental 
defect could be explained by damage or reduced 
development of the ‘pyramidal’ layer above 
what we now know as the 4th or granular 


а grd) layer, his enduring merit remains, 
atke was the first to apply exact measurements 


to gne area: as Brodmann (1909, р. 282) has 
14 
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pointed out, Bolton provided a model for 
‘pathographic’ studies of this kind. This im- 
portant aspect of Bolton's work has not been 
sufficiently appreciated. 

Mott (1907c), in "The progressive evaluation 
of the structure and functions of the visual cortex 


in mammalia’ showed the increasing complexity M 


of cell lamination from insectivores to primates, 
parallel to directive faculty of vision: there was, 
he said, a parallelism between the development 
from uniocular to perfect binocular develop- 
ment, on the one side, and the development of 
semidecussation and the supragranular layer 
(‘supragranular’ as well as ‘infragranular’ are 
the terms which Mott introduced in place of 
Bolton's ‘pyramidal’ and ‘inner layer'—a termi- 
nology which has been accepted into the perma- 
nent nomenclature). To Bolton, and especially 
to Mott, goes also the credit for the discovery 
that—both ontologically and phylogenetically— 
the supragranular layer is the latest to develop. 
Watson's paper (1907) followed similar lines, 
although—like Bolton—he laid greater emphasis 
on the pathological aspects of the size and 
development of the supragranular and infra- 
granular layers than Mott had done. 

In the following year (1908) Mott and Kelley 
published a complete survey of the cell lamina- 
tion of the cerebral cortex of the lemur, in which 
the influence of Bevan Lewis, Campbell and 
Brodmann’s earlier studies is noticeable. It is of 
interest that Mott and Kelley were unable to find 
delineations between areas as clear cut as 
Brodmann had indicated—a point, which in 
more recent times has gained in importance. 
The study of Mott and Halliburton of the same 
year (1908) (also in lemurs) presents an attempt 
to correlate histological architecture with the 
results of electrical stimulation. They found 
smaller Betz cells in areas in which movements 
of face, tongue, ear and eye are presented than 
in those controlling limb and body movements. 
The frontal eye field (of Ferrier) is already 
established in lemurs. 


Mott’s and his associates’ contributions to archi- 
tecture have not found a definitive place in the 
history of cortical cytoarchitectonics, perhaps less 
than they deserve. Brodmann (1909, pp. 292-3) 
treated them with respect as valuable contributions, 
although he reserved objections to some of their 
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results. Mott’s study on the visual area induced Ariens 
Kappers to publish his итрогіапі ‘Phylogenesis of the 
palaeocortex and archicortex’ in the Archives (1909) 
for direct comparison with Mott’s ‘Evolution of 


the visual area’. In the following years, the Archives | 


contained publications by distinguished foreigners 
who published in them the results—often of mono- 
graphic length—of their cytoarchitectonic work 
(which was partly carried out abroad or in Mott’s 
laboratory): for example, Drooglever Fortuyn (1914) 
on cell lamination in the cortex of rodents, and 
Sano’s (1918) comparative study of the brains of 
relatives. Mott himself (1911, with Schuster and 
Sherrington) made an attempt to verify, in the gibbon, 
Campbell’s precentral and intermediary precentral 
areas. Harper (1907) had already studied Chinese 
brains, to which Schuster added a paper on the 
Malayan brain (1914b) and a study on the differences 
of the fissural pattern in the brains of relatives 


(19142).* 


Mott (1907a) investigated a case with a *bi- 
lateral lesion of the auditory cortical centre. This 
case demonstrated clearly that deafness did not 
become complete until —through a second stroke 
—the contralateral auditory centre in Heschl’s 
first transverse temporal convolution had also 
become involved. This publication is, to my 
knowledge, the only contribution by Mott to the 
localization of asphasias and related conditions]. 
In his *Brain and Voice in Speech and Song? of 
Igroa, Mott did not produce new facts. 


CONTRIBUTIONS TO NEUROPATHOLOGY 
General 


In 1899 and r9or Mott collaborated with 
Halliburton (his friend and colleague at 
University College and later Professor of 
Physiology at King's College) on the chemical 
processes which are operative in and accompany 
degeneration of the neurone. In various de- 
generative diseases, including general paresis, 
these authors found breakdown products, readily 


* However, Spitzka (1904) and Karplus (1905) had 
investigated this subject previously. 

t The fact that auditory cortical representation is 
bilateral had been known previously. 

i Hermann Munk's celebrated article on the visual 
area was translated into English by Mott (1:890). 
Droogleever Fortuyn (1911), in Mott's laboratory, investi- 
gated the auditory cortical centre, the insula and Broca's 
convolution in a case of deaf-mutism. 
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identifiable by chemical and physiological tests, - 
within the cerebrospinal fluid as well as in the 
blood. Choline seemed to the authors the most 
important of these. As McIlwain (1955) has 
pointed out, it is interesting that these authors 
should have hit upon a substance the acetylester 
of which should later become of such paramount 
importance to neurophysiology. Special atten- 
tion was paid by Mott and Halliburton to the 
chemical significance of the Marchi reaction. 
They suggested, as an explanation, that in the 
disintegration of lecithin (which results in the 
liberation of choline) there is also a liberation of 
the phosphorized portion of the molecule; this 
would leave the fatty portion of the molecule, 
which would give the Marchi reaction. 

Mott and Halliburton then proceeded to 
study Wallerian reaction in a series of 18 cats, 
by cutting the sciatic nerves on both sides. The 
animals were allowed to survive 1 to 106 days: 
thus it was possible to consider chemical and 
histological aspects of both degeneration and 
regeneration side by side. 

There is no need to go into detail of the results 
which, to all appearances, are now long out of 
date. What matters, is that this work of Mott 
and Halliburton was pioneering work (see, for 
example, Rossiter, 1961) and gave rise to a vast 
literature on the chemical pathology of Wallerian 
degeneration which even now is still being 
elaborated. 

The Croonian Lectures of 1900 on degenera- 
tion of the neurone, this time by Mott alone,* 
were his second general contribution to neuro- 
pathology. In the first lecture he dealt with the 
normal neurone, paying tribute to the neurone 
theory and to the recent work of Nissl and 
Weigert. In the second, he described the his- 
tology of degeneration (retrograde—though the 
term is not used—and Wallerian). The chemical 
aspects are the subject of the third lecture, very 
much as they were elaborated by him and 
Halliburton in 1899 and тдот. In this lecture he 
also examined the pathological sequelae of 
anoxia as studied (with Leonard Hill) by experi- 
mental ligation of all four arteries supplying the 
brain. In the last lecture he discussed a number 
of conditions giving rise to degeneration, in- 

* Halliburton gave his own Croonian Lec on the 
chemical aspect of nervous activity in 1901. e 
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* cluding tabes, general paresis, trypanosomiasis, 


combined sclerosis with grave anaemia, chronic 
alcoholism—some of these will form the subject 
of the following section on Mott’s contributions 
to specia? neuropathology.* 

Emphasis on the chemical aspects of neuro- 
pathology and on histochemistry is the strongest 
impression from Mott's joint work with Halli- 
burton and from his Croonian lectures. His 
conviction of the importance of the chemical 
pathology of the nervous system never weakened. 
Baker and Golla (1953) spoke of his ability to 
perceive the limitations of anatomical and 
physiological methods; he was convinced, they 
said, that the future of neuropathology lay 
largely in the chemical and biochemical 
fields. 

Mott returned to and amplified many of the 
chemical problems in his and his collaborators’ 
later publications. Since МсПмаіп (1955) has 
already dealt with this field, I can restrict myself 
to a summary review of the most important 
papers: 

Mcllwain has rightly stressed the importance, 
at that time, of Mott's (1907f) paper on cerebral 
anaemia. It was based on experiments by 
Leonard Hill on ligation of carotid and vertebral 
arteries of both sides (mentioned above)—ex- 
periments which gave Mott the opportunity to 
study the histopathological c These 
changes are discussed in the light of Ehrlich’s 
(and others’) finding that the cerebral cortex of 
an animal, stained blue on injection by methyl- 
ene blue, pales if a faradic excitation or injection 
of a convulsant drug produces a motor response. 
This, Mott explained, pointed to an oxidation 
process occurring at the terminals of the 
neurones of the motor path in the grey matter 
of the cerebral cortex; the metabolic changes 
occurred only if the vascular supply was 
abundant. MclIlwain regrets that ‘this brilliant 
deduction’ was not elaborated on a quantitative 
basis, although by 1907 respiration rates of 

* The Croonian Lectures were translated, in 1902, into 
German, with a brief preface by Ludwig Edinger who 
commended the ‘freshness’ of style and the originality of 
their author's views. The bibliography in the Мой Memorial 
of 1929 lists another book by Mott, Die Pathologie des 

stems, allegedly published in the same year and by 
the same publisher. This seems to be identical with the 
trar&lated Croonian Lectures. 
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cerebral tissues had algeady been quite accu- 
rately determined. 

After this early activity, Mott left chemical 
pathology in the hands of his specialized colla- 
borators: Koch and Mann (1909) made syste- 
matic investigations into the chemistry of the 
brain in 23 cases; they found differences ш 
different age-groups, between the human and 
animal (dog) brain, and between the brains of 
dementia praecox patients and controls. They 
found in all cases diagnosed as dementia praecox 
a diminution of neutral sulphur. Although these 
results are probably no longer accepted as valid, 
they nevertheless, as that time, represented an 
early model for such investigations. Mann later 
( 1925) turned his attention to glucose tolerance 
in mental disease. МсПмаіп (1955) regards his 
evidence as more adequate than that of most 
subsequent investigators who, ignoring Mann's 
findings, came to similar results, but were less 
critical in their interpretation. 

Mott himself once again dealt with problems 
of chemical pathology in his Oliver-Sharpey 
lectures on the cerebrospinal fluid (1g10b). 
Still later (1921a and b) he turned his attention 
to the oxidase reaction (employing a technique 
devised by Marinesco in 1919) which he found 
reduced in the nerve cells of patients suffering 
from dementia praecox. 


Special neuropathology 

There is virtually no aspect of neuropathology 
on which Mott did not write at one or the other 
period of his active life in his numerous books, 
lectures and papers (see bibliography in the 
Mott Memorial). The following analysis does not 
aim at completeness; it is rather my endeavour 
to select from his work those publications which 
show where his greatest and most characteristic 
interest lay and, of course, those which produced 
major original results. 


(1) INrgarious DISEASES 

(a) Trypanosomiasis 

Mott’s contribution to the neuropathology of 
trypanosomiasis was outstanding; he was fortu- 
nate to have available the human and monkey 
material of the sleeping sickness Commissioners, 
headed by Colonel Bruce, the discoverer of the 
tsetse-fly disease. In 1899 Mott was the first to 
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describe the changes jn the central nervous in ‘Nature of the condition termed рага-' 
system in two cases of ‘Negro-lethargy’, in which syphilis’ of 1914. It was these later papers that 
he observed widespread lymphocytic peri- Felix Plaut, himself an expert in research on 
vascular infiltrations. Comparing already in his neurosyphilis, considered to be so ‘splendid and 
first paper trypanosomiasis with general para- penetrating’. 

So he emphasized the similarities as well as In 1899/1900 (b, c, d) Mott wrote on brain 
differences, noting that neuronal degeneration syphilis, general paralysis and juvenile general 
was much more severe in the latter than in paralysis, followed by a paper on tabes (1903b). 
*Negro-lethargy'. He returned to the problem It is impossible to discuss the results of these 
in 1907h and in 1910e; on both occasions he papers in detail, but he again emphasized the 
emphasized that, owing to the less intensive pre-eminence of syphilis in the history of these 
involvement of the neurones, brains affected by conditions. The inflammatory change is de- 
trypanosomiasis are not atrophic; he also scribed and illustrated (though not completely 
rejected Nissle and Alzheimer's (1904) view that analysed) ; degeneration of nerve cells in general 
perivascular infiltration with lymphocytes and paralysis and of the nerve fibres in tabes dorsalis 
plasma cells is specific for general paresis; he is considered as primary, and not as a conse- 
found the same combination in cases of trypano- quence of the inflammation. Tabes and general 


somiasis. paralysis are the same disease, since they may 
occur together or precede or follow each other. 
(b) Syphilis of the central nervous system The occipital lobes are spared. 


Mott had already written on this subject in Mott was not the first to point out the 
earlier publications, but it was in the first two syphilitic nature of these diseases of the nervous 
volumes of the Archives that the most important system, though in Britain, as he himself said, this 
contributions (often of monographic length) by had been underestimated. Even on the conti- 
himself and of his associates are found. He nent the importance of syphilis was not suffi- 
(1899/1900a) opened the discussion with an ciently recognized. Kraepelin (1883) mentioned 
introduction on the relation of syphilis to organic syphilis as one important cause among others, 
brain disease and insanity, an exposition which such as trauma, sunstroke, chronic alcoholism 
clearly shows the characteristics of most of his and psychological stress. Likewise, Krafft-Ebing, 
publications: lucid judgement, based on wide while adducing immunological and statistical 
experience, and courage to draw the necessary evidence in favour of syphilis, still relegated the 
conclusions. Although his hospital experience latter to the category of ‘accessory causes’ to- 
had lead him to believe that statistically gether with trauma and sunstroke; and even in 
syphilis is by far the most important cause of 1909 Nonne believed that syphilis was not a 
organic disease of the central nervous system, sine qua non of paralytic dementia. In contrast to 
he nevertheless was surprised 'to find in the these cautious and qualifying opinions, Mott's 
statistics and reports of the London County views strike one as particularly convincing. 
Asylums little or no mention made of syphilis Even the degeneration of nerve cells and fibres, 
as a cause of insanity —in contrast to the presumed to be primary and independent of the 
statistics in foreign countries (Germany, Austria inflammatory change, are regarded as the 
and Scandinavia, for example). consequence of a toxin produced by the syphilitic 

He also developed in this introduction, ideas infection itself. 
of the pathogenesis of what Fournier had called, In 1929, Monakow spoke of the paper on tabes 
parasyphiliticdisease. ‘Syphilis, whetheracquired and tabo-paresis as an ‘epoch-making produc- 
or inherited, may lower the specific vital energy tion’. Although Mott’s descriptions of inflamma- 
of the component cells of the body аз а whole, or tory change and degeneration were not as 
the cells of particular tissues or organs.’ These detailed and his illustrations far less impressive 
ideas of what goes on in the body after primary than those of Alzheimer and Nissl in 1904, 
syphilis were elaborated in later publications, were essentially correct; they were “ver- 
foremost in his Morison lectures of 1909a and shadowed, however, by the work of the latter 
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` authors, which became generally recognized as 
the definitive description of the histopathology of 
neurosyphilis. 

After this massive attack, Mott's writings on 
neurosyphilis became less frequent. I have 
already mentioned his Morison lectures in 1909a 
on pathogenic problems. In the same volume 
(Vol. 4) of the Archives he wrote on congenital 
gummatous meningitis (1909b) and syphilitic 
pachymeningitis (1909c), in 1911 on congenital 
syphilis and feeblemindedness. In the preface to 
Vol. 6 of the Archives (1914) he dwelt on several 
aspects of the syphilitic diseases, including what 
he called ‘the epoch making discovery of the 
spirochaete in the paretic brain by Noguchi’ (in 
1913) which Mott was able not only to confirm 
but to verify in 66 per cent of cases (against 
Noguchi's 25 per cent). In this same volume we 
find his renowned “The nature of the condition 
termed parasyphilis’, which I have mentioned 
earlier. 


(2) INroxicATIONs, METABOLISM, 
MISCELLANEOUS 

Mott wrote on carbon monoxide and nickel- 
carbonyl poisoning (1907d), war gas poisoning 
(1917b) and chronic lead encephalopathy 
(1gogd). However, alcohol was the poison 
which was uppermost in his mind. He referred 
to it in a general way in his Croonian lectures of 
1900, in the preface of the second volume of the 
Archives (1903), in his article on the selective 
influence of poisons (1901) and in various later 
addresses (e.g. 1907b and g). 

Mott’s pupil Wright (1899/1900) investigated 
atrophy of the central and peripheral nervous 
system in a woman suffering from alcoholic 
polyneuritis and dementia. He observed wasting 
of tangential fibres in the cerebral cortex and 
chromatolysis of cortical and spinal nerve cells 
with eccentric displacement of the nucleus. In 
1903, Cole followed with the description of 
clinical and neuropathological findings in a case 
of acute alcoholic paralysis with mental symp- 
toms. He saw widespread chromatolysis in 
anterior horn cells, spinal ganglia and in some 
Betz cells. There was also degeneration in 


505 


place, the present writer (1963) has pointed out 
that these (and other) early descriptions have 
been, by and large, confirmed and critically 
sifted by Courville (1955) and other authorities. 
The frequent presence of what, according to 
Mott's and his collaborators’ description was 
probably retrograde nerve cell degeneration,, ~ 
may well have been, as I then pointed out, 
caused not directly by the alcoholic poison but 
by intervening deficiency of nicotinic acid, i.e. 
pellagra. Mott did not discuss this possibility at 
the time, but in 1913 Box and Mott reported the 
clinical syndrome of pellagra and the charac- 
teristic post-mortem change (degeneration of 
posterior spinal columns and widespread retro- 
grade cell degeneration) in two English boys 
who had not been fed with maize. Mott (1913) 
compared the findings in one of these cases with 
the neuropathology of a case dying in Egypt: 
there was no essential difference. ‘It is possible’, 
Mott argued, ‘that any impoverishment of diet, 
by which certain essential substances in the 
blood fall below the physiological minimum 
may play a part in a degenerative process of the 
nervous system.’ In diseased maize, he added, 
phosphorized lipoids are missing. It should be 
noted that this was published a year before 
Kinnier Wilson's (1914) paper on pellagra, 
which is usually credited as the beginning of the 
modern era of neuropathology of the syndrome 
in Britain. 

Among the earlier publications of Mott, a 
paper on ‘combined sclerosis with grave 
anaemia’ is recorded in Volume 1 of the 
Archives (1899/1900e). It showed degeneration of 
the posterior and lateral fibre tracts of the spinal 
cord, excluding, however, the area of Flechsig’s 
direct spinocerebellar tract. The diagnosis was of 
grave, but not of pernicious anaemia. ‘Honey- 
combed’ appearance of the degeneration was 
not noted, although in my opinion Fig. 2 in 
places at least suggests this condition. Mott was 
not the first to describe combined sclerosis in 
pernicious anaemia; this had been first noted 
by Lichtheim in 1887. However, subsequent 
histologically verified published cases had been 
rare; and Mott’s description preceded that of 
Russell, Batten and Collier (1900) who provided 


ier and lateral spinal tracts. These find- 
i f his associates were confirmed and 


amplified by Mott himself (1910d). In another 


what is now generally accepted as the first full 
clinical and pathological description, (ee BMG 


a 
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also introduced the name of subacute combined 
degeneration of the spinal cord. 

And finally, Carly, Mott and Mann’s 
(1911) investigation of seven cases of amaurotic 
idiocy, though not contributing essentially new 
facts, is remarkable for the coordination—rare 


N at that time—of clinical (by Carlyll), histo- 


logical and histochemical (by Mott) and bio- 
chemical (by Mann) descriptions. It contains 
good illustrations of swollen nerve cells, with 
the cytoplasm staining pinkish-orange with 
scharlach-red. However, the process is still 
interpreted as a degeneration of neurones, and 
not one of lipoid deposits. 


(3) Tue ENDOCRINE GLANDS AND 
DEMENTIA PRAECOX 


Mott’s interest in endocrinology was nourished 
early by the teaching and writings of Schafer. 
Mott and Halliburton (1907) investigated the 
suprarenal glands, which they frequently found 
atrophic, though at that time this did not 
appear to be related to mental or brain disease. 
Mott's main work began in 1913, when Brun 
and Mott reported microscopic changes of the 
central nervous system in three cases of sponta- 
neous myxoedema (general chromatolysis, with 
accentuation in the autonomic bulbar motor 
nuclei and in the sympathetic nervous system). 
The nuclei of the affected nerve cells were 
usually in normal position and of normal size. 
The fatal bulbar paralysis was interpreted as 
being due to the cell changes in the medulla. 
In 1915Ь and 1917а, Mott returned to hypo- 
thyroidism, describing similar changes, with 
similar localizations, within the central nervous 
system. In a presidential address (1915a) he 
referred to the most important progress research 
had recently made on the biochemistry of the 
ductless glands. His associates Kojima (1915, 
1917) and Forster (1917) respectively dealt 
with the pathological appearance of the thyroid 
in hypothyroidism and with smallness and 
reduced function of adrenals and gonads in 
cases of dementia praecox. 

Chromatolytic nerve cell changes in dementia 
praecox were reported as early as 1907€ in a 
preliminary investigation by Mott. They were 
confirmed by Harper-Smith (1911), though 
with some qualifications, and by Gibson (1911). 
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Mott's main contributions to the changes in‘ 
the brain and ductless glands in patients 
suffering from dementia praecox began in 1920. 
His second Morison lectures (1921а) dealt with 
the psychopathology of puberty and adólescence; 
they were followed by his Second Maudsley 
Lecture (1921b), by his papers on the genetic 
origin of dementia praecox (Mott, 1922a), on 
the reproductive organs in relation to mental 
disorder (Mott, 1922b), on the cells of Leydig 
(Mott and Prados y Such, 1922) and on the 
adrenals in тоо hospital and asylum cases 
(Mott and Robertson, 1923).* 

The gist of his conclusions is as follows: there is 
a genetically conditioned lack of élan vital in 
patients affected by dementia praecox, express- 
ing itself in atrophic change and reduced func- 
tion of the endocrine glands, especially of testes, 
ovaries and adrenal cortex. This reduced func- 
tion would most markedly bear upon organs of 
the latest phylogenetic development: i.e. the 
neocortex, and especially its supragranular 
layer. The Nissl granules disappear; function 
is first ‘suspended’ and recoverable, but if the 
process continues, irreversible ‘suppression’ 
supervenes. 

The changes in the nerve cells described by 
Mott, like those by Alzheimer (1897), Klippel : 
and PHermitte (1909), lHermitte (1952), 
C. and O. Vogt (1922, 1952), Josephy (1923), 
among others, have not been generally accepted. 
The present writer (1963, p. 621 and references) 
has given an account of the history of these 
investigations, and the justified criticisms which 
have been raised. The reported changes may 
not be without significance, but with our present 
methods it is well nigh impossible to exclude 
coincidental causal factors such as age, compli- 
cating disease, terminal illness and agonal or 
post-mortem changes. The same applies to the 
reported changes in the ductless glands, 
especially the testes. 

When all this has been said, the fact remains 
that Mott's was the first systematic and pro- 
bably most imposing attempt to introduce the 
endocrine approach to the pathology of the 
so-called ‘functional’ psychoses. The problem is 

* Papers on similar aspects continued to be p 


until his death; some of these were published Боарон 
(seq Archives, 1927, vol. 9). 
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` most likely to be a biochemical one, and at 
the time of Mott the biochemistry of the 
endocrine system was still in its infancy. Today, 
with our rapidly increasing knowledge and 
technical* refinement, the endocrinological 
approach remains one of the most hopeful 
lines in mental physiology and pathology. 
Mott strongly supported an organic approach 
to functional psychosis. For this, he was praised 
by Monakow (1929) who shared ‘his conception 
of mental disorder and especialy dementia 
praecox, as of a purely biological character . . .’. 


OTHER Warriuas or Morr 

Head injury 

In 1909, Mott (with Schuster) investigated the 
brain of a man who survived seven hours after a 
strong electric shock. Later, the war focused his 
talent for practical organization on to injuries, 
especially to shell shock and war neurosis and 
the relation between them. He devoted to this 
subject his Lettsomian (1916) and Chadwick 
(1917c) lectures, a paper on shell shock con- 
cussion (1917d) and a book War JVeuroses and 
Shell Shock of 1919, among other publications. 
In the paper (1917d) he had the opportunity of 
investigating the brains of two soldiers who 
died almost instantaneously, i.e. from the 
physical effects of the explosion. The changes in 
the brain, claimed by Mott to be the first to be 
described in human cases of shell shock, were 
‘invisible’ to macroscopic inspection; they con- 
sisted of widespread chromatolysis and vacuolic 
myelin degeneration, especially marked in 
centres of the brain stem, vascular congestion 
and escape of blood corpuscles into the peri- 
vascular sheaths of ruptured small vessels. The 
direct blow on the skull in ordinary concussion, 
Mott argued, is replaced by the indirect impact 
of compression and decompression caused by 
the ‘vent du projectile’ or ‘windage’ (i.e. what 
we now would call blast) of the explosion. 
Histological changes of the kind described by 
Mott have been confirmed, but they are in- 
consistent and now considered likely to be 
secondary to compression of the brain stem and its 
herniation into the foramen magnum. 


~~ -Mott's observations on the organic factor of 


shell Shock were amplified in the Lettsomian 
lectares and especially in his book War Neurpsts 
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and Shell Shock. In these publications, however, 
interest has shifted to the vastly greater number 
of cases suffering from the neurotic after- 
effects of emotional shock. Consequently, the 
larger part of the book deals with detailed 
clinical descriptions of manifold hysterical . 
manifestations and their differential diagnosis. 
against epilepsy and other organic conditions. 
We even find sections on the interpretation of 
dreams (in which he criticized Freud’s exclusive 
sexual theory) and on the ‘psychoanalysis by 
word association’ as introduced by Jung. 
Although the book displays the wide range of 
Mott’s interests, it somewhat lacks the perfect 
balance and integration of his best writings. 

Those old enough still remember the violent 
conflict of opinion on traumatic neurosis 
between organicists and believers in a psycho- 
genic origin. By recognizing both an organic 
and an emotional factor, Mott chose the middle 
way. 

Heredity in its relation to nervous and mental 
disease was very close to Mott's heart. I have 
already shown that it was an essential part of 
his theory of dementia praecox. To this subject 
he devoted his Huxley Lecture of 1910с, his 
Harveian Oration of 1925a, and his Chadwick 
Lecture of 1926, in addition to numerous indi- 
vidual papers, reviews and addresses (see the 
Mott Memorial) Most deal with general 
aspects of this problem; his own and his asso- 
ciates’ contributions, he listed (1914) in the 
preface of Vol. 6 (p. viii) of the Archives, in 
which he spoke of his 'wish to learn if the 
convolutional pattern of the brain, like physi- 
ognomy, was inherited’ and referred to investi- 
gations by Schuster on Chinese and Malayan 
brains and on the heredity of the fissural pattern 
(see above). He also instituted a card system of 
relatives of insane persons in the L.C.C. asylums, 
comprising details of 3,500 relatives. Information 
drawn from these sources was analysed in 
publications by White (1914) and Wootton 
(1914). 

Mott was endowed by nature with a fine 
voice; at one time he was President of the 
Society of English Singers. He was also interested 
in the brain mechanisms of speech and voice, 
on which he wrote a monograph in 1910a; this 
showed that he was well acquainted with the 


508 


problems of aphasia and related conditions 
(though he did not contribute new facts). He 
was also well aware of the potentialities of music 
and singing for education and for therapy, as 
he showed in disabled soldiers (1921c). His 
Presidential Address on ‘Cerebral mechanisms of 
‘speech and song’ was posthumously published 
by W. A. Aiken from the Society’s minutes 
(Mott Memorial, 1929).* 

Frequent quotations in many of his addresses 
showed bis profound knowledge of literature, 
and especially of English poetry. He wrote a 
‘Study of character by the dramatists and 
novelists’ (1915c), quoting from Shakespeare, 
Francis Bacon, Balzac, Turgenyev and 
Dostoyevsky. The relation of genius and insanity 
interested him (Mott, 1923) and he tried to show 
that the plasticity, in the highest developmental 
level, meant also functional instability which in 
one man might lead to creative genius, in 
another to lunacy. Here again he quoted from 
Shakespeare, Plato, Socrates, Pascal, Francis 
Galton and Lombroso, among others, to prove 
his hypothesis. 


A TorAL View or Morr's ACHIEVEMENT 

In summarizing Mott’s publications, one 
should distinguish between, on the one hand, 
those which were real ‘firsts’, and those others 
which represented a novel and permanently 
important approach although the concrete 
results failed to gain general acceptance. To 
the first group belong his work with Sherrington 
on the afferent roots and the effects of their 
section on motor performance, his work on the 
thalamic ending of the medial lemniscus and on 
the separate course of the spinothalamic tract. 
To this group belongs also the first description of 
lesions in the nervous system caused by trypano- 
somiasis and their comparison with lesions in 
general paresis. His comprehensive studies of 
tabes, paresis and other forms of neurosyphilis 
and their pathogenesis remain classics in the 
* literature of neurosyphilis prior to the work of 
Nissl and Alzheimer. Mott was the first in 
Britain to confirm the demonstration of the 
spirochaeta pallida in the brains of general 
paretics. I am inclined also to include in this 


* Mention may also be made to Mott’s anatomical 
study of the larynx in the gibbon, completed in 1924. 
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first group his study on the visual cortex, the 
first large-scaled comparative research on the 
progressive evaluation of visual structure and 
functions in mammals; it put Shaw Bolton's 
prior results on a solid basis, and it ifitroduced 
the permanent terms supragranular versus 
infragranular. 

To the second category belongs above all 
Mott's early work (with Halliburton) on the 
chemical aspects of degeneration, parts of which 
were incorporated in his Oroonian Lectures of 
1900: although he himself (as others) later 
expressed doubts on the significance of choline 
for nervous tissue degeneration, these studies 
are nevertheless still regarded as pioneering 
work. Mott sponsored and elaborated the 
chemical approach in the pathology of nervous 
and mental disease at a time when this was still 
quite unusual.* A comparison of his attitude 
with that of continental neuropathologists of 
that period and even later, shows this 
convincingly. 

Much the same may be said about his later 
work on endocrine glands and dementia 
praecox. Although the histopathological find- 
ings (in glands as well as in the brain) cannot 
be accepted as significant, the endocrine 
approach to the functional psychoses is still 
valid, and presents one of the hopeful avenues 
to the solution of their pathogenesis. He may 
not have been alone in advocating this; but no 
one—in Britain or elsewhere—has cultivated 
this approach so consistently and with such 
conviction. 

Mott wrote on a wide variety of neuropatho- 
logical subjects. Among those which were not 
original in a strict sense, but yet were early 
contributions to fields not yet adequately 
ploughed, I should like to single out his com- 
prehensive study on the extent of degeneration 
in amyotrophic lateral sclerosis (1895b), his 
description of combined sclerosis in ‘grave’ 
anaemia published before Russell, Batten and 
Collier’s ‘subacute combined degeneration’; 

* The example of Mott’s Laboratory was taken up also 
outside metropolitan London. Strém-Olsen (1960) points 
out that at Whitchurch Hospital, Cardiff, biochemical 
laboratories were developed and an appointment of a 
research biochemist was made in 1910. The first in n 


was R. V. Stanford, who, in 1928, was followed by J. H. 
Qugstel, an outstanding worker in this field. . 
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` furthermore the investigations by Mott and his 


associates of lesions in the central nervous system 
caused by chronic alcoholism and by 
pellagra. 

The wide span of Mott’s interests and his 
indefatigable energy are dazzling. His interests 
went far beyond neuropathology, even in its 
widest sense, and included subjects which we 
now regard as belonging to clinical psychiatry. 
To some extent, circumstances may have been 
responsible for this. He must have felt the duty 
to give a personal lead, in order to raise the 
scientific education of the hospital medical staff, 
and also to improve the standard of hygiene in 
the hospitals. That his leadership was eminently 
successful is emphasized by all who knew him 
and the circumstances of his time (see Baker and 
Golla, 1953 and most obituaries). 

He took an active part in bringing into 
existence the Maudsley Hospital, to which his 
laboratories were later transferred. Proposals 
for such a hospital, first suggested by J. G. Davey 
in 1867, and examined more fully by an L.C.C. 
Committee in 1890, were in abeyance at the 
time of Mott’s appointment, but another pro- 
posal was being more actively pursued, namely 
to build a number of ‘Reception Houses’ which 
would take the place of the workhouse ‘observa- 
tion wards’ and also serve for the short-term 
treatment of uncertifiable cases. Mott’s own 
views on these proposals are set out in the 
prefaces to Volume 2 (1903) and Volume 3 
(1907) of the Archives. In the first he strongly 
supports the ‘Reception House’ idea; but by 
1907 he is resolutely advocating a fully-fledged 
hospital with facilities not only for treatment but 
also for postgraduate training in psychiatry and 
neuropathology. The progress of his ideas here 
was certainly influenced by his visits to 
Kraepelin’s clinic in Munich. It was these 
writings of Mott that prompted Henry 
Maudsley to take up the idea in a practical way, 
and led to his entrusting Mott with the negotia- 
tions which eventually resulted in the founda- 
tion of the Maudsley Hospital. Moreover, at 
Mott’s invitation, Maudsley contributed to the 
Archives (Vol. 4, 1909) a full exposition of what 
was hoped for from the proposed hospital; this 
appeared under the title ‘A Mental Hospital: 
Its Aims and Uses’— a ‘mental hospital’, that 
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is, in contrast to the existing ‘asylums’, which, 
however, were themselves fo be renamed ‘mental 
hospitals’ ten years later. 

Mott thought that the inception of teaching in 
the new hospital would lead to the establish- 
ment of diplomas in psychological medicine by 
the Universities and licensing bodies; in fact; 
through the efforts of the Medico-Psychological 
Association, such diplomas were initiated well 
before the Maudsley Hospital was opened.* 

One might ask whether Mott’s development 
would have been different if he had not been 
appointed to the L.C.C. laboratory and had 
continued on the lines of experimental neuro- 
anatomy on which he had founded his early 
reputation. He might have achieved a more 
substantial corpus of published work in a 
limited field, like most of his near contempor- 
aries, such as Ferrier, Schafer, Halliburton, 
Sherrington, Head and Elliot Smith actually 
did. He might have produced something like 
Nissl who hardly ever wrote about anything 
else but the normal and pathological nerve cell 
and the best method to demonstrate it, or like 
Campbell and Brodmann, who confined them- 
selves entirely to cytoarchitectonics.f However, 
it is more than doubtful whether work in the 
secluded atmosphere of a science laboratory 
would have satisfied him. For all we know, he 
accepted the London County Council appoint- 
ment with enthusiasm. Here was a job which 
required ebullient energy, organization, political 
instinct and a diversity of interests as well as 
erudition and original research. He must have 
realized that a hard uphill task awaited him: no 
less a prize than the establishment in England of 


* For these historical facts I am indebted to Sir Aubrey 
Lewis’s Mapother Lecture (1969) and to a personal 
communication from Dr. Alexander Walk. 

+ There is, perhaps, a greater affinity between Mott 
and workers of (or close to) the Zurich school, Monakow, 
Forel, Oscar Vogt and Adolf Meyer. They all, as is well 
known, had interests wider than neurology; Monakow, in 
the last period of his life, became interested in philo- 
sophical problems. Likewise Forel, in his retirement, also 
became a philosopher and crusader for alcoholic absti- 
nence, monism, pacifism and socialism. Oscar Vogt was an 
outstanding hypnotizer; the Journal for Hypnotism, which he 
and Forel edited, became in 1902 the Journal of Psychology 
and Neurology. Adolf Meyer combined a lifelong interest in 
comparative neurology and in psychopathology and 
psychiatry (see Haymaker, 1953). 
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an academic status for psychiatry. He would not 
have been Mott if he’ had chosen otherwise. 
Mott, who had been knighted in 1919, retired 
from the service of the L.C.C. in 1923, but he 
then accepted the position of Honorary Director 
of the Laboratories of the Birmingham Joint 
Board of Research for Mental Diseases, where he 
worked for three years in conjunction with 
Thomas Graves, F. A. Pickworth, and others. 
It was during that time, in 1925, that he was 
elected President of the Royal Medico-Psycho- 
logical Association—the prefix ‘Royal’ was 
granted in that year. In his Presidential Address, 
Mott gave a brilliant exposition of the import- 
` ance to psychiatry of adolescence, childbearing, 
lactation and involution, which he discussed 
from psychosomatic, genetic, endocrine and 
neuropathological angles, always referring to 
results of personal research. Mott’s death in 1926 
occurred before the end of his Presidential year. 


AFTER MOTT 


The tradition of the Mott era persisted long 
after his retirement and death. It was still alive 
when I joined the Laboratory in 1933, and met 
there Frederic Lucien Golla, Sidney Mann, 
Charles Geary and Francis Partner—all former 
associates of Mott. 

Golla was the successor to Mott. In one of his 
Presidential Addresses (1915a), Mottapprovingly 
quoted Maudsley: “Though very imperfect as a 
science, physiology has made sufficient progress 
to prove that no psychology can endure except 
it be based upon its investigations . . .”. The label 
Phystological Psychology may best characterize the 
general tenor of Golla’s personal research; if I 
remember rightly, most of his lectures to the 
D.P.M. course, held at the Maudsley Medical 
School were given under this title.* 

Golla, a physician at St. George’s Hospital, 
had come under the influence of Mott some 
years before the latter’s retirement in 1923. 
Much of the experimental work which was the 

* The term ‘physiological psychology’ has now been 
largely superseded by ‘neuropsychology’. There exist, 
especially in the United States, departments and pro- 
fessorships of neuropsychology. Instead of employing 
psychologists as workers in a physiological laboratory, as 
in Golla’s times, we now often find experimental neuro- 
anatomists and physiologists working in neuropsychological 
departments. 
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basis of Golla’s Croonian Lectures (1921) had * 
been carried out in Mott's laboratory. In these 
lectures Golla tried to establish that neurosis, 
far from being a psychogenic phenomenon, 
should be understood as a physical disability, a 
failure of organic equilibrium, which could be 
assessed by physiological methods. He used the 
psychogalvanic reflex, i.e. the electrical activity 
of the skin, which, as he believed, deviates from 
the normal in neurotic conditions, hysteria and 
in overactivity of the thyroid. By these means, he 
hoped to achieve an objective diagnosis, like the 
one which Mott had demonstrated in hypo- 
thyroidism and in dementia praecox (ie. 
degenerative change in the gonads, chroma- 
tolysis of nerve cells, etc.). Golla regarded the 
findings of Mott as established—understand- 
ably, since effective criticism at the results of 
Mott and of many continental workers was not 
raised before the 1990s. 

In a leading article which followed their 
publication in the Lancet, the Croonian Lectures 
were described as a ‘noteworthy contribution’, 
although the anonymous leader writer consi- 
dered the evidence as only suggestive. The 
lectures certainly established Golla's reputation 
as a serious experimental worker, with fresh 
ideas on a difficult subject.* 

Chance later provided Golla with a much 
better tool than the psychogalvanic reflex: 
less than 10 years later, Hans Berger began to 
publish his studies on the electroencephalogram, 
and in this country Adrian established its 
physiological basis. Golla quickly realized its 
importance for his purposes (though perhaps 
least for the diagnosis of neurotic conditions), 
and, jointly with W. Grey Walter, a pupil of 
Adrian, was responsible for introducing electro- 
encephalography to neurology and psychiatry in 
this country. 

Meanwhile Golla had turned to another 
problem which showed both his dependence on 


* Other publications of his earlier period include studies 
of tendon reflexes during mental activity (Golla and 
Hettwer, 1922; Golla and Antonovitch, 1929), and an 
early electromyographic investigation into voluntary 
movement (Golla and Hettwer, 1924). The sensitivity to 
thyroid activity (as revealed by the psychogalvanic 
method) was elaborated by Brazier (1933) who adv 
measurement of the ‘impedance angle’ as a иаа for 
assegsment of the basal metabolic rate. 


BY ALFRED MEYER 


* the Mott tradition and his own acumen. He 
and his collaborators (Mann, Robertson and 
Petrie) had noticed that schizophrenics reacted 
poorly to a variety of stimuli, including ingestion 
of milk Which normally is followed by leucocy- 
tosis. Likewise, Widal’s haemoclastic reaction 
(leucopenia, indicating reduced liver activity) 
was found positive (see Golla, 1929). In 20 cases, 
among them 6 catatonias, the others ‘un- 
classified early psychotics’, Golla, with Mann 
and Marsh (1928), found that there was hardly 
any response to inhalation of an atmosphere 
containing 2 per cent CO*, while almost all 
12 normal controls responded with increased 
ventilation. This appeared to indicate a disturb- 
ance of respiratory regulation in psychotic 
subjects, and especially in schizophrenics, which, 
the authors thought, might be connected with 
the defect of oxidative processes as revealed by 
the earlier study by Koch and Mann (1909). 

It is regrettable that no further attempt was 
made by Golla and his collaborators to place 
these findings on a sounder statistical basis, and 
above all to improve the diagnostic criteria. 
Notwithstanding this defect, they had consider- 
able influence, especially in the United States: 
Hoskins’ (1946) concept of ‘hyporeactivity’ or 
‘physiological withdrawal’ owes much to the 
research in the Maudsley laboratory (as 
acknowledged by Hoskins). This influence is 
also recognizable in the disclosure of the 
increased stability of the electroencephalo- 
graphic pattern of schizophrenics submitted to 
stress (Hill et al., 1949). The latter finding was 
interpreted as indicating reduced excitability of 
the sympathetic-adrenal system, which thus 
provided a link with the adaptation syndrome 
of Selye (1946). 

Golla also inherited Mott’s lifelong interest in 
the fight against chronic alcoholism. At one 
time, in 1949, he was President of the Society 
for the Study of Addiction. 

Endocrinology was another interest Golla 
shared with Mott, who had taken this over from 
Schafer. Again, chance offered him the help of 
Max Reiss, a disciple of Biedl in Prague, to 
develop a department for research in endo- 
crinological biochemistry at the Burden Neuro- 
logical Institute in Bristol, of which Golla, 
resagning his post at the Central Pathological 
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Laboratory, had become Director in 1939. 
Among the problems investigated was, 
at Golla’s suggestion, a re-examination by 
Hemphill, in collaboration with Reiss and 
Taylor, of Mott’s findings in the gonads of 
dementia praecox patients (1944). Although this 
re-examination came to a positive conclusion, the 
results of these authors have not been accepted 
(Blair st al., 1952). 

Perhaps the most tenacious adherence to the 
Mott tradition was shown by Golla in his claim 
that the Director of the Central Pathological 
Laboratory (since 1936 Professor of Mental 
Pathology) should be also the director of the 
Medical School and thus, ultimately, to be ` 
responsible for the teaching of psychiatry and its 
ancillary sciences. In Mott's time this probably 
had been defensible: Henry Maudsley's choice 
of Mott as the executive of his plans in itself 
indicated a sort of vacuum at the level of 
academic psychiatry in London. Meanwhile, 
however, under the leadership of Edward 
Mapother, an able team of clinical psychiatrists 
had assembled at the Maudsley Hospital, and 
in due course had far outstripped the laboratory 
in the number of workers and in facilities. Golla 
clung, nevertheless, strictly to the old tradition, 
which was not abandoned until long after his 
resignation. Although his firm stand* had some 
support in the mental hospitals especially of the 
London area, it naturally gave rise to resent- 
ment and was a barrier to the more intimate 
collaboration at all levels, desirable for the 
development of research and teaching at the 
Maudsley Hospital. As anecdote has it, Golla 
was said never to have passed through the 
swing doors which separated the laboratory 
from the hospital. 

Despite Golla's deep loyalty to Mott, the 
two men could not have been more divergent 
in their personalities. Mott was an extravert, a 
man of action as well as a research worker, 
writing, always interestingly and without appa- 
rent effort, an imposing number of books and 
papers on many very different subjects, easy in 


* How deeply Golla was convinced of the claim for the 
laboratory is shown by the fact that, as late as 1953, he 
emphasized the laboratory’s independence of the 
Maudsley Hospital in his (and Baker's) brief biography 
of Sir Frederick Mott. 
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his human contacts, a sought after teacher and 
lecturer. In contrast, Golla was an introvert, of 
a retiring nature, at greatest ease in his study or 
in the library. Of tremendous erudition, he was 
nevertheless seldom at ease in communicating it 
to others through lectures, addresses or through 
publications. Although he wrote an immaculate 
English, he had not the urge (which Mott 
obviously possessed) to publish. After having 
given the first push to a new project, Golla 
preferred to leave the subsequent elaboration 
largely to his associates. Although thus the 
corpus of his publications remained relatively 
limited, Golla, nevertheless, had no small 
' impact on British psychiatry, which recognized 
the acumen and singlemindedness of his research 
and teaching, and his pioneering spirit in 
sponsoring electroencephalography, convulsive 
treatment of psychoses and psychosurgery. 
Golla was a man of strong convictions and, on 
occasion, of equally strong prejudices. These 
latter, together with his aloofness and retiring 
nature, made it difficult for strangers to obtain 
easy contact with him. Those, however, in 
whom he had confidence, and whom he per- 
mitted to breach his defensive shell, found 
beneath unfailing courtesy, a gentle sophisti- 
cated humour and a tremendous sense of 
loyalty. 
SUMMARY 


In the first Mapother Lecture, Sir Aubrey 
Lewis (1969) has reviewed the ‘Making of the 
Maudsley Hospital from the aspect of clinical 
psychiatry'. In the present paper, an attempt 
has been made to complement this by an 
_ historical and critical analysis of the neuro- 
pathological work of Sir Frederick Mott. His 
contributions to neuropathology and to the 
pathology of mental disease are described 
against the background of Mott's distinguished 
teachers and contemporaries, and of his impact 
upon his successor, Professor F. L. Golla. A 
reassessment of Mott’s work seemed to be 
desirable—the more so since his biography in 
the Founders of Neurology no longer appears in the 
second edition of 1970. 
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The Classification of the Functional Psychoses* 


By D. Р. OLLERENSHAW 


Ever since Kraepelin introduced his schizo- 
phrenic-manic-depressive dichotomy in 1896, 
this classification of the functional psychoses has 
enjoyed virtually unanimous acceptance. How- 
ever, the frequency with which the differentiation 
of schizophrenia from manic-depressive psychosis 
seems to present problems in clinical practice 
inclines one to question whether Kraepelin’s 
classification was entirely adequate. The object 
of this paper will be to try and highlight some 
of the reasons for the existing confusion and 
tentatively to suggest possible means of clarifying 
the situation. 

Throughout the paper, extensive use will be 
made of quotations from original works; this 
will be so that the various authorities may, as it 
were, speak for themselves and differences 
between them may become more readily 
apparent. 

Terminology: ‘affective psychosis’ and *manic- 
depressive psychosis’ will be regarded as syno- 
nymous and as embracing both unipolar and 
bipolar types of affective illness. ‘Endogenous’ 
and ‘psychotic’ depression will also be regarded 
as synonymous and equivalent to ‘manic- 
depressive psychosis; depressed type’ of the 
Registrar General’s Glossary of Mental Disorders 
(1968). 


I. The problem posed by the lack of agreement as to the 
basic concept or definition of schizophrenia and its 
delimitation from the manic-depressive category 
One of the first problems one discovers on 

perusing the literature is the lack of agreement 

amongst recognized authorities—both of the 
earlier part of this century and of the present— 
as to what is understood by the concept ‘schizo- 
phrenia’. Obviously, if there is disagreement on 
this point, problems of differential diagnosis are 
going to be particularly difficult—if not im- 


* Awarded the Bronze Medal of the Royal College of 
Psythiatrists, 1972. . 
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possible—to resolve. And there seems little doubt 
that this fundamental disagreement exists; it 
hinges mainly on the question whether the 
diagnosis of schizophrenia should be made 
psychopathologically, or on the basis of recovery/ 
deterioration from a particular episode, or on a 
combination of the two. However, even when the 
necessity for diagnosis in terms of presenting 
symptomatology is accepted, views still differ as 
to what is or 1s not a schizophrenic symptom. 
For Kraepelin, when he first conceived of 
‘dementia praecox’ as a ‘distinct disease’, there 
seems little doubt that he considered it to be an 
illness with a poor prognosis. Thus he says 
(Kraepelin, 1919) he ‘got the starting point of 
the line of thought which in 1896 led to dementia 
praecox being regarded as a distinct disease, 
on the one hand from the overpowering im- 
pression of the states of dementia quite similar 
to each other which developed from the most 
varied initial clinical symptoms, on the other 
hand from the experience connected with the 
observations of Hecker that these peculiar 
dementias seemed to stand in near relation to 
the period of youth’. However, he immediately 
goes on to say that ‘the possibility cannot in the 
present state of our knowledge be disputed, that 
a certain number of cases of dementia praecox 
attain to complete and permanent recovery, and 
also the relations to the period of youth do not 
appear to be without exception’. In this connec- 
tion he cited a case observed by himself where 
the ‘morbid process’ remained ‘quiescent for 
twenty-nine years’ and opined that under these 
circumstances ‘it will probably be able also to 
attain to a complete cure’. He latterly consi- 
dered that in 8 per cent of hebephrenics and 
13 per cent of catatonics ‘recovery appeared to 
take place’ but considered that paranoid forms 
probably ‘never issue in complete recovery’. 
Kraepelin therefore was forced to at least 
partially retract from the two basic tenets 
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which were fundamental to his concept of 
dementia praecox asa separate disease from 
manic-depressive psychosis—poor prognosis and 
onset in youth. With these now of limited useful- 
ness, the only means remaining for differen- 
tiating the dementia praecox group from the 
manic depressive group was in terms of psycho- 
pathology. In this connection, Kraepelin states 
that there are ‘two principal groups of disorders 
which characterize the malady’ (dementia 
praecox) : 


(a) ‘A weakening of those emotional activities 
which permanently form the mainsprings 
of volition’, 

(b) ‘A loss of the inner unity of the activities 
of intellect, emotion and volition in them- 
selves and among one another’ which he 
later refers to as ‘intrapsychic ataxia’. 


As far as differentiation from manic-depressive 
psychosis is concerned, Kraepelin observes that 
‘states of manic-depressive insanity will not be... 
recognized from one isolated symptom . . . but 
only from the whole clinical picture with 
cautious weighing of relations which exist 
between the individual features. For the 
delimitation from dementia praecox, great 
weight must without doubt be laid on "intra- 
psychic ataxia” °. However, he then goes on to 
say that ‘unfortunately it is not always easy to 
recognize the existence of this disorder, as also 
in mixed states of manic-depressive insanity . . . 
pictures may temporarily arise which externally 
at least are similar’. If, for the purposes of 
differential diagnosis one has to lay great weight 
on a feature which is not always easy to recog- 
nize, one is faced with—to say the least—a rather 
difficult task. In summary, Kraepelin states that 
‘it will not always be easy to arrive at a certain 
judgement from the evidence which is often so 
insignificant'; as an example he quotes Zendig 
who ‘after some years out of 370 cases of 
dementia praecox searched out 127 in which 
the diagnosis had not appeared quite certain. 
He came to the conclusion that of them 67 
patients (i.e. 18 per cent of the original total) 

. were to be regarded with greater or less 
probability as manic-depressive, because they 
exhibited no abnormalities at all, or at least 
only such as may be expected within the limits 


a 

A 
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of the disease named’. One is forced to the · 


conclusion that, despite the zeal with which 
Kraepelin propounded his theory of the 
dichotomy of the functional psychoses, the 
clinical evidence on which he based his theory 
was by no means clear-cut, and at times was 
even contradictory. 

Bleuler introduced the term ‘schizophrenia’ 
in 1911 (Bleuler, 1911) to replace dementia 
praecox 'because . . . the "splitting" of the 
different psychic functions is one of its most 
important characteristics’. However, although 
he abandoned a name with prognostic implica- 
tions, it is clear that he, unlike Kraepelin, had 
no doubt that the illness had a uniformly 
unfavourable prognosis. Thus—‘By the term 
“dementia praecox” or “schizophrenia” we 
designate a group of psychoses whose course is 
at times chronic, at times marked by inter- 
mittent attacks, and which can stop or retro- 
grade at any stage, but does not permit a full 
restitutio ad integrum’. He distinguishes between 
‘practical and theoretical cures’, and points out 
that ‘an individual who can support himself 
outside an institution can be considered cured 
in a certain sense. However, such individuals 
may retain a number of peculiarities and sensiti- 
vities resulting from the disease. From a scientific 
standpoint one cannot call them cured since a 
clear concept of cure demands a restitutio ad 
integrum or at least the status quo ante’, He says 
that none of the patients Kraepelin released as 
cured ‘were considered as cured by Aschaffen- 
burg who saw the same patients’, and later 
states ‘As yet I have never released a schizo- 
phrenic in whom I could not still see distinct 
signs of the disease; indeed there are very few 
in whom one would have to search for such 
signs’. Bleuler would thus seem to be implying 
that Kraepelin’s ‘cures’ were not in fact cures at 
all because Kraepelin had failed to observe 
those ‘peculiarities and sensitivities’ which 
Bleuler considered to be invariable conse- 
quences of the disease. Such an implication by 
Bleuler is remarkable on the following grounds: 

Kraepelin himself, as described earlier, was 
originally a firm believer in the poor prognosis 
of dementia praecox. If therefore such ‘peculi- 
arities and sensitivities’ as Bleuler mentions 
were really present in Kraepelin’s ‘recovened’ 
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* cases, it is most surprising that Kraepelin failed 
to observe them, bearing in mind that (a) they 
would have provided supporting evidence for 
his own theory, (b) Kraepelin is widely recog- 
nized a$ having been one of the most astute 
observers in the field of clinical psychiatry. 
Another point of contrast between Kraepelin's 
and Bleuler's views is that, while for Kraepelin 
the paranoid schizophrenics had the worst 
prognosis, Bleuler considered this group to have 
the best prognosis, 65 per cent of his series of 
paranoid schizophrenics suffering only ‘mild 
deterioration! (corresponding figures for cata- 
tonics and hebephrenics being respectively 57 
per cent and 58 per cent). 

Psychopathologically, Bleuler considered 
schizophrenia in terms of ‘fundamental symp- 
toms’ and ‘accessory symptoms’. The funda- 
mental symptoms were divided into altered 
‘simple functions’—association, affectivity and 
ambivalence—and altered ‘compound functions’ 
—Trelation to reality or autism, attention, will, 
the person, schizophrenic ‘dementia’, activity 
and behaviour. The compound functions are 
‘disturbed to the extent that the elementary 
(simple) functions on which they depend are 
altered’, and Bleuler considered that autism 
‘assumes pathological predominance’. ‘Acces- 
sory symptoms’ included delusions, hallucina- 
tions, catatonic symptoms, etc. He regarded 
these as not being pathognomonic of schizo- 
phrenia as they ‘may also appear in other types 
of illness’, 

The differential diagnosis of schizophrenia 
from manic-depressive psychosis could, in 
Bleuler’s view, only be based on the presence of 
the specific schizophrenic symptoms ‘as all the 
phenomena of manic-depressive psychosis may 
also appear in our disease’ (schizophrenia). 
‘Only after careful observation has revealed no 
schizophrenic features, may we conclude that 
we are dealing with a manic-depressive psy- 
chosis.’ In other words, manic-depressive 
psychosis was only to be diagnosed by exclusion 
of schizophrenia. 

Kurt Schneider (Schneider, 1939) based 
diagnosis of schizophrenia on the presence or 
absence of his famous ‘first rank’ symptoms 
‘because they have this special value in helping 
us o determine the diagnosis of schizophrgnia 
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as distinct from non-psychotic abnormality or 
from cyclothymia’. He considered these symp- 
toms to ‘have a decisive weight beyond all 
others in establishing a differential typology 
between schizophrenia and cyclothymia, and 
must have undisputed precedence when it 
comes to the allocation of the individual case’. 
Schneider differed from Bleuler in his views that 
the ‘symptoms of first-rank importance cannot 
be used for purposes of prognosis’ and ‘psychi- 
atric diagnosis must be based on the presenting 
situation, not on the course taken by the illness’. 
He also states—‘Whoever, like us, emphasizes 
the condition will, if the psychosis shows any 
schizophrenic symptoms of first rank importance, 
hold firmly to such a diagnosis, although the 
psychosis clears up completely’. However, he agrees 
that ‘as a rule schizophrenic symptoms have an 
unfavourable if erratic course, while with 
cyclothymic symptoms complete remission of 
the existing phase can be expected’. It is worth 
noting that (a) all of Schneider’s first rank 
symptoms are basically either delusions or 
hallucinations, which would therefore count 
only as ‘accessory symptoms’ in Bleuler’s theory 
and therefore not of great diagnostic value, 
(b) thought process disorder is not included 
amongst the first rank symptoms. “Thought 
disorders . . . do not hold much weight in 
practice as diagnostic features’. This is an 
important contrast to the views of other autho- 
rities (see below) as to the fundamental import- 
ance of this symptom in the diagnosis of 
schizophrenia. 

Fish (1962) seemed to prefer Jaspers’ criterion 
of ‘understandability’ in his concept of schizo- 
phrenia, and his definition of schizophrenia is as 
follows: ‘A group of mental disorders in which 
there is no coarse brain disease and in which 
many different clinical pictures can occur. 
The form and content of symptoms in these 
disorders cannot be understood as arising 
emotionally or rationally from the affective 
state, the previous personality, or the current 
situation, with the proviso that paranoid 
delusions are not diagnostic of schizophrenia 
in the absence of other clearly non-understand- 
able symptoms’. Interestingly enough, in view 
of Schneider’s remarks (above), he claims that 
formal thought disorder ‘is diagnostic of schizo- 
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phrenia if coarse brain disease can be ex- 
cluded ...’. ` 

Mayer-Gross, Slater and Roth (1954—69) also 
seem to set great store by ‘abnormality of the 
thought ‘process’ and rank it as a ‘diagnostic 
sign of the first order, provided it is found in a 
getting of clear consciousness’. However, their 
descriptions of schizophrenic thought disorder— 
‘The patients thought is directed by allitera- 
tions, analogies, clang associations, associations 
with the accidents of his environment, symbolic 
meanings, and the condensations into one of 
several, perhaps mutually contradictory ideas. 
The effect is rather like that of wit, and indeed 
may be on occasion genuinely witty .. .’—and of 
manic flight of ideas—‘talk and thought are 
controlled less by sequence of meaning than by 
casual associations: similarity of sounds and 
words, rhyming, punning, and all sorts of 
word-play, as well as by associations from every 
sort of object in the environment, which readily 
engage the patient's distractible attention'— 
appear to this writer to be so similar as to 
hardly justify the importance they attach to 
schizophrenic thought disorder as a major 
diagnostic sign. These writers also seem to 
disagree with the importance Schneider attaches 
to his ‘first rank symptoms’. Thus—"Tables of 
diagnostic symptoms have been made. But if 
they pretend to an absolute reliability, they 
contain only the rarer passivity phenomena, or 
combinations of these with thought disorder and 
hallucinations, as they are found in advanced 
cases (e.g. K. Schneider, 1942). They are of 
little use in early cases where diagnosis is most 
difficult’. 

Batchelor (1964) admits that ‘sixty-five years 
after Kraepelin made his pioneering distinction 
between dementia praecox and manic-depressive 
psychosis, their clinical differentiation in indi- 
vidual cases still often gives rise to difficulty’. 
This being so, one would have expected Batchelor 
to raise the question of the usefulness of 
Kraepelin’s ‘pioneering distinction’ but he in 
fact goes on to say that his own concept of 
Schizophrenia ‘approximates to that of 
Kraepelin’. Batchelor also stresses—in contrast 
to Schneider—that one cannot rely on the 
evidence of single symptoms in diagnosing 
schizophrenia, ‘even on those which are re- 
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garded as most typical . . .' though he admits - 
that the ‘concentration’ together of such 
‘typical’ symptoms in an illness makes the 
diagnosis of schizophrenia more likely. ‘One 
must take the symptomatic picture аѕ а whole 
and relate it to the previous personality, the 
mode of onset and duration of the disability, 
the presence or absence of precipitants, and 
the course of the illness.’ 

The nature of affective psychoses, on the 
other hand, both in terms of psychopathology 
and prognosis, does not seem to have presented 
the same problems. Most authorities would 
probably agree with Henderson and Gillespie 
(1927-69) that mania is ‘characterized by 
three main symptoms . . . (a) elated though 
unstable mood, (b) flight of ideas, (c) psycho- 
motor activity', and that in depressive psychosis, 
‘we again recognize a triad of symptoms . . . 
namely difficulty in thinking, depression and 
psychomotor retardation’. Similarly, few would 
be likely to deny that the prognosis for recovery 
from either a manic or depressive episode is 
usually excellent. 

Thus it would appear to be the lack of 
agreement about the definition and delimitation 
of the schizophrenic syndrome which contributes 
to difficulties in differential diagnosis, there 
being reasonable agreement as to the typical 
features of the affective psychoses. On this basis, 
Kendell (1971) and his associates’ findings of 
apparent gross differences in admission rates 
for schizophrenia and manic-depressive psy- 
choses to London and New York psychiatric 
hospitals are readily understandable. American 
psychiatrists have for some time had a reputa- 
tion for taking an all-embracing view of schizo- 
phrenia, and Kendell et al.’s findings confirm 
this. 61-5 per cent of admissions to New York 
public mental hospitals were diagnosed as 
schizophrenia compared with only 33:9 per 
cent of admissions to similar hospitals in 
London. Depressive psychoses and mania, on the 
other hand, accounted for 4:7 per cent and 
0*5 per cent respectively of admissions to New 
York hospitals, while the corresponding figures 
for admissions to the London hospitals were 
respectively 24:1 per cent and 6-9 per cent. 
When the same patients were interviewed under 
standardized conditions by British and Amerigan 
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* members of Һе U.S./U.K. Diagnostic Project 
using the 8th edition of the International Classi- 
fication of Diseases and the Registrar General's 
glossary to this to help standardize the diagnoses, 
these differences in diagnoses were virtually 
eliminated. Kendell concluded that the ‘pre- 
vailing concept of schizophrenia is much 
broader in the United States than in Britain, 
embracing substantial parts of what we would 
regard as depressive illness, neurotic illness, or 
personality disorder and almost the whole of 
what we would regard as mania’. 

Similarly, Fish (1962) quoted from figures 
originally produced by Kleist and Kolle to 
show how the proportions of manic-depressive 
and schizophrenic patients admitted to univer- 
sity psychiatric clinics in Munich, Zurich and 
Frankfurt in 1925 varied considerably between 
different centres—again presumably in accord- 
ance with the limits set on the concept of 
schizophrenia at the different centres. Thus the 
percentage of total admissions to Munich with a 
diagnosis of schizophrenia or paraphrenia was 
19:6 per cent and the percentage with a 
diagnosis of manic-depressive illness 11:3 per 
cent. Corresponding figures for Zurich were 
49:2 per cent and 3:6 per cent, and for Frank- 
furt 9:4 per cent and 6-4 per cent respectively. 

A further illustration of diagnostic incon- 
sistency in the functional psychoses is provided 
by the puerperal psychoses. Pitt (1968) remarks: 
"T'he diagnostic patterns of postpartum mental 
illness have changed more than once over the 
years . . . affective illnesses were thought to be 
the most common from the 1920's-1940's . . . 
shizophrenia or schizo-affective in the 1950's 

. and now affecüve illness, especially de- 
pression, is again to the fore.’ 

Hoch and Rachlin (1941) -found similar 
differences over a period of years in the propor- 
tions of patients with diagnoses of schizophrenia 
and manic-depressive psychoses admitted to 
New York and Missisippi State psychiatric 
hospitals. It seems appropriate to conclude this 
section with a quotation from their paper: “The 
text-books give the impression that the two 
disease entities are sharply defined and that 
only a small percentage of cases show unclear 
symptomatology, where differences in diagnosis 
might arise. The variability disclosed in [he 
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statistics indicates that this co-called small un- 
clearly defined group is much greater than 
generally believed and that definite differential 
criteria will only be established when the 
aetiology of these psychoses is known.’ 


2. The problem of recovery in schizophrenia 

The problem of recovery in schizophrenia was 
alluded to earlier in the previous section. As 
mentioned then, schizophrenia or dementia 
praecox was originally considered to be an 
illness with a uniformly bad prognosis. However, 
virtually from the moment Kraepelin intro- 
duced the distinction between his prognostically 
poor dementia praecox and his prognostically 
good manic-depressive psychosis, papers have 
continued to be published giving accounts of 
series of patients diagnosed as schizophrenia in 
which recovery apparently occurred, e.g. Kirby 
(1913), Hoch (1921), Langfeldt (1960), Leon- 
hard (1961). Vaillant (19642) in his ‘historical 
review of the remitting schizophrenias’ reviewed 
16 articles published during the last hundred or 
so years and including Kasanin’s article on 
schizo-affective psychoses, Leonhard’s (1961) 
cycloid psychoses and Langfeldt’s (1960) ‘schizo- 
phreniform psychoses’; these all described what 
appeared to be basically the same syndrome 
with many of the following characteristics— 
recovery, acute picture resembling schizo- 
phrenia, good premorbid adjustment, psycho- 
logically understandable symptoms, precipi- 
tating cause, symptoms of psychotic depression, 
heredity positive for psychotic depression, acute 
onset, confusion during acute episode, concern 
with dying. Vaillant goes on to say, *Regardless 
of his subgroup, then, the schizophrenic who 
recovers can fit into many or all of the separately 
described syndromes mentioned in this paper. 
The more . . . criteria he embodies, the more 
syndromes he appears to fit and the more 
certain his recovery. Although in certain 
respects the pictures do resemble manic- 
depressive psychoses or toxic states, during the 
acute episode the pictures are certainly com- 
patible with Bleuler's group of schizophrenias, 
entity or no entity. Like the chimera of anti- 
quity, the disorder under scrutiny is a composite. 
That the body is acute schizophrenia is clear, 
but preceding the body is a head consisting of a 
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good premorbid life adjustment, an acute stress 
precipitating the illness, and often an heredity 
positive for psychotic depression. The tail that 
follows often includes a remission to the best 
premorbid level of adjustment and occasionally 
a history of subsequent psychotic depressive 
breaks’. 

The same author (Vaillant, 1964b) used seven 
of the features (with minor modifications) 
previously mentioned which seemed to correlate 
well with schizophrenic remission ; and, scoring 1 
if a feature was present and o if absent and 
summing the scores for each patient (giving a 
maximum score of 7 and a minimum of 0) was 
able to correctly predict the subsequent clinical 
course in terms of remission (patients scoring 5 
or more) or chronicity (patients scoring less 
than 5) in 82 per cent of cases. The seven features 
were: acute onset (‘six months or less from onset 
to full-blown psychosis’), non-schizoid pre- 
morbid adjustment (schizoid being defined as 
‘chronic inability to relate to non-family figures 
and a tendency towards autistic pre-occupa- 
tion’), presence of clear precipitating factors, 
presence of confusion or disorientation, a blood 
relative with an illness consistent with a 
psychotic depression, clear symptoms of an 
affective psychosis (manic or depressive), pre- 
occupation with death. 

Vaillant (1963a) also did a 50-year follow-up 
study on 12 patients originally admitted to an 
American psychiatric hospital between 1904 
and 1906 with a diagnosis of dementia praecox 
and discharged as ‘recovered’ (Coles, 1912). 
Vaillant found that 7 years after admission all 
patients were back in the community, and 25 
years after admission two-thirds were leading 
independent working lives. Six of the 12 patients 
suffered a subsequent manic-depressive relapse (see 
below). Of these 6, one suffered a further 
schizophrenic illness for which he was still in 
hospital when Vaillant wrote his paper, and one 
had a further short-lived schizophrenic illness 
ten years after the first and this was followed by 
three manic-depressive illnesses before he even- 
tually died. Four of the original 12 patients had 
no further psychotic illness after the original 
schizophrenic illness. It might be worth noting, 
particularly in relation to the later discussion, 
that a similar series of typical manic-depressive 
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patients would probably not fare much better . 
than this. 

A further related study carried out by Vaillant 
(1963b) was on the relationship between 
schizophrenic remission and manic-depressive 
heredity. He compared 30 recovered schizo- 
phrenics with 30 consecutively admitted non- 
recovered schizophrenics for the presence of 
affective heredity. He found that 50 per cent of 
recovered schizophrenics had an heredity positive 
for affective psychosis, while only 7 per cent of 
the unrecovered group had a positive heredity 
for affective psychosis (р < -oor). 

There would seem, therefore, to be little 
doubt that some patients diagnosed as acute 
schizophrenia do go on to make a complete or 
near-complete recovery from that illness. Fur- 
ther psychotic illnesses, when they occur, often 
take the form of a typical affective psychosis. 
Furthermore, features which augur well for a 
recovery from an acute ‘schizophrenic’ illness 
include the association of psychotic depressive 
symptoms and the presence of an heredity 
positive for affective psychosis. This apparent 
link with manic-depressive psychosis conve- 
niently leads into the next topic to be con- 
sidered: 


3. The problems posed by the apparent frequency with 
which schizophrenic and manic-depressive psychoses 
occur together in the same patient 
The incidences of schizophrenia and manic- 

depressive psychosis in the general population 

appear to vary considerably from author to 
author, but present estimates seem to be 
approximately o-g per cent for schizophrenia 
and 1-2 per cent for manic-depressive psychosis. 
Now if, as Kraepelin proposed and most present- 
day psychiatrists accept, manic-depressive psy- 
chosis and schizophrenia are separate categorical 
disease entities, than a schizophrenic should not 
develop a manic-depressive psychosis any more 
frequently than the rest of the general popula- 
tion, i.e. in only 1-2 per cent of cases, and a 
manic-depressive should not develop schizo- 
phrenia more frequently than in 0:9 per cent of 
cases. Subjectively, the impression is that the 
association of these two psychoses together, 
either concurrently or consecutively, occurs 
much more frequently than this. No studies 
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. appear to have been done to test this impression 
(such a work would be extremely difficult 
anyway, bearing in mind the confusion that 
exists as to the definition and delimitation of 
schizophrenia), but some objective support can 
be obtained from examination of Clark and 
Mallett’s (1963) figures in their follow-up study 
of schizophrenia and depression in young adults. 
They did a three-year follow-up of 186 con- 
secutive patients under go years of age admitted 
to the Professorial Unit of the Maudsley 
Hospital. Of these 186, 86 were diagnosed as 
schizophrenia, 82 were diagnosed as depression, 
and 18 schizo-affective on the basis of a combi- 
nation of schizophrenic and affective features. 
All were of course diagnosed finally at the time 
of discharge from the Maudsley, by which time 
each case would have been submitted to 
discussion in at least two case conferences. 
Three years later, 70 per cent of the schizo- 
phrenic group had been re-admitted, of whom 
93 per cent were again diagnosed as schizo- 
phrenic. Of the depressive group, 20 per cent 
were re-admitted within three years, of whom 
two-thirds were again depressed, one third were 
diagnosed schizophrenic, and one patient was 
diagnosed  schizo-affective. Of the schizo- 
affective group, 50 per cent were re-admitted, 
5 being diagnosed then as schizophrenic, 2 
affective, and 2 schizo-affective. The authors’ 
conclusion was that the diagnosis of schizo- 
affective disorder was justified as the prognosis 
in terms of re-admission rates seemed to be 
intermediate between that for schizophrenia 
and that for depression. 
. Now, in order to arrive at a figure for the 
incidence of affective illness in the schizophrenic 
group, the numbers of schizophrenics (86) and 
schizo-affectives (18) can be combined to give 
a total of 104 patients showing schizophrenic 
features, of whom 18 or 17:3 per cent also 
showed the features of a depressive syndrome. 
Similarly, to obtain the incidence of schizo- 
phrenia in the depressive group, the depressives 
(82) and schizo-affectives (18) are combined to 
give a total of 100 patients with a depressive 
syndrome of whom 18 per cent also showed 
schizophrenic features. These figures are well in 
excess of the incidence of schizophrenia and 
affegtive illness in the general population. 
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The schizo-affective concept was, of course, 
originally introduced by. Kasanin (1933) to 
describe a group of 9 cases with acute onset who 
Kasanin considered showed ‘a- blending of 
schizophrenic and affective symptoms'. Beck 
(1967) reviews the literature on 'schizo-affective 
reaction’ and comes to the conclusion, like 
Clark and Mallett, that it has a prognosis which 
is better than schizophrenia but not as good as 
manic-depressive psychosis. He also concludes 
that functional psychotic illness should be 
represented in terms of a ‘spectrum’ with pure 
schizophrenia at one end, pure manic-depressive 
psychosis at the other, and blends of these 
disorders, as in schizo-affective disorders, in 
between. (This theory is criticized in detail in 
the Discussion section—see below.) Post, too, 
in his ‘Schizo-affective symptomatology in late 
life (1971) sees functional psychoses as a 
‘continuum’, with schizo-affective patients occu- 
pying the central portion of the continuum. 
Puerperal psychoses are particularly well-known 
for their tendency to show schizophrenic and 
affective features in combination. Pitt (1968) 
notes that they show a 'ready shifting from a 
picture fairly typical of one mental illness to 
that of another, for example from schizophrenia 
to depression, or a mixture of the two...’. 

We have considered the problem of affective 
symptoms occurring concurrently with acute 
schizophrenic symptoms, but there is also the 
problem of patients who, having suffered an 
acute schizophrenic illness, subsequently suffer 
what appears to be a typical affective illness. 
This phenomenon occurs in two ways: 

(a) The patient who immediately or almost 
immediately after recovery from the acute 
schizophrenic illness develops a typical 'endo- 
genous’ depression. The problem of depression 
following acute schizophrenia has received some 
attention in the American literature recently 
—e.g. Bowers and Astrachan (1967), Steinberg, 
Green and Durell (1967), Roth (1970), who have 
all noted a tendency for patients to show high 
depressive ratings during the recovery phase of 
an acute schizophrenic illness. British workers 
have also noted this tendency—e.g. Alarcon and 
Carney (1969), Johnson (1969) and Marjot 
(1969), but have ascribed the depressive effects 
to depot phenothiazine preparations with which 
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their patients had been treated. On theoretical 
grounds it seems strange that phenothiazines 
should produce depressive illness when one 
bears in mind that their basic chemical structure 
and range of properties and side effects are very 
similar to those of the tricyclic antidepressants; 
furthermore there is evidence that the thioxan- 
thene derivatives thiothixene (Overall et al., 
1969; Goldstein and Banas, 1968) and flupen- 
thixol (Reiter, P. J., 1969), which have a tri- 
cyclic structure very similar to that of the 
phenothiazines and tricyclic antidepressants, 
have antidepressant effects in addition to their 
established neuroleptic properties. Roth (1970) 
refers to the ‘seemingly ubiquitous depression 
following acute schizophrenic episodes’ and 
considers it to be unrelated to neuroleptic 
medication. Unfortunately, his paper is based 
largely on subjective impressions and he does 
not produce any strong evidence to support his 
claim. There is, however, a valuable piece of 
supporting evidence against the implication of 
the phenothiazines in the paper by Cohen et al. 
(1964). They studied the case records of 40 
male schizophrenics who had committed suicide, 
and matched them for age, race, length of 
hospitalization, etc., with 40 male schizo- 
phrenics who did not commit suicide. They 
found that the ‘suicidal and control groups were 
given tranquillizers (mainly chlorpromazine) in 
approximately the same percentage of cases. No 
significant differences existed between the 
number of schizophrenic patients who com- 
mitted suicide and those who did not in terms 
of the number receiving tranquillizers or in 
terms of their average daily doses. Тыз... 
despite the fact that depression was evident in 
60 per cent of the suicidal cases in contrast to 
38 per cent of the non-suicidal cases’. It might 
also be pointed out that when manic patients 
respond to phenothiazine medication and 
subsequently develop features of an endogenous 
depression, the depression is not usually blamed 
on the phenothiazines; rather, it is regarded 
as a normal swing from the manic to the 
depressed phase in a manic-depressive illness. 

Two cases histories from the writer’s own 
experience may help to illustrate the pheno- 
menon of endogenous depression following acute 
schizophrenia: 
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Case т 

Mr. F.O'M., aged 28, married—dock worker. 

Presented with two-week history of hearing voices 
accusing him of being homosexual and delusions that 
next-door neighbour was watching him when he had 
intercourse with his wife. Had threatened neighbour with 
a knife. No associated insomnia or depression, though 
appetite had diminished. 

Previous personality—introverted; а worrier. 

Mental state—deluded and hallucinated as above; no 
evidence of formal thought disorder. 

Physical state—n.a.d. 

Treatment—ECT;; trifluoperazine 30 mg. daily. Made 
good response to treatment and discharged on trifluo- 
perazine. 


Follow-up (one month after discharge): 

Complaining of depression, worse in evenings but with 
associated early morning waking and loss of interest. 
Delusions absent, hallucinations only occasionally. 

O.E.—obviously depressed. 

Treated with amitriptyline 150 mg. daily, and trifluo- 
perazine reduced to 15 mg. daily. 

Made steady improvement on this regime. 


Case 2 

Mrs. J. S., aged 28, married. 

Presented two months after birth of second child with 
ideas that her conversation was being recorded, and the 
TV was influencing her mind and that she was connected 
to a machine at the local hospital which was controlling 
her thoughts. 

F.H.—Mother had a puerperal psychosis, 

Mental state—preoccupied with her delusional ideas; 
could not give sensible account of herself. Not elated or 
overactive. 

Treatment—ECT; thioridazine 100 mg. daily. Appeared 
to make a complete recovery. 


Subsequent course 

One month after discharge complained of depression, 
worst in morning and early morning waking, Listless, 
lacking interest and energy. No delusional ideas; normal 
at interview apart from depression. Responded eventually х 
to tricyclic antidepressants. During this depressive spell, 
interview with husband revealed the interesting fact that 
her original illness had begun with two or three days of 
mild depressive symptoms, and when the delusions, etc., 
first began at home she was very overactive, ‘rushing around 
the house, doing all sorts of things’. 

Thus this woman’s main psychotic illness, originally 
diagnosed as acute schizophrenia, was preceded by mild 
depressive symptoms, ushered in by a brief spell of increased 


psychomotor activity (not present on admission) and followed 


a month later by a full-blown depressive illness. 


(b) The patient who suffers an ‘acute schizo- 
phrenic’ illness, makes an apparently full 
recovery and then, some time later, suffers a 
relapse with a typical affective psychosis 'un- 
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_ contaminated by ‘schizophrenic’ symptoms. A 
further case from the writer's experience exem- 
plifies this phenomenon: 


Case 3 

Mrs, A.B., aged 46, housewife. 

Admitted on compulsory order with four-week history 
of prominent ideas of reference—felt people were spying 
on her, ideas that dead relatives were in contact with her, 
ideas that she was under influence of black magic, etc. 
She also described ‘electric shock’ feelings which she 
claimed emanated from the television. During the two 
days prior to admission she became overactive, hardly slept at 
all and was impulsive and unpredictable. She attacked her 
G.P. when he came to the house, breaking his spectacles. 
Previously well adjusted personality. Younger sister treated 
with ECT for agitated depression. 

On admission, she settled down immediately without 
requiring parenteral medication, though she remained for 
the first few days rather suspicious of the medical and 
nursing staff’s intentions. No depressed or elated, no 
formal thought disorder (in either schizophrenic or 
manic sense). Described her delusional ideas, but seemed 
to accept that she was ill and required treatment. Not 
overactive in hospital. 

All psychopathology resolved completely on trifluo- 
perazine 15 mg. daily and she was discharged ‘recovered’ 
two weeks later, continuing to take the trifluoperazine. 

Ten months later she was re-referred with typical ‘endo- 
genous’ depressive symptoms—with early morning waking, 
feeling worse in the morning, etc.—of some three months’ 
duration. She was seen by another psychiatrist at this 
time, who also noted that ‘schizophrenic features have 
remained in abeyance’ and prescribed amitriptyline in 
addition to trifluoperazine. Within five weeks the de- 
pression had resolved and she was still well a further two 
months after that. 


Also, Vaillant, as mentioned earlier noted that 
of the twelve ‘recovered schizophrenics’ he 
followed up six had subsequent ‘manic-depressive 
relapses’; and Ziskind et al. (1971) described five 
patients who presented initially as acute schizo- 
phrenia and were followed-up for fifteen to 
thirty years, and whose subsequent relapses were 
almost exclusively affective in form. 


DISAUSSION AND CONCLUSIONS 


In summary, then, the present situation 
appears to be as follows: 


(a) There is a conspicuous lack of agreement 
amongst psychiatrists as to the delimitation, 
psychopathology and prognosis of the illness 
known as schizophrenia. In addition, and most 
probably as a result of this heterogeneity of 
views, research has so far failed to yield any 
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definite underlying biochemical, hormonal or 
neuropathological abnormality. 

(b), There is little doubt that many—possibly 
the majority—of patients diagnosed initially 
as schizophrenia go on to deteriorate. 

(c) Equally there seems little doubt that a 
sizeable proportion of patients diagnosed initially 
as schizophrenia do go on to make a virtually 
complete recovery from their symptoms, even 
though they may suffer relapse(s) at a later 
stage—i.e. their immediate and long-term 
prognosis is comparable to that of patients with 
manic-depressive psychosis. 

(d) Some patients present with an appa- 
rent complete mixture of schizophrenic and 
affective features; some, having recovered from 
an apparent schizophrenic illness, sometime 
later relapse with an apparently typical affective 
illness; and some patients, on recovery from an 
apparent schizophrenic illness, almost immedi- 
ately slip into a typical ‘endogenous’ de- 
pression. This frequency of association between 
affective and schizophrenic illnesses seems to 
occur more frequently than one would expect 
if the two were distinct categorical disease 
entities; if they were, one would expect them to 
occur together by chance no more frequently 
than in one or two cases in a hundred. 

(e) As a corollary to the above, it 1s suggested 
that to label a patient ‘schizophrenic’ is a 
meaningless exercise unless the psychiatrist is 
also prepared to define his terms. It follows from 
this that the classification, in its present form, of 
the functional psychoses into schizophrenic and 
affective psychoses is of strictly limited value. 

How can this confusion be resolved with a 
view to improving the ‘existing method of 
classification? Possible solutions to be consi- 
dered would seem to be as follows: 

1. The first obvious solution to be considered 
is that Kraepelin’s work was in vain and that 
‘functional psychosis’ is a single disease entity 
without any major subdivisions. However, it 
seems to the writer that this view can readily be 
rejected on the grounds of observed differences 
in prognosis and response to treatment: some 
psychotic patients respond well to treatment, 
often to the attainment of complete recovery, 
others fail to respond and may show a steady 
deterioration in the course of the psychosis. 
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One would hardly expect such variation if 
functional psychosis were a unitary entity. 

2. Beck’s (1967) solution, which he formulated 
as follows: "Ihese observations could be ex- 
pressed graphically by viewing the cases of 
functional mental illness in terms of a spectrum: 
at one end are the pure manic-depressive cases 
"with a good prognosis: and at the other are the 
pure schizophrenic cases with a poor prognosis. 
In between are varying blends of these disorders 
(the schizo-affective cases) with a fair prognosis. 
The relationship between diagnosis and prog- 
nosis may be conceptualized in terms of the 
operation of two variables: the schizophrenic 
variable linked to a poor prognosis; and the 
affective variable linked to a good prognosis. 
The cases at either end of the spectrum repre- 
sent one of these variables—either the schizo- 
phrenic or the affective. The cases between the 
poles contain both variables and the resultant 
prognosis depends on the relative strength of 
each’. 

By ‘spectrum’, Beck presumably means a 
single dimension for representing the functional 
psychoses. However, he then refers to ‘the 
operation of two variables’—the ‘schizophrenic 
variable’ and the ‘affective variable’; but, quite 
manifestly, if there are two variables operating, 
two dimensions are required to represent them. 
To represent the ‘schizophrenic variable’ and 
the ‘affective variable’ on the same dimension 
or ‘spectrum’ would be like trying to represent 
the function y = x + c on a single axis. (This 
criticism is essentially the same as that which 
Eysenck (1970) levelled at Kendell (1968) and 
Carney, Roth and Garside (1965): Eysenck 
pointed out that both these authorities, having 
elicited by factor analytic techniques factors 
corresponding to the concepts of neurotic and 
endogenous depressions, then proceeded mis- 
takenly to combine these two factors to form one 
‘dimension’ for the purposes of demonstrating a 
unimodal or bimodal frequency distribution 
curve.) Kendell himself appears to support 
Beck’s thesis in his paper of 1970 in which he 
failed to demonstrate a bimodal distribution 
curve using a discriminant function analysis of 
patients’ weighted scores on clinical items 
related to schizophrenia and affective psychosis. 
However, he appears to have retracted from 
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this view in a later paper (Everitt, Gourlay апа. 
Kendell, 1971—see below). Foulds and Caine 
(1965) sum-up very succinctly the fallacy of the 
schizo-affective concept: ‘If principles of division 
have been arrived at which enable one to speak 
of a schizophrenic syndrome and of an affective 
syndrome, it is not logically permissible to 
speak of a schizo-affective syndrome, since this 
term denies the original principles of division’. 

3. The next possibility to be considered is that 
the schizophrenic and affective psychoses are 
two independent dimensions rather than two 
separate categorical disease entities. This theory 
is, of course, exactly the same as that which 
Eysenck proposed for the resolution of the 
unitary v. binary controvery in the field of 
depressive illness (Eysenck, 1970). On this basis 
schizophrenic and manic-depressive psychoses 
would be regarded as continuous distributions, 
ranging from zero to the most extremely 
psychotic on either dimension, and on both 
of which dimensions all people—normals and 
patients alike—could be represented. Thus the 
‘normal’ person would score low on both 
dimensions (Fig. 1(a)), the ‘typical’ schizo- 
phrenic would score high on the schizophrenic 
and low on the manic-depressive dimension 
(Fig. 1(b)), the ‘typical’ manic-depressive high 
on the manic-depressive dimension and low on 
the schizophrenic (Fig. 1(c)) and the ‘mixed’ 
case which is so difficult to comprehend under 
the traditional categorical system would score 
high on both dimensions (Fig. 1(d)): 

Such a theory would account quite satisfac- 
torily for the concurrent appearance of schizo- 
phrenic and manic-depressive features in the 
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„same patient—as in Fig. 1(d)—but would not so 

readily account for the consecutive appearance of 
the two syndromes in the same patient (as 
mentioned earlier in connection with patients 
with schigophrenic symptoms who, after re- 
covery from these, go on to develop an appa- 
rently typical ‘endogenous’ type depression). 

Also, it is noteworthy that Eysenck, who is the 
leading authority on dimensional theory in 
relation to psychodiagnostics, while eliciting a 
psychotic dimension does not seem to have 
elicited such separate schizophrenic and manic- 
depressive dimensions. Furthermore, the recent 
paper by Everitt, Gourlay and Kendell (1971), 
in which the technique of cluster analysis is 
used in ‘an attempt at validation of traditional 
psychiatric syndromes’, gives results which seem 
to favour quite strongly a categorical classifica- 
tion for the functional psychoses—paranoid 
schizophrenia, mania, and psychotic depression 
each forming quite well-defined clusters. 

4. In an attempt to resolve the confusion 
surrounding the classification of the functional 
psychoses, it seems reasonable to take the con- 
cept of manic-depressive psychosis as the starting 
point. This has the merit, as mentioned earlier, 
that there is little controversy regarding the 
clinical manifestations and prognosis of the 
‘typical’ case, whereas there is still considerable 
controversy regarding these aspects of ‘typical’ 
schizophrenia. 

Although most authorities seem to accept 
that the primary feature of the affective psy- 
choses is the mood change—either elation or 
depression, it is probably true that most psychi- 
atrists have seen the occasional case which they 
unhesitatingly diagnose as mania in which the 
mood is not elated; and, similarly, cases of 
endogenous/psychotic depression in which de- 
pression of mood is not one of the patient’s main 
symptoms—Schneider’s ‘depressio sine depressione 
(Schneider, 1939). In the writer’s experience, 
however, there is one of Henderson and 
Gillespie’s triad of symptoms which is invariably 
present in florid manic or depressive psychoses— 
increased or decreased (retardation) psycho- 
motor activity. This being so, it would seem a 
logical step to assume the existence in the brain 
of some ‘pacemaker’ whose function can be 
‘accelerated’ or ‘retarded’ in some way to cause 
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increase or decrease in psychomotor activity 
and other effects—on speed pf thinking processes 
(to produce pressure of talk or poverty of 
thought), mood, sleep, appetite, etc. Such a 
theory would be in accord to some extent with 
Roth’s theory that ECT exerts its action in 
manic-depressive psychoses through a ‘dience- 
phalic pacemaker’ (Roth, 1951). j 

Now, of the two phases of manic-depressive 
psychosis, it is common experience that it is 
the manic phase which gives rise to most 
problems in differentiation from ‘schizophrenia’. 
On reflection, this difference seems hardly 
surprising when one remembers that it is the 
manic phase that is productive of florid psycho- 
pathology, the depressive phase being typified 
rather by such negative features as diminished 
activity, poverty of thought, etc. (When delu- 
sions and hallucinations occur in the depressed 
phase they are said to be of a characteristically 
‘depressive type—accusatory voices, feelings 
they are being punished, ideas of unworthiness, 
etc.) This problem in differentiating mania 
from a schizophrenic syndrome is reflected in 
the findings of Kendell and his associates 
(Kendell, 1971) in their U.S./U.K. diagnostic 
project referred to earlier, in which it was found 
that schizophrenia was diagnosed in 61:5 per 
cent of admissions to New York psychiatric 
hospitals and 39:9 per cent of admissions to 
London psychiatric hospitals while the corre- 
sponding figures for mania were 0:5 per cent and 
6-9 per cent respectively. 

If symptoms reminiscent of 'schizophrenia' 
may occur in the manic phase in association with 
the other more typical manic features, it is but a 
short step to envisage the situation in which the 
typical features of the manic phase are replaced 
entirely (or almost entirely) by features which 
are more usually accepted as being typical of 
schizophrenia such as non-depressive delusions 
and hallucinations, catatonia, passivity feelings, 
etc. Also, if one accepts some disturbance of 
cerebral function as underlying manic-depressive 
psychosis, be it biochemical, electrolytic, or 
some altered 'pacemaker' activity, it should 
again be hardly surprising to find that 'schizo- 
phrenic’ features occur in association when one 
remembers that ‘schizophrenia’ can be ‘sympto- 
matic’ of several types of cerebral dysfunction, 
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such as temporal lobe epilepsy, the epileptic 
psychoses, amphetamine or alcohol intoxication, 
Huntington’s chorea, cerebral trauma, cerebral 
tumour, etc. (Davison and Bagley, 1969) and is 
often ‘completely undistinguishable from schizophrenic 
psychoses, . . . and not to be accounted for by any 
latent specifically schizophrenic predisposition’ 
"(Slater and Roth, 1969). Also, Schneider in his 
description of his first rank symptoms, specific- 
ally states that they are diagnostic of schizo- 
phrenia only in the absence of basic somatic 
illness. ‘Any of these signs . . . may sometimes occur in 
psychotic states that arise from a known physical 
illness’. The present writer's suggestion then is 
that much of what is currently classed as ‘acute 
schizophrenia’ is really what might be termed 
a ‘тапіс equivalent’ in a manic-depressive 
psychosis. This would then resolve the problem 
of the remitting schizophrenias. It would also 
make comprehensible those frequent cases where 
the patient has an acute ‘schizophrenic’ illness 
on one occasion and an affective illness on 
another (case history 3), and those cases where 
an acute ‘schizophrenic’ illness is followed on 
recovery almost immediately by typical endo- 
genous/psychotic depressive symptoms (case 
histories 1 and 2). In both instances, the acute 
‘schizophrenic’ features are simply sympto- 
matic of the manic phase of a manic-depressive 
psychosis. The so-called ‘schizo-affective’ psy- 
choses would also be basically manic-depressive 
psychoses with the manic or depressive features 
‘contaminated’ by symptomatic schizophrenic 
features. This last suggestion would be in 
accordance with Clayton et als conclusions, in 
their clinical and genetic study of schizo- 
affective disorders (Clayton, Rodin and Wino- 
kur, 1968), that the ‘relationship is very strong 
between schizo-affective disorder and affective 
disorder . . . it appears that the family data 
support the idea that schizo-affective disorder 
is simply a variant of affective disorder'. (This, 
incidentally, is in marked contradistinction to 
the General Register Office's Glossary of Mental 
Disorders (1968) where schizo-affective disorder 
is classed under the heading of ‘schizophrenia’.) 
Further support for this widening of the manic- 
depressive concept is the similarity in response 
to treatment of both mania and acute schizo- 
phrenia. Thus the suggestion is that the reason 
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why they both respond to neuroleptics and/or. 
ECT is that they are both basically the same 
illness. (Case history no. 2 illustrates this point. 
This woman’s puerperal psychosis was originally 
diagnosed as acute schizophrenia; but, on the 
basis of the form of the illness—good response to 
ECT and neuroleptics, preceded and followed 
by depressive syndrome—and on the evidence 
of the early overactivity in association with the 
florid psychosis, it seems reasonable retro- 
spectively to diagnose this case as manic- 
depressive psychosis, bipolar type.) 


Of these four possible solutions, then, it is the 
fourth one that appears to the writer most 
effectively to resolve the problems in connection 
with the existing classification which were posed 
earlier in the paper. Essentially this regards the 
schizophrenic syndrome as an ill-defined, entirely 
non-specific clinical syndrome whose main 
usefulness is as an indicator of underlying 
cerebral dysfunction; thus it may be sympto- 
matic of the organic cerebral conditions men- 
tioned earlier such as intoxications, trauma, 
epilepsy, tumour, etc., or, in the realm of the 
so-called functional psychoses (which may well 
transpire to have an organic basis), it may be 
symptomatic of manic-depressive psychosis as 
well as of the chronic, deteriorating illness 
traditionally designated as schizophrenia. The 
definitions of manic-depressive psychosis and 
schizophrenia would then be as follows: 


Manic-depressive psychosis 

A functional (i.e. of as yet undetermined 
organic causation) psychotic illness of acute 
onset, tending to respond well to physical treat- 
ment methods (neuroleptics, antidepressants, 
ECT), and therefore of good immediate prog- 
nosis though with a tendency towards subse- 
quent relapses. 

The ‘typical’ case presents, as traditionally 
described, with increased/diminished psycho- 
motor activity, elevation/depression of mood, 
and pressure of talk/poverty of thought (accord- 
ing to whether in the manic or depressed phase, 
respectively), but either phase may show features 
of a (symptomatic) schizophrenic syndrome— 
e.g. auditory hallucinations, ideas of reference, 
passivity feelings, catatonia, etc.—and in, the 
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case of mania such features may form the 
predominant psychopathology. 


Schizophrenia 

A functional psychotic illness of insidious 
onset, with a course tending towards chronicity 
and/or deterioration, and with a strictly limited 
response to physical treatment methods. In view 
of the all-embracing symptomatic nature of the 
schizophrenicsyndrome mentioned above, schizo- 
phrenia per se must be diagnosed mainly by a 
process of exclusion of (a) underlying organicity, 
(b) manic-depressive psychosis. 

Thus, in a patient presenting with a pre- 
dominantly schizophrenic syndrome, once the 
possibility of underlying organic disorder has 
been eliminated, the differential diagnosis 
between schizophrenia and manic-depressive 
psychosis depends primarily on the form of the 
illness rather than on its psychopathological 
content, and the possibility of manic-depressive 
psychosis is considered first, as—at least as far 
as the 'typical' cases are concerned—it is the 
better defined of the two conditions. The 
presence or absence of Vaillant's criteria for 
‘prediction of schizophrenic remission’ (dis- 
cussed earlier) should provide useful supporting 
evidence in those cases where the diagnosis still 
remains in doubt. 

It is the present writer’s contention, therefore, 
that such an approach to the classification of the 
functional psychoses has the merits of (a) being 
most in accord with the various items of clinical 
evidence discussed in the earlier sections of the 
paper, (b) providing more exact operational 
definitions of the functional psychoses than those 
hitherto in use, (c) bringing the overall course 
of the illness once again into predominance— 
which was what Kraepelin originally envisaged 
when he first promulgated his theory of the 
schizophrenic-affective dichotomy. 


SUMMARY 
The traditional division of the functional 
psychoses into schizophrenic and manic- 


depressive categories is discussed and important 
differences of opinion as to what is signified by 
the tegm ‘schizophrenia’ are highlighted. Certain 
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similarities between the course of ‘acute schizo- 
phrenia’ and the course of manic-depressive 
psychoses are indicated. From consideration of 
the available evidence it is suggested that the 
schizophrenic syndrome is a non-specific clinical 
entity which can be symptomatic not only of 
organic cerebral dysfunction but also of manic- 
depressive psychosis—particularly the manic’ 
phase—as well as of schizophrenia itself. It is 
suggested in consequence that it is the form 
rather than the psychopathological content of 
the psychosis which should receive primary 
consideration in reaching a diagnosis, and 
revised definitions of schizophrenia and manic- 
depressive psychosis embodying this concept are 
proposed. 
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The Use of Clustering Techniques for 
the Classification of Psychiatric Patients 


By JOHN S. STRAUSS, JOHN J. BARTKO and WILLIAM T. CARPENTER, Jr. 


There has been a reawakening of interest in 
the classification of psychiatric patients. Clini- 
cians and researchers alike have realized that it is 
impossible to evaluate methods of treatment, 
determine aetiology, or measure the course of 
illness of psychiatric disorders without adequate 
methods for diagnosis. On the other hand, it has 
been shown that conventional clinical methods 
for making psychiatric diagnoses are of distress- 
ingly low reliability, except for the broadest 
categories, and have only marginal relationships 
to such criteria of validity as common aetiology, 
common response to treatment, and common 
prognosis (Baldessarini, 1970; Beck et al., 1962; 
Jenkins, 1966). Klein (1967) has shown that the 
usual clinical diagnoses, because of low validity, 
can actually obscure important relationships 
between types of psychopathology and such 
crucial variables as response to treatment. 

An alternative to clinical diagnostic methods 
and categories for psychiatric classification has 
been made possible by the computer through the 
use of cluster analysis techniques. Cluster 
analysis or ‘numerical taxonomy’ (Sokal and 
Sneath, 1963) is a method by which a wide 
variety of data on large numbers of patients 
can be considered simultaneously, resulting in a 
classification of individuals into ‘natural groups’. 
Such groups are considered to represent that 
division of a population which places together 
those individuals with the most characteristics in 
common. The application of these methods to 
psychiatric diagnosis implies that classical 
diagnostic methods are impeded by the diffi- 
culty a clinician has in simultaneously consider- 
ing multiple variables in large populations. The 
individual attributes of diagnosticians also affect 
their diagnostic methods. Using the computer, 
however, it is possible to consider simultaneously 
bothsa larger number of individuals and more 
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data about each individual in arriving at 
meaningful categorizations. The assumption 
about such ‘natural groups’ is that when a 
great amount of data can be considered valid 
groups will be defined that will be useful in 
predicting other variables. Once the ‘natural 
groups’ have been defined by the use of cluster 
techniques, it will be possible to define the 
characteristics of these clusters operationally and 
then develop fully reliable methods for placing 
new patients into the appropriate cluster. 

Several attempts have been made to apply 
clustering techniques to psychiatric patients in 
order to further clinical or research aims. 
Grinker et al. (1968) utilized clustering techniques 
to help partition borderline psychotic patients 
into subgroups. Lorr (1966) applied another 
clustering technique in order to develop a more 
operational typology of psychiatric patients. 
Jenkins (1966), Paykel (1971), and Pilowski 
et al. (1969) used cluster techniques for similar 
purposes. In these studies, the results were 
considered to represent real patient groups. 
But it is still not clear to what extent clustering 
methods define the most meaningful groups that 
comprise the population, or merely produce one 
of an almost infinite number of possible sub- 
divisions of a population. Although Lorr and 
Radhakrishnan (1967) compared two clustering 
techniques with a sample of patient data and 
found that the two techniques produced very 
similar groups, Fleiss and Zubin (1969) hold 
that different clustering techniques will result 
in widely differing subgroupings of a popula- 
tion. They point out that different clustering 
methods often include implicit assumptions 
about the nature of similarity among patients 
that may not fit any clinical models. 

Despite the promising attributes of clustering 
techniques, their intelligent application requires 
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that means of selecting between different 
methods and the various potential classifications 
they produce should be developed. 

This report describes results obtained utilizing 
different clustering techniques on the same 
psychiatric data. Criteria and methods for 
selecting the most useful technique will be 
described. Results with the programme deter- 
mined as most applicable demonstrate the kind 
of patient groups produced by these methods in 
contrast to conventional clinical diagnostic 
categories. 

METHOD 

To compare different clustering techniques, 
a known mixture of ‘patients’ was constructed 
by fabricating 100 archetypal ‘patients’ to be 
characteristic of five diagnostic groups with 20 
‘patients’ in each group. The ‘patients’ were 
rated to resemble one of the five diagnostic 
groups: paranoid schizophrenic (PS), simple 
schizophrenic (SS), manic-depressive manic 
(M), manic-depressive depressed (PD), and 
neurotic depressed (ND). Each ‘patient’? was 
rated on a group of 48 symptoms and signs that 
covered a wide variety of psychiatric symptoma- 
tology. Auditory hallucinations, visual halluci- 
nations, depressed mood, and blunting of affect 
are examples of the kinds of symptoms rated. 
The ‘patients’ within each of the five diagnostic 
groups had some variation in ratings, and 
between each of the five diagnostic groups there 
was some overlap of characteristics among the 
‘patients’ so that, for example, there were 
‘patients’ in both the PS and SS groups who had 
positive ratings for poor rapport. Four different 
representative clustering techniques were em- 
ployed using the ratings of the 100 ‘patients’ as 
input. Besides testing the four clustering tech- 
niques, several different methods of preparing 
the data for use with these methods were 
employed in order to test whether, besides the 
cluster techniques themselves, the preparation of 
data for input into the clustering programs 
influenced the resulting classifications. 


RESULTS 
Different preparations of the data and each of 
four clustering techniques resulted in different 
classifications of patients. (For technical details 
see Bartko et al., 1971.) The results and their 


implications for the application of clustering tech- 
niques to psychiatric data will be described here. 


Preparation of the data 

Raw data can be scaled, dichotomized, and 
combined in a number of ways. There is an 
integral relationship between the way in which 
the data are prepared, and the clustering 
technique used in any given instance. Several 
questions arise regarding preparation of data. 
If ratings are originally made on an ordinal 
scale, should these then be dichotomized for 
statistical purposes? What should be done with 
ratings where the rater is uncertain, for example, 
whether the patient does or does not have a 
given symptom? Should uncertainty be forced 
into a definite presence-absence dichotomy for 
the purpose of data analysis? What are the 
effects of data reduction procedures such as 
factor analysis? These questions were investi- 
gated by employing several of the alternatives 
with the cluster analyses performed in the data 
from the archetypal ‘patients’. 

Each choice affected the membership of the 
resulting clusters. The results of one series of 
alternatives in which preliminary factoring was 
used in different ways is shown in Table I. 











TABLE I 
Clusters produced using different methods for data preparation 
Hierarchical cluster program 
(100 Archetypal patients*—48 symptoms) 
Cluster 
Input 
description I 2 3 4 5 Total 
1, Nine factor ND оо 20 
scores; all PS 2 12 6 20 
loadings; SS 20 20 
T scores M 2 6 7 5 20 
PD 7 13 20 
2. Nine factor ND 19 1 6 20 
scores; PS 5 6 5 4 20 
Loadings SS 18 2 920 
> |о:4]; M 6 8 4 2 оо 
T scores PD 1: 4 8 б 20 
3. Raw scores ND 20 20 
PS 20 20 
SS 20 20 
M 20 20 
PD 20 20 


* 20 ND = Neurotic depressed 
20 PS — Paranoid schizophrenic 
20 SS = Simple schizophrenic 
20M = Manic 
, 20 PD = Psychotic depressed e 
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This Table describes three different outputs 
using the same clustering technique with only 
the preparation of data varying. The output 
produced by preliminary factoring of the data 
using all loadings (run r) is different from the 
output produced by use of loading 0-4 or greater 
in absolute value (run 2). Both results are 
different from the output using raw data without 
factoring (run 3). Thus, preliminary data 
transformations can have considerable effect on 
patient classification. 


Choice of clustering program 

The second methodological issue is the choice 
of the clustering program itself. In this study 
four different clustering techniques were used, 
each representing a different type of technique 
commonly used in classification. Each technique 
classified the patients differently. 

The first clustering technique used was a 
matching coefficient program developed by 
Rubin and Friedman (1967), the best known 
technique currently available for using rating 
data in its nominal form. Using data in this 
form has the advantage of not requiring the 
assignment of scaled or numerical values to 
ratings of patient symptomatology. 

In practice, many modifications of the data 
had to be made to avoid numerous problems 
that caused classification of patients into groups 
that were not clinically relevant. One such 
example was that patients tended to be clustered 
together on a primary basis of absence of 
symptoms. Such similarity based on absence is 
generally unsatisfactory in any taxonomic 
system, since, for example, bicycles, airplanes 
and daisies could be placed in the same group, 
because none have teeth. Many other data 
modifications were also necessary. The best run 
of the different modifications, the one in which 
the matching coefficient technique most closely 
reproduced the input groups, is shown in 
Table IJ. Even in this best run, the matching 
coefficient method grouped together all PD 
patients with all the ND patients and put all the 
PS patients together with the M patients. With 
any clustering technique clusters are produced, 
but in this example the clusters do not reflect the 
groups of known similarity that had been used 


as input. 
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'TABLE II 


Cluster analysis of 100 archetypal patients* based 
on ratings of 48 symptoms 











Matching coefficient technique** 
Cluster 
I 2 3 Total 
ND 20 20 
PS 20 20 
SS 20 20 
M 20 20 
PD 20 20 





* 20 ND = Neurotic depressed 
20 PS = Paranoid schizophrenic 
20 SS = Simple schizophrenic 
20M = Manic 
20 PD = Psychotic depressed 
** Matching coefficient defined in this run as 
number of similarities between patients on presence 
of symptoms divided by number of similarities on 
symptoms present plus total dissimilarities. 


The second clustering technique used was the 
linkage technique employed by Lorr (1966). 
With this technique Lorr found that only a 
part of any group of patients being evaluated 
fell into clusters. T'his was an especially serious 
problem with acute patients from his sample 
in which only 35 per cent of the patients 
evaluated fell into the clusters developed. This 
same program was employed in the current 
study with the data from the 100 archetypal 
‘patients’ using three runs, each specifying a 
different degree of similarity among patients 
required for their inclusion in the clusters—a 
feature of this program to allow for more or 
less homogeneous groupings. Using the raw 
data of the ratings as input, the run with this 
program which most nearly duplicated the 
original input groups separated all the SS and 
PS ‘patients’ into separate clusters but grouped 
all PD and ND ‘patients’ together in one cluster. 
The programme separated 18 of the M ‘patients’ 
into one cluster but two of the M ‘patients’ 
remained unclustered. Several less successful 
runs of this program were made using factor 
scores and standard scores rather than raw 
data as input. 

A third technique, a hill climbing method 
described by Rubin and Friedman (1967) and 
used by Grinker et al. (1968), was employed with 
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TABLE ПІ 


Linkage cluster analysis 
гоо Archetypal patients* —48 symptoms 








Cluster 


Comment • 





Input description 
I 2 


3 4 Total 


—————————————————————————————— ÉL 


ND 20 
PS 
SS 
M 
PD 


* 20 ND — Neurotic depressed 


*05 inclusion cutoff 
0-10 exclusion cutoff. 


18 
20 





20 PS — Paranoid schizophrenic 


20 SS = Simple schizophrenic 


20M = Manic 
20 PD = Psychotic depressed 


the same sample of 100 archetypal ‘patients’. 
This program requires that the investigator 
specify the number of groups he wants pro- 
duced. Although suggestions for determining 
this number have been given (Marriot, 1971), 
these are not definitive, and if the number of 
natural groups represented in the population 
does not happen to be the same number as that 
specified by the investigator the descrepancy 
does not become apparent. Further, Grinker 
et al. (1968) found that this program pro- 
duced three alternative solutions for clustering 
the input patients into the four groups they 
specified. Although such a result allows for 
close interaction between clinicians and the 
statisticians in requiring that the clinicians 
decide among the possible alternatives, it does 
not suggest a ‘best’ solution based on the 
properties of the data alone. 

With the archetypal patients, the best run 
with this technique is shown in Table IV. This 
result places in the same cluster all ND, PS and 
SS ‘patients’. It separates the M and PD 
‘patients’ into two clusters each. This result was 
obtained using factor scores, necessary because 
of the limitations of the program regarding 
input data. Another disadvantage of this 
program was that it consumed a considerable 
amount of computer time. 

The fourth cluster technique used was a 
hierarchical program developed by McKeon 
(1967). This method was originally developed to 
be used with a distance measure of the similarity 
between individuals. Such a definition specifies 


20 2 Patients not clustered; 
20 20 (2M) 
20 20 
18 
20 
TABLE IV 


Hill-climbing (multivariate) cluster analysis 
100 Archetypal patients* —48 symptoms 








Cluster 
Input 
description I 2 3 4 5 Total 
in|T|/[W|; nine ND 20 20 
factor scores, all PS 20 20 
loadings; factor SS 20 20 
scores from 48 M 9 II 20 
symptoms PD 1з 7 20 


* 20 ND — Neurotic depressed 
20 PS — Paranoid schizophrenic 
20 SS = Simple schizophrenic 
20M = Manic 
20 PD = Psychotic depressed 


two patients as similar depending on the level 
of scores rather than on the basis of similar 
patterns of profiles. Utilizing this definition of 
similarity, the hierarchical program did not 
reproduce the input groups. However, when the 
definition of similarity between patients was 
changed from a distance to a correlation 
measure (a measure of similarity of profile 
patterns), far more favourable results were 
obtained. With such a correlation measure, 
for example, a patient with a high level of 
auditory hallucinations and depression would 
be considered as being similar to a patient with 
an intermediate level of auditory hallucinations 
and depression. Using the hierarchical cluster 
technique with a correlational measure of 
similarity produced the results shown for the 
correlation measure in Table V. Although 
e. . 
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TABLE V 
Hierarchical cluster analysis 
тоо. Árchelypal patients*—48 symptoms 
Cluster 
Input 
description I 2 3 4 5 Total 
1. Distance ND 20 20 
measure of PS 20 20 
similarity SS 20 20 
M II 9 20 
PD 20 20 
2. Correlation ND 20 20 
measure of PS 20 20 
similarity SS 20 20 
M 20 20 
PD 20 20 
* 20 ND = Neurotic depressed 


20 SS = Simple schizophrenic 
20M = Manic 
20 PD — Psychotic depressed 


correlation coefficients as similarity measures 
have been criticized (Fleiss and Zubin, 1969), 
with these data representing psychiatric types 
the correlational measure with a hierarchical 
clustering technique was the only method that 
exactly reproduced the input groups. 


DISGUSSION 

These results demonstrate that the member- 
ship of clusters produced from a set of data is 
sensitive to data preparation methods and to a 
choice of cluster technique. Because of this sensi- 
tivity and the almost infinite number of possible 
divisions of a large sample, cluster techniques 
cannot be usefully applied to problems of 
psychiatric classification without first attempt- 
ing to select rationally among the numerous 
programs available and without having criteria 
for evaluating any given cluster result. 


Criteria for selecting clustering techniques and 
evaluating results 

The selection of type of data preparation and 
cluster program can be greatly aided by pre- 
liminary use of known archetypal groups con- 
structed using the kind of data collected from the 
real sample in a way analogous to those reported 
above. It seems most likely that a program that 
cane«eproduce such known groups will be most 
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helpful in defining useful groups from the real 
sample. . 

Determining which outputs represent replic- 
able groupings and hence are likely to suggest real 
types present in the sample can be approached 
by using the criterion of stability of assignment 
of individuals to groups. If group membership 
resulting from a cluster analysis changes mar- 
kedly with small variations in either the sample 
or the variables included in the analysis, it is 
likely that the clustering program is not useful 
for dividing the population into discrete groups, 
or else that the total population is homogeneous. 
Two simple manoeuvres can test stability of the 
output groups: (1) Randomly partition the 
sample in half and cluster each half indepen- 
dently. Membership assignment in the parti- 
tioned samples should be similar to that of the 
entire sample if the clusters are stable. This test 
of stability can also be performed by clustering 
a sample of patients and then adding a few new 
members to determine whether the grouping 
remains essentially the same. (2) А second 
means of establishing the underlying stability of 
groups produced by a clustering program is to 
add or delete some of the variables used to 
describe the individuals in the sample. Such a 
procedure should have only a modest effect on 
the clusters produced if the clusters are stable 
representations of naturally occurring groups. 
When the hierarchical program with the 
correlational measure of similarity described 
above was used to cluster each of two random 
halves of the sample, the input groups were 
reproduced exactly in one of the halves. With 
the second half of the sample, the program 
reproduced the diagnostic groups except that 
three of the eight ND ‘patients’ in that part of 
the sample were clustered with nine PD 
‘patients’. This experience with the split halves 
clustering was considered to be a satisfactory 
result demonstrating the relative stability of 
the clusters produced by the method. 

In applying the other test of stability, eight 
randomly selected symptoms out of the 48 
symptoms on which each of the roo ‘patients’ 
were rated were deleted from the input data. 
The hierarchical program with correlational 
measures of similarity was run with this reduced 
number of input variables. The five original 
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groups of ‘patients’ were again produced by the 
program in spite of the deletion of one-sixth of 
the input data. à 

Itis possible that these methods for measuring 
the stability of clusters can be used to clarify the 
degree of discreteness of the subgroups of the 
population being evaluated as well as to evaluate 

“the programs. A program that is capable of 
reproducing stable clusters, but which with a 
given sample does not reproduce such clusters, 
might suggest that the sample is made up of 
patients who possess largely overlapping or 
continuous ‘traits’ rather than belonging to 
discrete diagnostic types. 

The final establishment of the validity of a 
given diagnostic or cluster classification is 
perhaps the most difficult and crucial aspect of 
developing a classification system. Any cate- 
gorization, whether based on cluster results or 
clinical diagnostic models, must ultimately 
stand or fall depending on the relationship of the 
diagnostic categories to crucial clinical and 
research variables. 

When a clustering program has been evalua- 
ted for a given type of data, the kind of results 
that might be expected, and the way in which 
they might be compared to more traditional 
methods of clinical diagnostic classification, is 
shown below. This example used the hierarchical 
clustering program with correlational measures 
of similarity which had been the most promising 
in the series of tests described to cluster a sample 
of 132 real patients. 


Real patients 

These real patients were a group of patients 
seen as part of the investigators’ participation in 
the World Health Organization sponsored 
International Pilot Study of Schizophrenia. The 
patients were a series of acute psychiatric 
admissions to two private general hospitals and 
one state hospital. Psychiatric admissions to 
these hospitals were included in this study if 
they were between the ages of 15 and 45, had 
not been continuously psychotic for longer than 
three years or had more than two years in 
hospital out of the past five, and had no evidence 
of organic brain disorder. Patients admitted to 
the psychiatric units of the three hospitals who 
fitted these criteria and came from a specified 


catchment area were interviewed within one 
week of admission. The Present State Examina- 
tion (Report of the Collaborating Investigators, 
Vol. 1), a standardized interview and rating 
schedule, was used as a basis for the interview 
procedure and the rating of psychiatric symp- 
toms and signs the patients had experienced in 
the month before interview. The ratings from 
each of the 132 patients were combined to 
produce 32 dimension scores. These dimensions 
were derived from clinical adaptation of factors 
originally described by Fleiss (unpublished data) 
using similar data from similar types of patients. 
The resulting dimensions are a clinical mathe- 
matical structure combining behaviours that 
occur together most frequently into symptoms 
and signs that make clinical sense. 

The data from the 132 patients scored on the 
32 dimensions were used as input data for the 
hierarchical cluster program. A feature of 
the hierarchical program indicated that mathe- 
matically the best output was an eight cluster 
output. We first evaluated these clusters by 
comparing them to diagnostic group assign- 
ments made by the interviewing psychiatrists 
according to the International Classification of 
Diseases (ICD) (Table VI). In this Table the 
ICD classifications have been combined as 
indicated. Table VI demonstrates that the two 
methods of classification are far from identical. 
Nevertheless, the relationship between cluster 
and diagnosis is not random. The y^ of this 
Table with 28 degrees of freedom is 57:88, 
P < :оот. Because of the number of zero cells 
in the full 5 x8 table, rows, 2, 3, 4, and 5 were 
combined to form a 2x8 contingency table. 
The resulting x? value was 40:19, 7 d.f., 
p < -oor. Clusters 1, 3, 5, and 7 are striking 
for their proportionally large number of diag- 
nosed schizophrenics, and Cluster 8 is comprised 
totally of schizophrenics, but has a membership 
of only four patients. Cluster 2, while containing 
many schizophrenic patients, has a large 
number of neurotics and personality disorders 
as well as psychotic depressed patients. Cluster 4 
is largely comprised of patients diagnosed as 
neurotic and personality disorders, but has four 
schizophrenics. Cluster 6, a small cluster of four 
patients, does not appear to have any recog- 


nizable diagnostic weightings. • 
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Taste VI 
Comparison of hierarchical clusters to diagnosis for 132 patients 
Cluster 
ICD diagnosis 
М I 2 3 4 5 6 7 8 Total 

Schizophrenia (295:0-295--9) . 17 25 12 4 17 2 16 4 97 
Manic-depressive, manic (296: 1) I I 2+ 
Manic-depressive, circular and depressive (296-0 O, *2, “3, 298- :o) 7 I 8 
Neurosis and Pone disorder i ad 0-:9, a o-' 3 E 9 8 1 2 1 21 
Other*  .. 1 2 I 
Total 18 44 12 15 18 4 17 4 192 





* Reactive psychosis, Unspecified 


Paranoid state, Other 
Acute paranoid reaction 
Other psychosis. 


While this Table demonstrates a clearly non- 
random relationship between cluster member- 
ship and diagnosis made by the psychiatrist, 
it is not clear in evaluating the clusters why there 
was not a greater correlation between cluster 
membership and diagnostic category. Why, for 
example, are there schizophrenics in each of the 
eight clusters? Why do a large proportion of the 
neurotic and personality disorder patients fall 
into two different clusters? 

These questions can be answered by deter- 
mining the symptoms most characteristic of 
each of the eight clusters, as represented in 
Table VII. These characteristics were defined 
by calculated mean dimension scores for each 
cluster in terms of both raw and standard scores. 
They demonstrate that the four clusters with the 
large proportions of schizophrenic patients in 
fact have quite different characteristics. Cluster 1 
is a group of acutely psychotic, restless patients 
with good insight who show symptoms of de- 
personalization and derealization, delusions of 
passivity and persecution, fantastic delusions 
and sexual delusions. 

Cluster 3, on the other hand, is comprised of 
12 patients whose outstanding characteristic is 
lack of insight and who are also marked by the 
presence of confusion, delusions of persecution 
and passivity, visual hallucinations, flattened or 
labile affect, and withdrawal. These patients 
were frequently put into the schizophrenic sub- 
category of undifferentiated. They had little 





depression or agitation and resembled ‘process, 
schizophrenics. 

Cluster 5 was the third group that had a 
proportionally large number of diagnosed 
schizophrenics. These patients had the highest 
scores on lack of insight of any of the eight 
clusters. In contrast to cluster 3, however, they 
had characteristic symptoms of hypomania and 
grandiose delusions. They were not depressed. 
This group, while diagnosed as schizophrenic, 
had many characteristics of mania. Cluster 7 
represented a group of retarded schizophrenics 
characterized by confusion, flat affect, and 
retarded movement and speech. 

Cluster 8, the fifth cluster with a high propor- 
tion of schizophrenics, was also distinguishable 
from the other four such clusters. This group 
was marked by an extremely high mean score 
on the dimension of unkempt appearance—the 
highest score on this dimension of all the clusters. 
These patients also demonstrated auditory hallu- 
cinations, delusions of passivity, fantastic and 
sexual delusions, withdrawal and somatic con- 
cerns. They were the most regressed, bizarre 
and chronic patients in the sample and were 
considered to have the worst prognosis. The five 
clusters proportionally high in diagnosed schizo- 
phrenic patients contain five different types of 
patients, types commonly identified although not 
necessarily diagnosed separately clinically. Simi- 
lar separations of patients by clinically relevant 
criteria were also found in the other clusters. 
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Taste VII 
Symptom characteristics of 8 clusters produced from 132 patients 




















Cluster 1 Cluster 2 Cluster 3 Cluster 4 
Lack of insight ° 
Reported restlessness Reported restlessness Disorientation Somatic concerns 
* Depersonalization Reported belligerence Delusions of passivity Depression 
Derealization Visual hallucinations 
Delusions of persecution Flat affect 
and reference Labile affect 
Delusions of passivity Delusions of persecution 
T Visual hallucinations and reference 
o Other delusions Withdrawal 
z Auditory hallucinations 
Grandiose delusions Depression Incomprehensibility 
Depressive and nihilistic Hypomania 
Delusions Unkempt appearance 
Depression Grandiose delusions 
General suspiciousness Bizarre behaviour 
Other delusions 
Incongruent affect 
Auditory hallucinations 
Other hallucinations 
Reported restlessness 
Lack of insight Disorientation Reported restlessness Hypomania 
Lack of insight Reported belligerence General suspiciousness 
Visual hallucinations Disorientation 
= Lack of insight 
о Grandiose delusions 
d Delusions of passivity 
Other delusions 
Visual hallucinations 
Auditory hallucinations 
Withdrawal 
Flat affect 
Cluster 5 Cluster 6 Cluster 7 Cluster 8 
Lack of insight Sloppy appearance 
General suspiciousness Retarded movement Somatic concerns 
Observed belligerence Disorientation Other delusions 
Flat effect Delusions of passivity 
an Lack of insight Auditory hallucinations 
© Withdrawal 
М 
T Hypomania Retarded speech Observed restlessness 


Grandiose delusions 

General suspiciousness 

Delusions of persecution 
and reference 


Hypomania 
Grandiose delusions 
Bizarre behaviour 
Anxiety 

General suspiciousness 
Report belligerence 





° e 
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TABLE У11—сот4. 
Cluster 5 Cluster 6 Cluster 7 Cluster 8 
Depression Depression Reported, restlessness 
s; Reported restlessness 

Reported restlessness Hypomania Hypomania Lack of insight 
= Depersonalization Obsessions Reported belligerence Visual hallucinations 
o Derealization Disorientation 
d Delusions of passivity 


Visual hallucinations 


Bizarre behaviour 
Withdrawal 
Flat affect 





These results show ways of understanding how 
the hierarchical cluster program uses data on 
psychiatric symptoms and signs to classify 
patients into ‘natural groups’ that are related to, 
but are different from the clinical diagnoses. 
The characteristic symptoms for the different 
clusters constitute clinically recognizable syn- 
dromes, but are somewhat different from 
conventional clinical diagnostic groups. 

To compare results of the different cluster 
techniques with real patients, the three cluster 
methods that had not been successful in repro- 
ducing the groups of archetypal ‘patients’ were 
run using the data from the real patients as input. 
The linkage (Lorr) and matching coefficient 
(Rubin-Friedman) programs were significantly 
related to major diagnostic categories and the 
hierarchical clusters (Table VIII). The hill 


TABLE VIII 
Chi square of three cluster algorithms with major 


categories and a hiearchical program 

















x? d.f. p 
=з ыш a 
with 
diagnosis g1:5 I5 «'Or 
Linkage (Lorr) 
with 
hierarchical 177:8 30 < :001 
with 
Hill-climbing diagnosis 22:9 21 NS 
(Rubin- 
Friedman) with 
hierarchical 192:4 49 <‘OO! 
with 
Matching co- diagnosis 22°9 3 «'ooIl 
efficient (Rubin- 
Friedman) with 
hierarchical 20:6 7 <-005 





climbing measure had a significant relationship 
with the hierarchical program, but not with the 
major diagnostic categories. 

For each technique with real patients, the 
results corresponded to the results with arche- 
typal ‘patients’. The matching coefficient tech- 
nique consolidated patients into a relatively 
small number of groups in both instances (two 
groups of real patients, three groups of arche- 
typal patients). The linkage technique corre- 
sponded very highly with the hierarchical 
technique for both archetypal and real patients, 
but had the disadvantage of clustering only 64 
of the 132 real patients. The hill climbing tech- 
nique placed in one cluster about one-half of the 
real patients, as it had with the archetypal 
‘patients’, and distributed the rest of the real 
patients fairly evenly throughout the remaining 
seven clusters, as it had the archetypal patients 
throughout the remaining four clusters. 

These results suggest an important consistency 
of relationship among different cluster algo- 
rithms, the structure of data, and output that 
can be used to clarify the nature of all three of 
these variables through the process of varying 
them systematically. For the purposes of this 
study, however, they tend to confirm the validity 
of generalizing the characteristics of cluster 
programs from archetypal to real data. 


SUMMARY 
The sensitivity of the classifications produced 
by cluster analysis to type of data preparation 
and choice of program has been demonstrated. 
Because of this sensitivity, it is helpful to deter- 
mine at least that a given cluster program can 
reproduce known groups in a stable way utilizing 
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data of the type to be analysed in the real 
sample. Once this has been accomplished, 
analysis of the real data can be performed. 
In the application of clustering techniques to 
problems of psychiatric classification, the results 
of the analysis of real data can be related to 
diagnostic categories and characteristic profiles. 
If these appear promising, the next step is the 
difficult task of validation of the groups using 
criteria different from the kind of data from 
which the patients were originally classified. 
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Patterns of Hypochondriasis : A Principal 


Components Analysis 


By G. N. BIANCHI 


INTRODUCTION 

Hypochondriasis, though recognized as 
common and important, has not been accorded 
the study that its ubiquity and prominence 
might be thought to require. It is not long since 
anecdotes and uncontrolled observations mas- 
queraded as knowledge. 

The ensuing impasse derives in particular 
from the failure of investigators to define and 
sub-define hypochondriasis. It seems plain that 
‘only after everyone understands what is being 
referred to by the term will it be possible to 
consider what hypochondriasis is, what brings 
it about, how it is to be treated and what its 
relationship to other psychopathological mani- 
festations may be’ (Wolf, 1966). Further, as 
Grinker et al. (1968) have observed, we are in 
*an era when clinical diagnosis and classifications 
are derogated, diagnostic skills atrophying and 
the life-history of psychiatric entities of no 
great concern'. When these interests were more 
esteemed, computers and the appropriate 
programs that can put order into masses of 
observations were not available. 


METHODOLOGY 


In the course of a study of depression (Kiloh 
et al., 1972), 235 psychiatric in-patients of the 
Prince Henry Hospital Psychiatric Unit, Sydney, 
were examined by the author and other workers. 
About one-half of the 235 were diagnosed as 
having a depressive illness. One or more of the 
symptoms of disease phobia, disease conviction, 
somatic preoccupation and psychogenic pain 
were complained of by 135 patients; 17 of 
these 135 had schizophrenic or organically based 
conditions, and these were excluded to avoid 
clouding of the factor structure. This left 118 
patients, 40 men and 78 women. 

The psychiatric interview became structured 
after, a free-flowing period, and usually lasted 
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about 50 minutes. The patients’ actual replies 
were scored, except for judgemental items, which 
by definition required an opinion. Relatives 
were interviewed by a social worker, and any 
extra information was considered by the team 
of three psychiatrists; judgements were altered 
if justified by the new evidence. One psychiatrist : 
did all the interviews, and the other two made 
their ratings from the taped record. The author 
was the sole assessor of the hypochondriacal 
status, and only he scored the replies to the 
hypochondriacal interview (Bianchi, 1971a). 
This part usually took some 45 minutes. 

Only 24 variables were selected for analysis 
from the hundreds available (Appendix I). This 
was to decrease ‘noise’ and to aid interpretation 
of the components. Even this number would be 
considered too many by some who recommend 
for principal component analyses that there 
should be approximately ten times as many 
patients as the number of variables (Nunnally, 
1967). 

Most of these variables were chosen for this 
analysis because they differentiated the various 
forms of hypochondriasis from their control 
groups. Complete data were not available for a 
few patients, and so a correlation matrix 
allowing for missing data was formed. This is 
available on request. This matrix was analysed 
by the principal components method. The 
components extracted and rotated (varimax) 
were those with latent roots above unity. (The un- 
rotated components are shown in Appendix IT). 


RESULTS 

Tables I-III summarize the findings. 

Table I shows the means and standard 
deviations of the variables. Sex is excluded (it is 
variable number 7). 

Table II displays the results of a principal 
components analysis with varimax rotation. 
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TABLE | 
Means and standard deviations of the variables and the 
sample size (№) contributing 
Standard 

Variable Mean deviation N 
1. Disease phobia 0:33 0°59 118 
`2. Disease conviction о.18 0°55 118 
3. Somatic preoccupation 0°81 0:89 118 
4. Psychogenic pain .. 1:36 0:85 118 
5. Dysmorphic beliefs 0:62 0:85 118 

6. Hypochondriacal 
personality .. 0:38 0:67 118 
8. Аде .. d .. 42:50 16-10 118 
9. Depression E.V. 5105 5:96 118 
IO. Suicidal E.V. .. .. 4°86 2°75 118 
II, Anxiety E.V. .. .. 11500 4:66 118 
12. Habit change E.V. .. 9-32 3:72 118 
13. Agitation Us e Ig 1:92 118 
14. Paranoid feelings .. о:58 I'24 118 


15. Pain tolerance .. I02*79 24°59 go 
16. Sensation threshold .. 98. 


17. E.P.I. lie score 4:66 2:16 114 
18. Inhibition of anger .. 1:00 1'00 108 
I9. Poor paternal personality 1-19 1°77 118 
20. Life defeats .. ..  0o:81 0-81 108 
21. Maternal oversolicitude 0-51 0:04 108 
22. ‘Unnecessary’ operations 0:37 0-61 108 
23. Excess of family illness о:85 0:78 108 

0-96 114 


24. Poor prognosis -. T22 


The components are arranged from left to right 
in descending order of variance magnitude. 

Factor I accounts for 10-8 per cent of the 
variance and factor VIII for 6-6 per cent. 

In Table II the components have a simplified 
format and only the highest loadings are 
included. 

Because old people selectively forget some 
early life experiences, age was partialled out of 
the correlation matrix and a new principal 
components analysis performed. Likewise E.P.I. 
Lie Score was partialled out and then both age 
and E.P.I. Lie Score together. Factor VII was 
the only one of the eight components rotated 
that changed much with the partialling out, for 
it was the only one dependent on proper recall of 
slightly opprobrious details (see T'able IV). 


PATTERNS OF HYPOCHONDRIASIS: A PRINCIPAL COMPONENTS ANALYSIS 


It is interesting to see how disease phobia. 
comes into closer association with such ‘forget- 
table' variables when the cloaks of old age and 
high Lie Score are removed. 


DISCUSSION 


The chief components relating to hypo- 
chondriasis are seen to be: 

I. An inhibition of anger—maternal over- 
solicitude component (‘programmed augmenta- 
tion' leading to disease phobia). 

2. An anxiety component (‘current augmenta- 
tion' leading to disease phobia). 

3. A psychogenic pain—somatic preoccupa- 
tion component (stronger among females). 

4. Ásomatic preoccupation—hypochondriacal 
personality component (stronger among males). 

5. A disease conviction or disordered cognition 
component. 

There is an age-agitation constellation in 
which disease conviction obtains a small factor 
saturation, and there is one of high pain 
tolerance and high sensation threshold in which 
disease phobia and much family illness are at the 
opposite pole. An interesting component not 
associated with hypochondriasis is an environ- 
mental load—suicidal proneness combination 


(No. V). 


The disease phobia components 

The disease phobia structure associated with 
maternal oversolicitude, inhibition of anger, 
poor paternal personality and low scoring on the 
suicidal index (No. VII) was the principal one 
requiring Eysenck Personality Inventory Lie 
Score and/or age to be partialled out from the 
correlation matrix. Disease phobia was the 
hypochondriacal symptom most often preceded 
by early life events that excessive conformists 
are wont to disown or that the aged are prone 
to forget. The technique of partialling out 
represents one way of decreasing the hazards of 
retrospection (Table IV). 

This disease phobia dimension can be viewed 
as demonstrating ‘programmed augmentation’. 
The term ‘augmentation’ has been taken from 
the work of Petrie (1967) who conceptualized 
people in terms of their tendency to augment or 
to reduce stimuli. It has been shown elsewhere 
(Bianchi, 1971b) that the disease phobics can be 
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"TABLE Н 
Principal components analysis with varimax rotation of components with latent roots above unity 


* I II 

I. Disease phobia v .. 07 —01 
2. Disease conviction .. 31 —II 
3. Somatic preoccupation —06 —45 
4. Psychogenic pain... .. 18 — 64. 
5. Dysmorphic beliefs .. OI —17 
6. Hypochondriacal personality —08 —00 
7. ned (+ = male) ah 15 48 
8. e S0 —8{ or 
9. Depresioa E.V. Е .. 27 II 
10. Suicidal E.V. .. ves .. 38 22 
1I. Anxiety E.V. .. .. —07 OI 
12. Habit change E.V. —57 01 
18. Agitation —78 19 
14. Paranoid feelings .. —IO o8 
15. Pain tolerance vs .. 06 01 
16. Sensation threshold .. —51 36 
17. E.P.I. lie score —48 —24 
18. Inhibition of anger .. —I2 OI 
19. Poor paternal personality .. 11 11 
20. Life defeats .. .. 04 —31 
21. Maternal oversolicitude .. 24 II 
22. ‘Unnecessary’ operations .. 02 —73 
23. Much family illness .. .. —19 —38 
24. Poor prognosis 2s 20 II — 32 

Percentage of variance 10-8 8-6 
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Principal components 
ПІ ГУ V VI VII VIII 
—08 —20 —20 —27 —24 
—67  —g81 .—94 Á—14 —I9 - 
—27 —16 56 —13 22 
—19 —o6 12 09 —02 
—01 03 —07 —37 47 
702 14 77 —19 —09 
12 —08 —20 54 38 o6 
—02 03 —12 23 Or 10 
—28 35 —30 —10 03 
o8 04 47 —26 27 —16 
— 36 02 13 10 04 07 
—18 05 —11 14 —17 
—08 —О4 —14 —o8 —16 
—15 13 09 16 —о3 
07 09 —00 —OI 19 83 
29 06 16 17 —02 5I 
40 —08 —14 o4 —42 10 
—00 18 05 14 —71 —18 
—18 04 67 19 —go 05 
—16 73 —o6 09 05 
—50 оо —01 —54 —02 
o9 09 I2 —o6 —07 —01 
—o8 05 41 38 12 —39 
14 —54 22 09 12 04 
8:0 7'8 71 7'3 7:0 6:6 





Decimal points omitted. Males were scored 1 and females о. 


understood as augmenters. ‘Programmed? refers 
to the premorbid influences which predispose 
subjects to fears that they have a disease. 
‘Current’ alludes to the here-and-now determi- 
nants of disease phobia, the principal one being 
anxiety (No. III). 

No. VIII—a ‘tolerant of pain’ dimension— 
includes disease phobia. The loading of disease 
phobia changes from —0:24 to —0:31 when 
age is partialled out. The revised loadings are: 
pain tolerance (0-82), sensation threshold 
(0-59), much family illness (—o-41), dysmor- 
phic beliefs (0:36) and disease phobia 
(—0°31). 

These three components provide an overview 
of disease phobia and indicate its roots. No. ITI 
concerns the current clinical state; No. УП 
comprises the types of upbringing and per- 
sonality attributes; No. VIII reveals the experi- 
menjal associations. In a paper on ‘the origins of 


disease phobia’, Bianchi (1971b) has outlined 
a theoretical model, based upon correlational 
evidence obtained from a different sample of 
patients, that inter-relates the forces favouring 
development of disease phobia. The model is 
reproduced in Fig. 1. 

The three aspects of disease phobia make 
approximately equal contributions to the vari- 
ance, and together account for around 22 per 
cent of it. The dysmorphic beliefs item travels 
with disease phobia except on the ‘tolerant of pain’ 
component. The exception is No. VIII, and it 
suggests that a disease phobic person with much 
family illness has a low pain tolerance and a 
low sensation threshold. There is thus an aspect 
of dysmorphic belief that brings it into relation- 
ship with high pain tolerance and high sensation 
threshold. Some people who have an image of 
themselves as ugly are of masochistic, self- 
reviling and martyric bent, and one wonders if 
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ТАВІЕ III 
Simplified format of the principal components analysis with varimax rotation 
I II 
Age .. 3 = v ps 81 ‘Unnecessary’ operations .. TIME 
Agitation — .. ne n E 78 Psychogenic pain à s es 64 
Habit change E.V. .. a X 57 Sex—female .. m A T 48 
- Sensation threshold .. S 5% 51 Somatic preoccupation a Е 45 
E.P.I. lie score d уз 2 48 Much family illness .. T 25 38 
Suicidal В.У. = S —38 Sensation threshold .. .. —36 
Disease conviction .. ae zs 31 Poor prognosis Е be “©. 32 
Life defeats .. » 12 " 31 
ПІ IV 
Anxiety E.V. - zy S 76 Paranoid feelings .. Us 5 75 
Disease phobia i es T 56 Disease conviction .. ʻi T 67 
Depression E.V. - es P 54 Poor prognosis а; Vos 54 
Habit change E.V. .. vs Bs 43 Maternal oversolicitude |. 25 50 
E.P.I. lie score - = e —40 Depression E.V. ne e s 28 
Dysmorphic beliefs .. - T 38 
Sensation threshold .. е .. —829 
V VI 
Life defeats .. ES e 73 Hypochondriacal P.M.P. .. she 77 
Poor paternal personality n ES 67 Somatic preoccupation T es 56 
Suicidal E.V. £a eu 47 Sex—male .. es X 5 54 
Much family illness . sa oe 41 Much family illness . . 8 КР 38 
Depression E.V. T PE 2s 35 Depression E.V. -- n —90 
Disease conviction us .. —81 
VII у 
Inhibition of anger .. 24 T 71 Pain tolerance Р x ze 83 
Maternal oversolicitude — .. xs 54 Sensation threshold . = T 51 
E.P.I. lie score a is He 42 Dysmorphic beliefs .. s ne 47 
Dysmorphic beliefs .. Ji an 37 Much family illness . . —39 
Sex—female .. > Л 33 Disease phobia —24 
Poor paternal personality i zs 30 
Suicidal E.V. e —27 
Disease phobia Pa s ds 27 








E.P.I. = Eysenck Personality Inventory; P.M.P. — Premorbid personality; E.V. — Eigenvector. 


Decimal points omitted. 


this accounts for dysmorphic beliefs parting 
company with disease phobia. 


The two somatic preoccupation components 

One pertains more to females (No. II) and 
the other more to males (No. VI). Together 
they contribute about 16 per cent to the 
variance. 

A typical patient scoring high on the former 
could be described as: a woman burdened by 
life and by the spectacle of much family ilIness; 


she has a low sensation threshold and experi- 
ences her body as painful and troubled; she is 
the recipient of much so-called ‘unnecessary’ 
surgery, and tends to remain chronically unwell, 
resembling the chronic hysteric of Perley and 
Guze (1962). 

The male version also involves a ‘noisy’ body 
and the upsetting evidence of much family 
illness, but instead of being surgery-prone the 
male is seen more clearly as a hypochondriacal 
personality. Perhaps he visits the doctors seeking 
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Tasie IV 
The disease phobic factor of ‘programmed augmentation’ 
Age 
None Age Lie and 
Variable P.O. P.O. P.O. lie 
P.O. 
Inhibition of anger .. я 51 69 64. 
Maternal oversolicitude 54 61 42 56 
Dysmorphic beliefs .. 37 58 46 51 
Sex—female .. .. 33 27 27 31 


Poor paternal personality 30 33 37 42 
Suicidal E.V. .. . —27 


Disease phobia . i 27 47 45 46 





Decimal points omitted. P.O. = partialled out. 


similar solace, but his anatomy being what it is 
surgery is not such an easy recourse for the 
baffled doctor. The patientis a health-conscious, 
self-medicating physician to himself. 


The disease conviction component 

The other possible hypochondriacal dimen- 
sion is that of disease conviction (No. IV). 
Besides having disease delusions the patients 
with high loadings on this would have dis- 
ordered cognitions of the paranoid type. As 
children they would have been babied and 
overprotected and as part of the current illness 
would have a hopeless depression of poor 


prognosis. 


Component or syndrome? 

Components refer to relationships between 
rating items, not between individuals. It is only 
by default that they reflect groupings of patients, 
that is, a syndrome; otherwise they do not. A 
component can represent a syndrome when the 
raw scores of its constituent variables have a 
markedly non-normal distribution (Maxwell, 
1972). 

If it becomes apparent that patients with a 
high score on a particular component are poorly 
classified using orthodox nosology it is reasonable 
to suggest that the particular component 
describes a syndrome, especially if it accords 
with clinical judgement. 

It is proposed that at least one of the com- 
ponents fits this situation, namely, the female 
‘somatic preoccupation—psychogenic pain— 
"unnecessary" operations’ amalgam. Its pther 
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loadings are for much family illness, low sensa- 
tion threshold, poor prognosis and life defeats. 
Clinicians are familiar with patients who have 
high scores on this component as treatment 
problems, and yet they find it difficult to append 
a psychiatric diagnosis. Perley and Guze (1962) 
call it ‘chronic hysteria’, though because 
hysteria is such an overworked term it would 
seem preferable to use the diagnosis of hypo- 
chondriacal neurosis. 

The other components obtained probably do 
not represent separate disease entities but signify 
dimensions of hypochondriasis. Those scoring 
high on these dimensions are usually readily 
classifiable. For example, those scoring high on 
the disease conviction component mostly have 
an endogenous depression, and those scoring 
high on the disease phobic components com- 
monly have an anxiety neurosis. 


SUMMARY 


The patterns of hypochondriasis have been 
examined by a principal components analysis of 
data concerning 24 historical, clinical and 
experimental variables obtained from 118 
psychiatric in-patients. They had one or more 
of the symptoms, disease phobia, disease convic- 
tion, bodily preoccupation and psychogenic 
pain. Varimax rotation produced eight com- 
ASTHERIC CHILDHOOD 


MATERNAL OVERSOLICITUDE 


“UNNECESSARY OPERATIONS 
ABUSE HUCH FAMILY ILLNESS 


HYPOCHONDRIACAL 
AWALGESIC PERSONALITY 


PROGRAMMED AUGMENTATION 


LOW PAIN 
OBIA TOLERANCE 


CURRENT AUGMENTATION 


PSYCHOGENIC -4— — — —»- ANXIETY 
PAIN ANOREXIAHNSOMHIA 
ЕРІ NEUROTICISM 


AGITATION 


This figure condenses to a simpler diagram: 
LOW SENSATION 
THRESHOLD 


MUCH FAMILY ILLNESS CURRENT ANXIETY 
DISEASE PHOBLA 


Fic. 1.—Augmentation and disease phobia. A theoretical 
model based upon correlation evidence. 
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ponents with latent roots above unity. Five are 
configurations of hypechondriasis, and all are 
clinically meaningful. 

At least one probably represents a distinct 
hypochondriacal syndrome, the component with 
its highest loadings on ‘unnecessary’ operations, 
psychogenic pain, somatic preoccupation and 
beihg female. Its other sizeable loadings are on 
much family illness, low sensation threshold, 
poor prognosis and life defeats. Much family 
iliness is an important variable. Men with 
somatic preoccupation also have a loading on it, 
but in males a hypochondriacal premorbid 
personality takes the place that a history of 
‘unnecessary’ operations occupies in the female 
syndrome. 

There are at least two patterns of disease 
phobia; one described as illustrating ‘pro- 
grammed augmentation’ and one ‘current 
augmentation’. In the latter, disease phobia 
travels with current anxiety, depression and 
habit change. The word ‘programmed?’ alludes 
to the conjectured influence of maternal over- 
solicitude, poor paternal personality and inhi- 
bited aggression as a pre-existing trait. (Much 
family illness exerts its ‘programming’ influence 
on subsequent disease phobia indirectly via the 
pain tolerance and the sensation threshold, as is 
evident in component No. VIII). 

There is a disease conviction dimension, and 
it too has kinship with maternal oversolicitude. 
Its loadings on paranoid feelings as well as on 
disease delusions suggest that it is a disordered 
cognition grouping. 


Copa 


The appropriate selection of a manageable 
number of variables for the analysis were per- 
force guided by the preceding results of the case- 
control study. This dependence, however, does 
not detract from the usefulness of such mathe- 
matical techniques as principal components 
analysis in allowing a broader comprehension 
of ‘what hypochondriasis is, what brings it 
about . . . and what its relationship to other 
psychopathological relationships may be’. 
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APPENDIX I 


VARIABLES AND METHOD ОР SCORING 

Twelve items were scored 0, I, 2 or 3. 

Xero indicates a ‘no’ answer or absence in the case 
of judgemental items. One was used for replies such as 
‘sometimes’ and ‘a little’, or as indicative of mild, 
some, a little though certainly present in the case of 
judgemental items. A ‘yes’ answer was scored two and 
for judgemental items a two was scored if the item was 
presept in a substantial amount. Three was reserved 
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for strongly affirmative replies or to signify a great 
amount of or very strongly present. 


о, 1, 2, 3 items 

Disease phobia here means a persistent unfounded 
fear of suffering from a physical disease, with some 
doubt remaining despite examination and reassurance. 

Disease conviction was considered present when the 
patient was convinced that he had a disease or bodily 
disorder in the face of strong evidence to the contrary. 

Somatic preoccupation was assessed as present when 
the patient had a plethora of symptoms without an 
organic basis, typically many aches and pains and 
other forms of undue bodily awareness. 

Psychogenic pain was defined as pain which is 
independent of peripheral stimulation or of damage 
to the nervous system and due to emotional factors, 
or else pain in which any peripheral change such as 
muscle tension is a consequence of emotional factors 
(Merskey and Spear, 1967). 

The choice and definition of the items disease 
phobia, disease conviction and somatic preoccupation 
are influenced by the factor-analytic study of Pilowsky 
(1967). He submitted a questionnaire to a mixed 
hypochondriacal group of psychiatric patients and 
obtained factors interpreted as these aspects of 
hypochondriasis. The symptom of psychogenic pain 
is often present as a substrate in hypochondriasis and 
so it was included. 

Dysmorphophobia was not of primary interest 
though some think of it as a type of hypochondriasis. 
One item concerning dysmorphic beliefs was taken from 
the inventory devised by Beck et al. (1961). In this the 
patient assents to one of the four statements: 

I don't feel I look any worse than Y used to (scores 0) 

I am worried that I am looking old or unattractive 
(Scores 1) 

I feel that there are permanent changes in my 
appearance and they make me look unattractive 
(scores 2) 

I feel that I am ugly or repulsive looking (scores 3). 

Hypochondriacal personality refers to the disease- 
concerned, food-faddish people and not to the over- 
athletic or to the body-building narcissists. It is based 
on premorbid traits. 

Inhibition of anger. The relevant question is ‘Do you 
keep your angry aggressive feelings to yourself, 
bottling them up inside?’ 

Life defeats. ‘Have you suffered a large number of 
defeats, humiliations or other unpleasant experiences?’ 

Maternal oversolicitude. ‘Were you babied, molly- 
coddled and overprotected to a later age than is 
usual ?' 

‘Unnecessary’ operations is a judgemental item and 
implies an absence of organic pathology. A typical 
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patient to whom a score of one was allotted would 
have a history that went something like ‘various 
abdominal pains for several years culminated on one 
occasion in removal of an appendix which was not 
inflamed.’ Hysterectomy for mild or persistent abdo- 
minal discomfort and some menstrual irregularity 
and ‘heavy’ bleeding would also receive a score of one. 
A score of two would require two such operations and 
a score of three would be reserved for the polysurgical 
patient (Wahl and Golden, 1966). ‘Unnecessary’ in the 
present instance is not to be equated with unethical. 

Much family illness. ‘Have your relatives and loved 
ones had a lot of illness and ill-health?’ 

This item incorporates an element of judgement, 
but at this stage the hypochondriacal classification is 
unknown, and the interviewer is ‘blind’. 

Poor prognosis. This refers to the mental health at 
six months after discharge. 

Zero equals stable, 

one equals symptoms present but cause no in- 

capacity, 

two equals symptoms handicap and limit, 

three equals symptoms disable and incapacitate. 


Variables with 0—9 ratings 

Three items agitation, paranoid feelings, and poor 
paternal personality are the pooled assessments of three 
psychiatrists each using a 0, I, 2 or 3 system of 
scoring. The paranoid feelings were not commonly 
delusional. Poor personality of the patient’s father 
indicates various admixtures of bad temper, frugality, 
obstinacy, cruelty, alcoholism and fecklessness. 

The Eysenck Personality Inventory lie score has a 
different basis for its o-9 scoring (Eysenck and 
Eysenck, 1964). 


Continuous variables 

Age (in years) 

Sensation threshold (voltage) 

Pain tolerance (voltage) 

The test stimulus was a one-second electrical 
current delivered from a Grass S4 generator. The 
sensation threshold was that voltage at which the 
subject first felt the current and the pain tolerance 
was that level at which the patient demurred to any 
further increase. These two measurements are 
discussed more fully elsewhere (Bianchi, 19712). 

Scores on the principal components obtained from 
the patients’ actual replies to questions were available 
for each subject. The questions with highest loadings 
on the particular unrotated component were as 
follows: 

Depressive mood component < 

Do you feel Ше is not worth living? 

Do you feel at the end of your rope? 
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Do you feel hopeless? Do you often feel jittery? 
Suicidal component . Are you often worried for no reason? 
Have you tried suicide? Habit change component 
Have you thought of committing suicide? Have you lost your appetite lately? 
Anxiety component Questions concerning initial insomnia, fitful sleep, 
Do you feel tense much of the time? early waking and loss of weight. 
APPENDIX II 


PRINCIPAL COMPONENTS ANALYSIS DISPLAYING unrotated COMPONENTS WITH LATENT RooTs ABOVE UNrrv* 


ЫҸ 


Principal components 




















I п III IV V VI VII VIII 
I. Disease phobia s .. 38 —23 —10 —29 —43 —12 —05 19 
2. Disease conviction .. .. 58 00 o6 —49 27 оо 17 —17 
3. Somatic preoccupation .. 43 —21 56 —04 —15 29 13 17 
4. Psychogenic pain .. za 07 —46 44 —09 20 оо 04 21 
5. Dysmorphic beliefs .. .. 24, —14 03 27 —28 —18 52 15 
6. Hypochondriacal personality 35 —10 28 09 —44 38 —35 —o8 
7. Sex (+ = male) " .. —20 27 02 —30 —24 65 —17 or 
8. Age .. m 58 58 IO 20 13 II —I4 14 
g. Depression E.V. ut .. 46 —20 —58 18 08 —05 21 O1 
10. Suicidal E.V. .. m .. —48 —29 —42 II 14 o8 —14 —19 
II. Anxiety E.V. .. 23 ee 85 —25 —37 її —28 09 05 45 
12. Habit change E.V. .. .. 58 07 —38 оо 24 —02 —11 24 
13. Agitation 5 zi JW. 759 46 —27 05 23 14 I4 05 
14. Paranoid feelings — .. . 38 —23 —20 —27 27 45 16 —19 
15. Pain tolerance 2 .. —26 21 14 37 OI 33 55 24 
16. Sensation threshold .. 218 61 or 46 02 36 19 —19 
17. E.P.I. lie score v .. 36 34. 47 17 14 —24 07 —29 
18. Inhibition of anger .. .. 29 05 16 15 —46 —36 —o8 —32 
19. Poor paternal personality .. 10 —95 —21 48 —33 19 —07 —29 
20. Life defeats .. ^ .. 06 —54 —10 49 29 13 —03 —15 
21. Maternal oversolicitude 27 — 30 —07 —27 —29 —03 36 —42 
22. ‘Unnecessary’ operations .. 05 —97 46 24 25 —29 —02 13 
23. Excess of family illness .. 29 —37 14 24 її IO —58 07 
24. Poor prognosis i .. I2 —42 19 —05 35 30 19 —19 
Percentage of variance .. 12:8 II'0 8:8 72 6:9 6:6 6-0 47 





Decimal points omitted. Males were scored 1 and females o. 

* Naturally the amount of variance extracted by the components is altered with rotation. Since the 
rotated components have been rearranged in descending order of variance magnitude unrotated factors I, II, 
and so on do not correspond to rotated factors I and II etc. The unrotated components corresponding to 
rotated components I, IT, . . . to VIII are Ш, VI, V, IT, IV, I, VIII, and VII respectively. 
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Neurotic and Thyrotoxic Anxiety: Clinical, Psychological 


i and Physiological Measurements 
By STEVEN GREER, IAN RAMSAY and CHRISTOPHER BAGLEY К 
INTRODUCTION symptoms associated with organic illness; such 


Among the various methods of assessing 
morbid anxiety the psychiatric interview re- 
mains pre-eminent. By this means, we attempt 
to elicit what patients actually feel—the criterion 
against which all other measurements are 
validated. Dissatisfaction with the subjective 
nature of psychiatric interviews and with their 
low reliability (Cattell and Scheier, 1958; 
Kreitman, Sainsbury, Morrissey, Towers, and 
Scrivener, 1961) has led, on the one hand, to the 
use of rating scales which quantify subjective 
clinical judgements (Kellner, Kelly and 
Sheffield, 1968), and, on the other, to the 
development of techniques which purport to 
measure anxiety objectively. The latter fall into 
two broad categories: (i) questionnaires such 
as the Manifest Anxiety Scale (Taylor, 1953) 
and the IPAT Anxiety Scale (Cattell and 
Scheier, 1963), and (ii) measurements of 
somatic correlates of anxiety, in particular the 
various endocrine and physiological responses 
reviewed by Mason (1968) and Lader (1969), 
respectively. 

Ideally, objective measures of anxiety should 
be valid, reliable, and sufficiently simple technic- 
ally to permit their use in ordinary clinical 
practice. In respect of these requirements, it is 
difficult to make any direct comparisons be- 
tween the many diverse measures of anxiety 
described in the literature. Nevertheless, our 
choice of measuring instruments has been 
guided, as far as the available evidence allows, 
by the above criteria. Hitherto, studies of 
anxiety measurements have been confined 
almost entirely to patients with anxiety states 
and other psychiatric disorders or to normal 
subjects undergoing stressful, presumably 
anxiety-provoking experiences. There is a 
sugprising lack of data concerning anxiety 
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patients have been included in the present 
investigation. 

The aims of this study were: (1) to compare 
clinical ratings of anxiety with independent 
psychological and physiological measures in 
patients with (a) anxiety state and (b) thyro- 
toxicosis; (2) to determine the effects of a 
beta-adrenergic blocking agent, D-L-pro- 
pranolol, on anxiety levels in both groups of 
patients. The latter part of the study, which 
comprised a double-blind cross-over trial, will 
be reported separately (Ramsay, Greer and 
Bagley, 1973). This report deals with the first 
part of our investigation. 


METHODS 

Patients 

Our sample comprises a series of new patients 
attending medical and psychological medicine 
out-patient departments at King’s College 
Hospital. Patients with (a) neurotic anxiety 
states or (b) anxiety symptoms as a prominent 
manifestation of thyrotoxicosis were included 
in the study, providing there was no history of 
heart disease or asthma. The diagnosis of thyro- 
toxicosis was confirmed in each case by DP?! 
neck uptake and by serum protein-bound 
iodine estimations. Patients with a diagnosis of 
anxiety state, i.c. a condition of predominant 
apprehension and tension, experienced mentally 
or physically, persisting independently of ex- 
ternal factors and not considered secondary to 
other disorders (Black, 1966), were examined to 
exclude organic and other psychiatric illness. 

The purpose of the study was explained to 
patients and their informed consent obtained. 
All patients who were approached agreed to 
take part in the study. They took no drugs for 
two weeks before measurements were begun. 
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Clinical and psychological measurements 
On the basis of detailed psychiatric inter- 
views, degrees of anxiety were rated on a global 
5-point scale according to the reported severity 
and frequency of symptoms and the extent to 
which these interfered with normal activities. 
After the ratings had been completed, patients 
filled in the IPAT (Institute for Personality and 
Ability Testing) Anxiety Scale Questionnaire. 
This psychological test, comprising forty items, 
was developed by Cattell and Scheier (1963) to 
provide a reliable and valid measure of anxiety 
which can be used to assess changes in anxiety 
levels over time. The raw scores were con- 
_verted, according to the authors’ instructions, 
into sten (standard ten) scores. 


Skin conductance measurements 

The patient was seated in a dimly lit, sound- 
proof, constant temperature (21 °С.) room. 
The inactive electrode was applied 10 cm. 
above the lateral epicondyle of the right arm 
and the active electrode to the palmar surface 
of the distal phalanx of the right thumb. A 
6-inch loudspeaker was placed with its centre 
cone 30 cm. above and go cm. behind an 
imaginary line passing through the patient's 
external auditory meatuses. The electrodes and 
the loudspeaker were connected to the stimu- 
lating and recording apparatus in the next 
room. Basal recordings of skin resistance were 
made for 10 minutes, after which 15 sounds of 
100 decibel intensity and varying duration 
(5-15 seconds) were introduced at irregular 
intervals (20-120 seconds) for 15 minutes. The 
programme of sounds was controlled by a 
rotating disc with notches of different size. The 
sound was made by a spring-operated contact 
entering each notch and activating a relay. 

The following measurements were made: 


I. Change in skin conductance 

Skin resistance was measured at the start of 
the procedure. During the first five minutes of 
the run-in period skin resistance was measured 
each minute and averaged. The same was done 
for the second five-minute period. During the 
auditory stimuli the skin resistance was measured 
immediately before each stimulus. For the first 
twelve stimuli the readings were averaged in 
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three groups of four. The last three pre-stimulus 
recordings and the skin resistance measured two 
minutes after the final stimulus were averaged. 
Thus there were three measures of skin resist- 
ance under resting conditions and four*during 
the stimulation procedure, making seven in all. 

The records were converted to log conduct- 
ance using tables especially prepared by Dr. 
M. H. Lader. 


2. Magnitude of changes in skin conductance to 

auditory stimuli 

The skin resistance was measured before 
each of the fifteen auditory stimuli, as described 
above. Any diminution of the resistance within 
five seconds of the start of the stimulus was 
regarded as a response. The nadir of the re- 
sponse was measured, the difference between the 
two readings being the psychogalvanic response 
(PGR). The skin resistance measurements were 
converted to log conductance, as above, so that 
the PGR was recorded in terms of change in 
log conductance. The habituation rate of the 
PGRs, calculated by Lader and Wing’s (1966) 
method, refers here to habituation to stimuli 
of varying duration applied at irregular 
intervals. 


3. Spontaneous fluctuations 

The number of spontaneous fluctuations in 
the skin resistance which were greater than 
1 kilohm in size was measured (Sternbach, 
1960). These were counted over two five-minute 
periods during the resting phase and over the 
four time intervals during the auditory stimuli 
as specified above. 

All records were analysed by one investigator 
(I.R.) who had no knowledge of the diagnosis or 
of the results of clinical and psychological 
testing. 


RESULTS 

The total sample comprised 31 patients (28 
women and 3 men), of whom 17 were suffering 
from an anxiety state (mean age 33-48 years) 
and 14 from thyrotoxicosis (mean age 48-116 
years). Since the presentation of the entire 
matrix of intercorrelations of the 30 variables 
studied would occupy a great deal of space, we 
include here correlations of five selected 
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Tase І 
Correlations between selected psychological and physiological measures of anxiety in 17 anxiety neurosis and 
14 thyrotoxicosis patients 
. Clinical Skin Spontaneous 
rating Sten score conductance 5 P.G.R. fluctuations 3 


Clinical rating — — | — 84* 73* g5* —21 —49* оз 22 13 41 —14 —33 03 
Sten score 84* 73* 95 — — — -—06 —19 оу 19 оз 53% —05 —12 05 
Skin 
conductance 
measures 
I —16 —37 04 —01 —13 14 96* g95* g8* оз 00 05 —03 07 —25 
2 —13 —34 04 02 —07 13 98* 97* 99* —or —og 01 02 19 —26 
3 —06 —33 13 o9 —o6 25 93% 97* go* oo —o6 08 13 24 —o8 
4 —19 —23 o2 —o2 —06 10 15 оо 99* o6 o6 o6 —1ig —16 —зо 
5 —ar —49* 02 —06 -—1g 09 — — — ol 06 04 OI 27 —92 
6 —18 —24 or —17 —96 o8 14 —01 99* —03 —02 оз —23 —33 —30 
7 —11 —47* —or —07 —20 06  g9* 99* 99* —o: —og 00 о зо —29 
Psycho- 
galvanic 
(P.G.R.) 
measures 


9 29 20 38 33 31 34 08 ээ —or 51* 57* да 23 24 33 
10 —03 —22 38 —оз —19 42 24 28 зї —14 —21 23 20 25 26 
II 03 от 06 08 17 03 03 42 —30 —03 —16 13 41* 25 48 
12 17 —22 41 04 —34 32 40* 40 37 00 10 —13 16 02 II 
13 її —07 27 о2 —16 21 439* 87 46 03 35 —53* о: 26 —28 
14 17 —03 26 19 II 28 07 34 32 13 29 32 29 02 38 
15 12 —27 43 25 16 34 35 30 28 —о6 25 —19 10 52* —26 
Habituation 


ofP.G.R. зї 27 36 28 21 35 —15 —19 —14 —24 —15 —97 24 20 25 


Spontaneous 
fluctuations 
measures 

I от —05 06 05 —08 —оо 26 от —65 o3 —16 40 52* 58* 57* 
2 —16 —33 оо —I4 —97 —03 10 —05 —03 оо —I5 38 63* 78* бо* 
3 —14 —33 03 —05 —12 —25 OI 27 —92 —09 —27 18 — — — 
4 —18 —15 —1ig —19 -—20 —g0 —05 —o2 —38 —16 —3I —03 72* 81* 66* 
5 —26 —26 —а5 —18 —17; —a27 04 -—03 —30 05 05 05 58* 61* 53% 
6 —26 —22 —29 —28 —34 -—16 -—10 12 —18 —16 —29 04 68* 69*  68* 








Decimal points omitted; * indicates correlations significant at the 5 per cent level or beyond. ‘Ax’ indicates Anxiety 
State Patients (N = 17). Thy’ indicates Thyrotoxicosis Patients (N = 14). ‘All’ indicates all 31 patients. 
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measures ‘(Table I); they have been selected 
because of the comparatively high number of 
significant correlations with other variables 
which they possess. 

The main results may be summarized as 
follows: 

1. There was a high and significant correla- 
пол between clinical ratings of anxiety and sten 
scores derived from the IPAT questionnaire. 
This finding applied to patients in each diag- 
nostic category. 

2. The only significant correlations between 
clinical and psychological measures on the one 
hand and physiological measures on the other 
were (a) those between sten scores and two of the 
fifteen PGR measures in thyrotoxic patients, 
and (b) the negative correlations between 
clinical ratings and two of the skin conductance 
measures in patients with anxiety states. 

3. There were no significant correlations 
between measures of skin conductance, P.G.R., 
habituation, and spontaneous fluctuations re- 
spectively. 

4. Highly significant intercorrelations were 
found among all skin conductance measures in 
thyrotoxic patients and all but two of these 
measures in anxiety state patients. The measures 
ofspontaneous fluctuations were all significantly 
intercorrelated, but this was not the case among 
P.G.R. measures of which only a minority 
were correlated with one another. 

5. Statistical comparisons (not shown) be- 
tween thyrotoxic and anxiety state patients 
revealed that these diagnostic groups did not 
differ significantly in respect of the psycho- 
logical and physiological measures studied here. 


Disaussion 


The need for reliable and valid independent 
measures of anxiety requires no emphasis. It is, 
perhaps, a paradox that the validity of such 
measures can only be established by comparing 
them with the subjective feelings, i.e. symptoms 
—which patients express. This seeming paradox 
reflects the well-known philosophical enigma of 
the relationship between an individual’s sub- 
jective knowledge of his feelings and the 
knowledge which others can have of these 
feelings (Hampshire, 1972). However that may 
be, it seems clear that knowledge concerning 
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the subjective experiences of others will be 
enhanced if we can identify and measure the 
behavioural correlates—ranging from verbal 
behaviour to biochemical changes—of such 
experiences. * 

In the present study, we have attempted to 
validate independent psychological and physio- 
logical measures against clinical ratings of . 
anxiety. We found a highly significant correla- 
tion between clinical ratings and sten scores of 
the IPAT Anxiety Scale Questionnaire. Our 
result confirms the findings of many American 
workers (see Cattell and Scheier, 1963), suggest- 
ing that this questionnaire is likely to be a valid 
measure of anxiety. Despite the isolated negative 
findings of Robinson, Davis, Kreitman and 
Knowles (1965), the IPAT scale deserves wider 
use in clinical studies of anxiety in Britain. 

The lack of concordance between clinical 
ratings and any of the physiological measures in 
our study was a disappointing result. In Lader 
and Wing’s (1966) study of 20 patients with 
anxiety states, clinical ratings of anxiety were 
significantly correlated with the number of 
spontaneous fluctuations and, among 15 of these 
patients, with habituation scores. Their care- 
fully described experimental technique and 
analysis of tracings was repeated here with two 
modifications: (i) Lader and Wing measured 
habituation of PGRs to identical stimuli 
whereas we applied stimuli of varying duration 
at irregular intervals; (ii) in measuring the 
number of spontaneous fluctuations Lader and 
Wing used a log conductance criterion whereas 
we adopted the skin resistance criterion advo- 
cated by Sternbach (1960). These modifications 
may account for some differences in the results 
of the two studies, in particular a lower number 
of spontaneous fluctuations in the present investi- 
gation. It seems unlikely, however, that such 
technical modifications are responsible for the 
absence of correlations between the various 
measures of skin conductance and clinical 
ratings of anxiety in our series of patients. An 
ineluctable problem, as Lader (1971) rightly 
points out, is the difficulty of obtaining reliable 
and precise clinical estimates of morbid affects 
such as anxiety. To meet this problem, we—like 
Lader and Wing—quantified clinical assess- 
ments by using a global rating scale; Kellner's 
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(1972) exhaustive survey has shown that such 
scales are among the most effective methods for 
measuring severity of symptoms in patients 
with anxiety states. Another difficulty in this 
field of'research is, of course, the low reliability 
of the diagnostic category ‘anxiety state’ 
(Kreitman et al., 1961). 

The literature on skin conductance measure- 
ments in states of anxiety could be fairly de- 
scribed as being consistent only in its incon- 
sistencies. Although this state of affairs is often 
attributable to certain methodological defects 
(Martin, 1960; Lader, 1969), even when these 
pitfalls are avoided contradictory results still 
emerge. It may well be, therefore, that skin 
conductance measurements in anxious patients 
are unreliable. This assumption is supported, in 
our view, by the absence of any significant inter- 
correlations among the different measures of 
skin conductance in the present study. Similarly, 
it is pertinent to question the validity of skin 
conductance measures as indices of anxiety. 
Indeed, as Lader (1971) recently pointed out, 
what is being measured is not anxiety as such 
but a state of arousal of which anxiety is one of 
several possible emotional concomitants. Thus 
physiological arousal can occur in the absence 
of anxiety; the converse, it seems, may also 
apply, since in our study clinical ratings of 
anxiety which were verified by an independent 
psychological test did not correlate with any 
measures of skin conductance. 


SUMMARY 


The relationships between clinical ratings of 
anxiety and independent psychological and 
physiological measures were studied in 17 
patients with anxiety states and 14 patients with 
thyrotoxicosis attending a general teaching 
hospital. Clinical ratings of degrees of anxiety 
were compared with IPAT Anxiety Scale 
Questionnaire scores and with the following 
palmar skin conductance measures: skin con- 
ductance before and during auditory stimula- 
ton, psychogalvanic response (PGR) to audi- 
tory stimuli, habituation rate of the PGRs to 
stimuli of varying duration, and number of 
spontaneous fluctuations in skin conductance. 
To avoid bias, clinical ratings were completed 
before patients filled in the IPAT Questionntire, 
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and neither of these results was available to the 
investigator who measured palmar skin con- 
ductance. 

There were no significant differences between 
thyrotoxic and anxiety state patients in respect 
of the above measures. Clinical ratings of 
anxiety were significantly correlated with IPAT 
Anxiety Scale scores. None of the physiological 
measures was correlated with clinical ratings of 
anxiety, and correlations between the various 
measures of skin conductance were low and 


non-significant. 
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Propranolol in Neurotic and Thyrotoxic Anxiety 


By IAN: RAMSAY, STEVEN GREER and CHRISTOPHER BAGLEY 


INTRODUCTION 

D-L-propranolol has been reported as having 
a beneficial effect in anxiety (Granville- 
Grossman and Turner, 1966; Wheatley, 1969; 
Suzman, 1971). The effect is believed to be due 
to the drug's f-adrenergic blocking action 
which suppresses many of the somatic manifesta- 
tions of anxiety, such as tachycardia (Turner, 
Granville-Grossman and Smart, 1965) and 
tremor (Marsden, Gimlette, McAllister, Owen 
and Miller, 1968). Although the peripheral 
manifestations of anxiety may be ameliorated 
by propranolol it is not clear whether the drug 
has any effect on the subjective, central feelings 
of anxiety experienced by the patient (Marsden, 
1971). 

The aim of the present work was to study the 
effect of D-L-propranolol on the central mani- 
festations of anxiety, using psychiatric and skin 
conductance techniques. The latter have been 
shown to correlate with clinical ratings of 
anxiety (Lader and Wing, 1966). It was hoped 
that by choosing two groups of patients, one 
with neurotic anxiety states and the other with 
thyrotoxic anxiety, more might be learned 
about the mechanisms of anxiety in these two 
illnesses. 


MeETHODs 

The present sample comprised a series of 
patients attending medical and psychological 
medicine out-patient departments. Patients with 
(a) anxiety symptoms as a prominent manifesta- 
tion of thyrotoxicosis, and (b) neurotic anxiety 
states were included in the study providing there 
was no history of heart disease or asthma. The 
diagnosis of thyrotoxicosis was in each case 
confirmed by one of us (I.R.) and verified by 
Г: neck uptake and serum protein-bound 
iodine estimations. Patients with an anxiety 
state, i.e. a condition of predominant apprehen- 
sion and tension, experienced mentally or 


physically, persisting independently of external 
factors and not considered secondary to other 
disorders (Black, 1966)—were examined by 
І.К. and S.G. to exclude organic and other 
psychiatric illness. 

The nature of the trial was explained to 
patients and their informed consent obtained. 
All patients who were approached agreed to 
co-operate in the study. 


Measurements of anxiety 
A. Clinical and psychological test measures 

Based on information obtained from struc- 
tured psychiatric interviews, anxiety symptoms 
were rated on a 5-point global rating scale 
according to the severity of the symptoms and 
the extent to which these interfered with normal 
activities. After the ratings had been made (by 
S.G.), patients filled in the IPAT Anxiety Scale 
Questionnaire, an independent measure of 
anxiety developed by Cattell and Scheier (1963); 
the raw scores were converted as described in 
the authors’ handbook (1963) into sten (standard 
ten) scores. 


B. Skin conductance measures 

These were carried out (by I.R.) according 
to the methods of Lader and Wing (1966) which 
were modified in that 15 sounds of 100 db 
intensity and a duration varying from 5 to 15 
seconds were made at irregular intervals (20-120 
seconds) over a 15-minute period. The pro- 
gramme of sounds was the same for each test 
and was controlled by a rotating disc with 
different-sized notches cut into it. The sound 
was made by a spring-operated contact entering 
each notch and activating a relay. After the 
15th sound, recording was continued for a 
further two minutes. 


Analysis of recordings 
All the records were analysed blind without 
any knowledge of the diagnosis or the treatment. 


555 


556 
1. Change in skin conductance 

The skin resistance’was measured at the start 
of the procedure. During the first five minutes of 
the run-in period, skin resistance was measured 
each minute and averaged. The same was done 
for the second five-minute period. During the 
auditory stimuli the skin resistance was measured 
immediately before each stimulus. For the first 
twelve stimuli the readings were averaged in 
three groups of four. The last three pre-stimulus 
recordings and the skin resistance measured 
two minutes after the final stimulus were 
averaged. Thus there were three measures of 
skin resistance under resting conditions and four 
during the stimulation procedure, making seven 
in all. 

The records were converted to log conduct- 
ance using tables specially prepared by Dr. 
M. H. Lader. 


2. Magnitude of changes in skin conductance to 

auditory stimuli 

The skin resistance was measured before each 
of the fifteen auditory stimuli, as above. Any 
diminution of the resistance within five seconds 
of the start of the stimulus was regarded as a 
response. The nadir of the response was mea- 
sured and the difference between the two 
readings was the psycho-galvanic response 
(PGR). The skin resistance measurements were 
converted to log conductance, as above, so that 
the PGR was recorded in terms of change in 
log conductance. The habituation rate of the 
PGRs was calculated by the method of Lader 
and Wing (1966), but it should be noted that 
whereas these workers measured habituation to 
identical stimuli, our data refer to habituation 
to stimuli of varying duration. 


3. Spontaneous fluctuations 

The number of spontaneous fluctuations in the 
skin resistance which were greater than 1 kilohm 
in size was measured (Sternbach, 1960). These 
were counted over two five-minute periods 
during the resting phase and over the four time 
intervals during and after the auditory stimuli 
as specified above. 


Double-blind cross-over trial of D-L-propranolol 
After the test procedure was completed, the 
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patient was given either D-L-propranolol to 
take in a dosage of 40 mg. six hourly before 
food (apart from the night, where an eight hour 
interval between two of the doses was allowed), 
or an identical placebo capsule prepared by the 
Pharmaceutical Division of Imperical Chemical 
Industries. The order of drug or placebo had 
been previously randomized, and neither the 
clinical investigators (S.G. and I.R.) nor the 
patients were aware of the contents of the 
capsules. 

After two weeks the psychiatric and skin 
conductance tests were repeated and the patient 
was supplied with a further two weeks’ supply of 
drug or placebo. The final tests were carried out 
four weeks after the beginning of the trial. In 
order to avoid bias, patients were not questioned 
specifically about side-effects nor examined for 
evidence of B-adrenergic blockade. 


RESULTS 

Out of the original sample of 31 patients 
(Greer, Ramsay and Bagley, 1973), 14 women 
with neurotic anxiety states and 12 women with 
anxiety symptoms associated with thyrotoxicosis 
completed the double-blind trial. One thyro- 
toxic patient was taken out of the trial when she 
developed cardiac failure (on propranolol), 
and the remaining 4 patients stopped their 
medication because of unpleasant side-effects 
(3 propranolol, 1 placebo). 

All had full psychiatric and skin conductance 
measures carried out except for 3 of the thyro- 
toxic patients whose series of three tests were not 
complete, in each case for technical reasons. 
Because of the small numbers involved, para- 
metric techniques of analysis were not used; 
instead the data were placed in interaction 
tables (Maxwell, 1961) which allowed the 
effects of the drug and of the order of administra- 
tion to be estimated. Changes in the psychiatric 
measures of anxiety were, for simplicity mea- 
sured in percentage terms. In this type of 
analysis space does not permit presentation of 
all the raw data, but Tables I and II are 
examples of interaction tables (Maxwell, 1961) 
on the diagnosis, order of administration and 
effect of propranolol and placebo on the IPAT 
Anxiety Scale (Table I) and on Skin Conduct- 
ance, Measurement Number 5 (Table П). A 
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summary of the full statistical analysis is 
presented in Table III. 


Discussion 

Several authors have shown that propranolol 
has beneficial effects on the peripheral manifes- 
tations of anxiety such as tachycardia, sweating 
and tremor (Granville-Grossman and Turner, 
1966; Wheatley, 1969; Suzman, 1971; Turner, 
Granville-Grossman and Smart, 1965; Marsden, 
Gimlette, McAllister, Owen and Miller, 1968; 
Howitt and Rowlands, 1966). Although two 
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studies (Suzman, 1971; Shanks, Hadden, Lowe, 
McDevitt and Montgomery, 1969) have sug- 
gested that ‘nervousness’ is diminished by 
propranolol, in neither are the methods of the 
study entirely satisfactory; the general consensus 
of opinion (Marsden, 1971; Bonn and Turner, 
1971) is that although propranolol improves 
some of the peripheral somatic manifestations of 
anxiety there is no firm evidence that the mental 
symptoms of anxiety are alleviated. In a 
double-blind controlled trial of propranolol in 
patients with neurotic anxiety and in thyro- 


Taste I 
Interaction table of diagnosis, order of administration, and effect of propranolol and placebo on questionnaire 
measures of anxiety 




















Drug Placebo 
n = 26 n = 26 
Anxiety Thyrotoxic Anxiety Thyrotoxic 
Percentage change in n= 14 n= I2 n= I4 n — 12 
measure of anxiety 
after dose Given Given Given Given Given Given Given Given 
Ist: and: Ist: 2nd: Ist: and: Ist: 2nd: 
7 5 7 7 5 7 
100-119 І 4 3 6 2 3 5 
80-99 I 3 1 I I 3 1 о 
60-79 o 2 2 о о 2 1 2 
40-59 о І о о о о о о 
20—39 о о о о [o о о о 
0-19 o о о І о o о о 
ТАВІЕ П 


Interaction table of diagnosis, order of administration, and effect of propranolol and placebo on skin conductance 
measure 5 of anxiety 











Drug Placebo 
n = 23 n = 29 
Anxiety Thyrotoxic Anxiety Thyrotoxic 
Percentage change in n = I4 п = 9 n — 14 п = 9 
measure of anxiety 
after dose Given Given Given Given Given Given Given Given 
Ist: and: 1st: and: Ist: end: Ist: and: 
7 7 5 4 7 7 4 5 
120 2 I о o I 2 2 3 
100-119 I 2 o 2 o 2 2 о 
80-99 3 3 2 I 2 I о І 
60-79 о о о о 3 1 о І 
40-59 о І 2 І І I o о 
20—39 I о I о о о о о 





558 | 
Tase III 

Significant changes in medsures of anxiety after propranolol 
and placebo 


Clinical rating of anxiety 

Drug v. Placebo (all cases) “ss .. Not significant 

Drug v. Placebo (anxious patients) . Not significant 

Drug v. Placebo (thyrotoxic patients) .. Not significant 

Given 1st v. Given апа (all cases) . Not significant 

Given 1st v. Given 2nd (anxious patients) Significant at 
the 5 per cent 
level 


(Le. whatever is given second—drug or placebo—is 
followed by a significant reduction of anxiety) 
Given rst v. Given 2nd (thyrotoxic 


patients) . . . Notsignificant 

Qyestionnaire rating of anxiety 

Drug v. Placebo (all cases) , .. Notsignificant 

Drug v. Placebo (anxious patients) .. Notsignificant 

Drug v. Placebo (thyrotoxic patients) .. Not significant 

Given tst v. Given 2nd (anxious patients) Significant at 
the 1 per cent 
level 


(i.c. dosage given second—drug or placebo—is followed 
by a significant reduction of anxiety) 


No other comparisons are significant 


Skin conductance measures of anxiety (7 measures) 

Drug v. Placebo (anxious patients) . Notsignificant 

Drug v. Placebo (thyrotoxic patients) .. Significant at 
the 1 per cent 
level for 
Measures 1, 2, 
3) 4 5, 6and 7 


No other comparisons are significant 


Psycho-galvanic measures of anxiety (15 measures) 


Drug v. Placebo (anxious patients) . Notsignificant 
Drug v. Placebo (thyrotoxic patients) .. Notsignificant 
Habituation rate of psycho-galvantc responses 

Drug. v. Placebo (anxious patients) . Not significant 
Drug v. Placebo (thyrotoxic patients) .. Not significant 


Spontaneous fluctuation measures of anxisty (6 measures) 
Drug v. Placebo (anxious patients) . Not significant 
Drug v. Placebo (thyrotoxic patients) .. Not significant 


toxics we have been unable to demonstrate, 
using clinical ratings and a psychological test, 
any alteration in central anxiety. In addition, 
none of the four parameters of skin conductance 
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studied in the patients with neurotic anxiety 
altered significantly on treatment with pro- 
pranolol. This is in contrast to the studies of 
Lader and Wing (1966), who showed a signifi- 
cant change in some parameters of skin con- 
ductance in anxious patients treated with 
amylobarbitone sodium. These authors found 
a good correlation between these physiological 
measurements and psychological rating scores 
for anxiety. However it is interesting that in the 
present study, while the symptoms of anxiety in 
thyrotoxic patients did not improve with pro- 
pranolol, skin conductance fell significantly 
(Table III). One must, however, beware of 
attributing this effect to a central action of 
propranolol. Palmar sweating is cortically 
controlled through post-ganglionic cholinergic 
nerves which are subject to «-adrenergic 
stimulation. It is unlikely, therefore, that B- 
receptor blockers could have any effect upon 
the peripheral neurogenic control of emotional 
sweating. Since В-айгепегріс receptor stimula- 
tion is important in both chronotropic and 
inotropic activity of the heart and in skin 
vasodilation (Frolich, Dunstan and Page, 1966), 
blockade of these receptors, causing a reduced 
cardiac output and cutaneous vasoconstriction, 
would result in a decrease in skin blood flow. 
This is likely to reduce the electrical conductivity 
between the two electrodes (Geddes and Baker, 
1967) and could explain the reduction in 
conductivity in our thyrotoxic patients treated 
with propranolol. 

We have noted an interesting phenomenon in 
this trial (Bagley, Greer and Ramsay, 1973) in 
that patients with neurotic anxiety had im- 
proved significantly at the end of this four-week 
trial irrespective of the order of administration 
of drug or placebo (Table III). This effect on 
the anxiety symptoms was not noted in 
patients with thyrotoxicosis, suggesting that the 
mechanisms for producing anxiety may be 
different in the two groups. The beneficial effect 
of succeeding visits to hospital and contact with 
medical personnel in the patients with anxiety 
states suggests that their subjective feelings of 
anxiety are under some element of cortical 
control. The fact that no such placebo effect 
was noted in thyrotoxic patients during the trial 
—whpen no treatment aimed at the reduction of 
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circulating thyroid hormone had been given— 
argues in favour of a direct effect of thyroid 
hormone on the brain in causing anxiety, or 
perhaps some synergistic action with brain 
amines, Although it has been suggested that 
high doses of propranolol have a sedative effect 
in rats and mice (Leszkovsky and Tardos, 1965), 
Dewhurst and Marley (1965) were unable to 
prevent the effects of noradrenaline on the 
chicken nervous system by using propranolol. 
Similarly, in humans, we have been unable to 
demonstrate any central effect of propranolol 
on the symptoms of anxiety. 


SUMMARY 

The effect on anxiety ofa B-adrenergic blocker, 
D-L-propranolol, has been studied in twogroups 
of general hospital out-patients suffering from 
anxiety states and thyrotoxicosis respectively. 
In a controlled, double-blind, cross-over trial, 
propranolol 160 mg. daily and placebo were 
administered—each for two weeks—alternately 
in random order. Anxiety was assessed by means 
of clinical ratings, the IPAT Anxiety Scale 
Questionnaire, and several physiological mea- 
sures of palmar skin conductance. The following 
results were obtained: 

(1) Among patients with anxiety states, а 
significant reduction in anxiety, as measured by 
clinical ratings and by IPAT Scale scores, had 
occurred at the end of the trial irrespective of 
the order of administration of propranolol or 
placebo. No such placebo effect was observed 
among thyrotoxic patients. 

(ii) In patients with thyrotoxicosis, the 
administration of propranolol was significantly 
associated with a decrease in palmar skin 
conductance. 

(iii) No significant differences between pro- 
pranolol and placebo were found with respect 
to clinical ratings or IPAT scores of anxiety in 
either diagnostic group. 
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The Depression of Widowhood after Thirteen 






By PHILIPP E. BORNSTEIN, PAULA J. CLAYTON, JAMES A. HALIKAS, 
WILLIAM L. MAURICE and ELI ROBINS М 


: INTRODUCTION 

Bereavement is a crisis from which few people 
are spared. In spite of its universality, there have 
been few carefully designed, well documented, 
systematic studies describing its natural history 
and its relationship to other affective dis- 
turbances. 

This paper will examine the fate of 109 widows 
and widowers approximately a year after the 
death of their spouses. By selecting subjects 
randomly, following them prospectively, and 
especially by categorizing them according to 
specific criteria for depression, we hope to 
clarify the natural history of the depression of 
widowhood. 


METHOD 

A group of widows and widowers was inter- 
viewed shortly after the deaths of their spouses. 
The method of selection, demographic charac- 
teristics, and evaluation of acceptance rate has 
been reported previously (Clayton et al., 1972). 
The original sample numbered 109 randomly 
selected, white subjects. Members of this group 
were reinterviewed beginning 12 months after 
the death; the mean time after the death was 
13 months (range 12 to 20 months), and 95 per 
cent of the subjects were interviewed within 
17 months of the death. 

A structured interview was used which 
assessed the same variables as the original 
interview. Non-varying parameters such as the 
survivor’s original family network, assessment 
of the marriage, ete., were eliminated from the 
follow-up interview. The interview was ex- 
panded, however, to include a complete family 
history of psychiatric illness, and a complete 
review of medical and social actions taken by 
the survivor since the original interview. 


* This study was supported in part by U.S;P.H.S. 
Grants MH-05804, MH-13002, and MH-14635. * 
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Data were obtained on 185 separate variables 
for each subject. Significant differences between 
the groups, as well as pertinent negatives are 
noted in the Tables. For variables not men- 
tioned, there were no statistically significant 
differences between the depressed and non- 
depressed groups.* 

Of the original group of 109 subjects, four had 
died (4 per cent). Of the remaining 105 (96 per 
cent), one (r per cent) was never located 
although he was known to be alive, 12 refused 
to be interviewed (11 per cent), and 92 were 
interviewed (88 per cent). 

The interviewed group included 65 women 
and 27 men. The mean age of the group was 
61 years. There was no significant difference 
between the mean age of the men and of the 
women. 

The group was 39 per cent Catholic, 52 per 
cent Protestant, 3 per cent other Christian, 
2 per cent Jewish and 3 per cent of no 
religion. 

The criteria for diagnosis of depression in this 
study were as follows: the subject had to admit 
to low mood characterized by feeling depressed, 
sad, despondent, discouraged, blue, low mood 
not further differentiated, or any other terms 
such as lost or numb, plus four of the following 
eight symptoms: (1) loss of appetite or weight 
loss, (2) sleep difficulties including hyper- 
somnia, (3) fatigue, (4) agitation or retardation 
(feeling restless), (5) loss of interest, (6) difficulty - 
in concentrating, (7) feelings of guilt, (8) wishing - 
to be dead or thoughts of suicide (Feighner et al., 
1972). This cluster had to be present at the time 
of the interview. 

The chi-square test with Yates’ correction 
was used to determine significance, taken as a 
p-value of less than 0-05. 


* A list of the variables is available from the authors, 









б Interest focused on how the 
g e over a year after 
their spouses’ deals (Fig. 1 

Thirty-eight of the i 109 (35 per cent) 
had manifested enough symptoms at one month 
to be either definitely or probably depressed. A 
year later 16 of 92 (17 per cent) could be 
diagnosed as depressed. 

A large percentage of each group became well, 
or remained well throughout the entire period of 
follow-up: 24 of 36 (67 per cent) of the depressed 
group, and 52 of 56 (93 per cent) of the non- 
depressed group. However, 12 of the 16 (75 per 
cent) depressed subjects at 13 months were 
already depressed one month after the death, 
and the remaining four went from the well to 
the depressed group. Thus, a subject depressed 
at one month after the death had a significantly 
higher risk of being depressed at one year 
(р << -o1). Depression at one month is thus a 
predictor of depression at one year. 

At one month 36 per cent of the women and 
33 per cent of the men interviewed experienced 
depression. At one year 17 per cent of the 
women and 19 per cent of men were depressed. 
Thus, the depression of the widowed occurs in a 
similar percentage of women and men. 

A comment must be made regarding the 13 
subjects who refused the interview at 13 months. 
Three of the 13 (23 per cent) were refusals by 
children, protecting their parents, who said, 


Depression after death 


1 month 


^13 months 
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‘She’s doi g well, don't disturb her. Thirty-six . 


of the 37 subjects in the: depressed group who 


were available for interview (one died) per- 


mitted us to reinterview them. One (3 per cent) 
refused reinterview. The remaining 12 refusals 
came from the ‘well’ group of 68 (18 per cent). 
This group could represent an untapped pool 
of depressions appearing for the first time at 
one year (‘delayed grief *). Since only 4 of the 56 
developed this reaction at the 13-month follow- 
up (only one was sick for the first time at 13 
months), at most one of those 12 missed could 
have been expected to have had this reaction. 
In our previous report (Clayton ef al., 1972), 
refusers were carefully evaluated. There was no 
evidence that they were moresick than acceptors, 
and in fact the refusers may have been more 
well. Here too refusers come from the most well 
group. There is no reason to assume that the 
well who refused were the most severely 
affected of the well group. Conversations with 
the children of the subjects who refused and 
with the subjects themselves, confirmed that 
they were stable and adjusted. Thus the morbi- 
dity at one year seems to be an accurate 
assessment for the entire group at risk including 
refusals, and means that ‘delayed grief? is rare 
(estimate 2/105 or 2 per cent). 

The frequency of criterion symptoms in the 
depressed and non-depressed groups is noted 
in Table I. As expected, most of these symptoms 
were more common in the depressed group. 


Subjects 


pu чы. 


ALAN 


om at 


Fic. 1.—The 5 Symptom Complex. 


* Two no follow-up, one died, one refused, : 
** Fifteen no follow-up, three died, twelve refused. 
+ From the 4-mionth interview (not reported here), three of the four had. the ‘depressive complex at 4 months. 
‘Thus only one was depressed for the first time at 13 months, e 
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Taste I 
Criterion symptoms of depression 
Not 
De- de- 
* pressed pressed Р 
group group value 
(N= 16) (26) 
| "ENDS 
Insomnia 94. 40 «001 
Fatigue 88 19 «001 
Restlesnes — .. .. 88 17 «00r 
Wish to be dead .. 56 5 «001 
Decreased interest 50 15 «005 
Weight loss 40 14 <'05 
Anorexia 38 9 «02 
Decreased concentration 2 5 7 N.S. 
Саши .. .. 183 7 N.S. 
Suicidal ideas . e 7 I N.S. 








Decreased concentration, suicidal ideas, and 
guilt were the only symptoms which were not 
significantly different in the two groups. 

Contrary to common belief, a short terminal 
illness (less than 5 days) preceding the death of 
the subject’s spouse did not predict depression 
at follow-up (13 per cent of the depressed group 
and 28 per cent of the well group experienced 
such an unexpected death). Also similar in 
the two groups were average age (63 in the 
depressed, 61 in the non-depressed), sex (11 
depressed women, 54 non-depressed women), 
religion and other demographic variables. Both 
groups came from durable marriages. Sixty per 
cent of the sample followed-up had been married 
go years or more. 

As a group, the depressed subjects generally 
felt bad, as manifested by their subjective 
feelings about their general psychological condi- 
tion and perception of their physical health. 

Table II shows other depressive symptoms 
and feelings they described which were not 
used in making the diagnosis of depression. The 
data in Table II indicate that the depressed 
subjects experienced considerably more psycho- 
logical discomfort than their non-depressed 
counterparts. Likewise the mental status exami- 
nation reflected the subject's psychological 
status. Crying, one of the cardinal symptoms of 
bereavement, occurred significantly more often 
in the depressed group, although it was not a 
critgrion symptom. * 
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P 
group group value 
(N16) (N56) 
% % 
Feels worse compared to 
last interview 25 4 «02 
Irritability 31 7 «02? 
Poor memory .. 31 18 N.S 
Feels worse in the morn- 
ing .. 13 II N.S. 
Feels worse in the even- 
ing .. 50 23 N.S. 
Difficulty accepting the 
fact of the death 56 11 «001 
Nothing to look forward 
to... 56 17 «ol 
Feels worthless and no 
good е 38 8 «ot 
Feels life is hopeless 44 8 «001 
Feels anyone isto blame — 50 15 «02 
Angry about the death 25 N.S. 
Crying about the death 
(without regard to 
frequency) 69 28 «ol 
Crying at interview .. — 56 24 «605 
Affect sad or рели 
at interview 38 3 «001 
Fear of losing mind .. 6 2 N.S. 
Hallucinations of any 
Sort .. 19 3 «05 





Although the depressed group displayed a 
depressive syndrome similar to that seen in 
manic-depressive illness, depressed phase, the 
subjects did not express fear of losing one's mind, 
or paranoia. However, they did experience more 
hallucinations than their non-depressed counter- 
parts, In spite of the fact that 56 per cent of the 
depressed group and 5 per cent of the non- 
depressed group admitted to wishing they were 
dead, only one person in each group described 
suicidal thoughts, and there were no suicide 
attempts or completed suicides (Table I). 

Table III describes significant differences in 
the physical health of both groups. The de- 
pressed subjects perceived themselves as being in 
poor health significantly more than the non- 
depressed subjects. Subjects were asked specific- 
ally about physical symptoms Maddison (1968) 
had found more prevalent in widows than in age- 
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hysical health 
Not 
De- de- 
ressed pressed P 
gro value 
(N=16) (N=76) 
% % 
General poor health . 38 4 < +оо! 
Dizziness ч . 38 12 <*05 
Blurred vision . 50 12 < +005 
Chest pain — .. 50 8 «001 
Has medical insurance 
coverage... 94 95 N.S 
Has personal physician 75 79 N.S. 
Visited doctor since 
death M 94 8o N.S 
Visited doctor for 
symptoms related to 
grieving. 25 18 N.S 
Use ofsleeping medicine 
since death . 40 27 N.S. 
Use of tranquillizers 
since death . .. 40 31 N.S. 





matched controls. Blurred vision, dizziness and 
chest pain were more common in the depressed 
group than in the non-depressed group. Of the 
remaining physical symptoms (headaches, faint- 
ing spells, skin rash, excessive sweating, palpita- 
tions, dyspnoea, abdominal pain, vomiting, 
constipation, urinary frequency, dysmenorrhoea 
and other pain) there were no significant 
differences in symptoms between the groups, 
and most symptoms were uncommon. Despite 
some differences in physical symptoms, visits to 
a physician either for general symptoms or for 
symptoms specifically related to grieving were 
not more frequent in the depressed group than 
in the non-depressed group. Likewise, the de- 
pressed subject did not take sleeping medica- 
tions or tranquillizers significantly more fre- 
quently than his non-depressed counterpart. 
The depressed group and the non-depressed 
group differed little in their previous psychiatric 
histories. There were no significant differences 
in previous treatment for a depression without 
admission to hospital (o per cent depressed vs. 
4 per cent non-depressed), admission for a 
depression (13 per cent vs. 3 per cent), lifetime 
psychiatric hospitalization 19 per cent vs. 4 per 
cent), or admission to a psychiatric hospital 
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since the death (6 per cent vs. т per cent). One - 
of the three people who: make up the 19 per 
cent, and the same one who makes up the 6 per 
cent in the last two percentages quoted, had 
been admitted to the alcoholic unit of the state 
psychiatric hospital. He was found in bed 
stuporous by our interviewing physician at the 
first bereavement interview and was taken to the* 
hospital by the physician and the police. He 
remained there less than 24 hours, then signed 
out. He had had no previous admission, and 
none subsequently. Both of the two who sought 
psychiatric help after the bereavement had 
long histories of psychiatric problems, and the 
other had had much previous out-patient 
therapy. 

Family history of relatives with psychiatric 
problems was strikingly similar in the two 
groups. Considering the family history of the 
subjects, 44. per cent of the depressed and 45 
per cent of the well had psychiatrically ill 
relatives and 38 per cent of the depressed and 
34 per cent of the well had ill first-degree family 
members (exclusive of organic brain syndrome). 
Nineteen per cent of the depressed subjects and 
13 per cent of the well subjects had depressed 
first-degree relatives. Similar figures for heavy 
drinking or alcoholic first-degree relatives are 
25 per cent and 18 per cent. Finally, 13 per cent 
of depressed and 9 per cent of the well had a 
depressed father or mother, and 6 per cent of 
depressed and її per cent of the well had an 
alcoholic father or mother. There was no 
difference in the frequency of family history of 
suicide in the two groups. 

A number of variables relating to the bereave- 
ment, mourning, specific problem areas, and 
degree of support from the environment were 
examined, 

(a) Only two of the 16 (13 per cent) depressed 
group lived with their families at the time of the 
last interview, compared with 35 of the 76 (46 
per cent) of the non-depressed group (p < :05). 

(b) Fifty per cent of the depressed group had 
never attended church before the death, com- 
pared with 17 per cent of non-depressed group 
(p < -02). 

(c) The depressed group experienced a severe 
reaction to the anniversary of the spouse’s 
death more frequently (25 per cent), than, did 
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- the well group (3 per cent) (p < -or). A severe 
reaction was described a’ a syndrome of more 
than one day's duration with low mood described 
as ‘miserable’ or its equivalent, excessive crying 
in places other than church or group, and/or 
work function interrupted. 

(d) Nineteen per cent of the depressed group 

*reported a total income of less than $100 per 
month, compared to 3 per cent of the non- 
depressed group (p < -05). The Otis Dudley 
Duncan Socioeconomic Index, based on the last 
occupation of the man of the family, varied from 
less than 10 to more than 9o, with 52 per cent 
of the follow-up sample being below 40. This is 
consistent with the national average of 36-3 
(Blau et al., 1967). There were no statistical 
differences in the pre-death ODD index of the 
two groups, but after the death only a few, 
mostly in the depressed group, dropped to low 
income levels. Many of the subjects had drops 
in income, but not to such a low level. 

(e) Twenty-five per cent of the depressed group 
and only 4 per cent of the non-depressed 
reported no previous deaths among relatives in 
their lifetimes (p < +02). Of those with deaths, 
17 per cent of the depressed and 34 per cent of 
the non-depressed reported previous deaths to 
which they reacted ‘as bad’ or ‘worse’ than to 
this one. First husbands, parents, children and 
siblings were listed among the deaths, with no 
patterns of death differentiating the two groups. 
Thus it scems that having experienced the death 
of someone previously helps the current bereave- 
ment response; conversely, those with no 
previous experience with death may be more 
vulnerable to a prolonged bereavement reaction. 


DISCUSSION 


Methodological differences in studies of 
widowhood among different investigators make 
meaningful comparisons difficult. Differences 
such as method of sample selection (random vs. 
referral, prospective vs. retrospective) sample 
composition (both sexes vs. females only), age 
(subjects under 65 vs. all ages), raise un- 
answerable questions about bias introduced 
and comparability of our data with those of others. 

We have examined the outcome of a randomly 
selected group of white widows and widowers 
13 months after the deaths of their spouses.»At 







follow-up 17 per cent of the 


found *bad outcome? fows in 21 per cent of 
Boston widows and 32 per cent of Sydney, 
Australia, widows. Parkes (1970), in a pro- 
spective study of 22 widows referred by London 
general practitioners, described the psycho- 
logical states of 14 per cent of his widows as 
‘poorly adjusted, depressed, and still grieving a 
great deal’ at 13 months. 

It should be noted that 4 per cent of our 
sample died within the first year. It is difficult to 
appreciate the significance of this figure without 
controls for our sample. Rees and Lutkins (1967) 
found that 12-2 per cent of the recently widowed 
died within one year compared to only 1-2 рег 
cent of their controls (mostly age-matched long- 
standing widows). 

A considerable number of data were examined 
in hopes of finding factors which would allow us 
to predict who would be depressed at 13 months. 
The most powerful predictor of depression at 13 
months was the presence of depression at one 
month. 

There were few differences which could 
identify those who may have prolonged grief. 
Clayton et al. (1972) noted that subjects who 
were depressed at one month after the death of 
their spouse had significantly fewer children in 
the geographical area whom they considered 
close and available to render support. This 
continued as a trend at 13 months. At the 
follow-up interview, a significantly higher per- 
centage of the depressed group did not live with 
other family members. This may be interpreted 
as additional evidence that lack of support 
could be a contributing factor to the depression 
of widowhood. Lack of other supports—financial 
and religious—was also present in our de- 
pressed group. 

Huston (1971) suggests that prior losses may 
strengthen the individuals’ ability to cope with 
losses later in life. This is confirmed by our 
findings that more of our well subjects had 
previous bereavements (regardless of their 
reactions) than our depressed subjects. 

The relationship of the normal depression of 
widowhood to primary affective disorder de- 
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serves par ic 
ПТ н which occurs” E 


oni | t al., 1971). "Retarded 
depression, commonly seen in manic-depressive 
illness, was absent in this study, confirming the 
findings of. Lindemann (1944) and Parkes 
(1965). In addition, there were no suicides or 
attempted. suicides in the group. 

The family history findings were strikingly 
similar in: the. depressed and non-depressed 
group. ‘There were fewer psychiatrically ill 
first-degree relatives in this non-psychiatric 
population than in the recently reported, simi- 
larly: diagnosed depressed psychiatric out- 
patient population of Guze et al. (1971). With 
the groups combined, 14 per cent of our subjects 
had first-degree relatives with primary de- 
pressions compared to 26 per cent in the Guze 
study, апа 20 per cent had alcoholic or heavy 
drinking first-degree relatives compared to 
29 per cent in the Guze study. 

“This follow-up study, in conjunction with 
data taken from the one month interview, 
"leads us to conclude that grief is grief and is not 
a model for psychotic depression. Although some 
of our patients had depressive symptoms, none 
could be called psychotic at 13 months. Thus, 
while the normal depression of widowhood 
serves as an excellent model for the depression 
resulting from a clear-cut loss, it is also different 


attention. Fear of losing one's. 
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from clinical affective illness and should be * 
considered separately in studies of affective 
disorders in psychiatric patients. 
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Physiological Aspects of Neutral and Phobic Imagery: 


Further Observations 


By I. M. MARKS and J. HUSON 


Phobic imagery is used extensively in the 
treatment of phobic disorders by psychological 
means. The physiological and subjective accom- 
paniments of such imagery are thus of some 
importance for both treatment and assessment. 
An earlier report (Marks et al., 1971a) described 
a standardized method of assessment of phobic 
imagery and results in one trial of 16 phobic 
patients. To date the method has been used in 
the assessment of 77 phobic patients before and 
after treatment in 6 different studies. This 
report summarizes our experience with it and its 
sensitivity to clinical changes. The main finding 
was that subjective report was a more consistent 
discriminator between phobic and neutral 
images than were measures of heart rate or 
skin conductance. Nevertheless physiological 
measures were often useful indicators of clinical 
changes. 


DzsiGN 

The observations to be reported here were 
made during six treatment studies of adult 
patients with phobic disorders. Treatment was 
given one to two times weekly. Details of the 
studies are in Table I. Further description is 
given in the original reports (Marks et al., 1971b; 
Watson and Marks, 1971; Watson et al., 1971; 
Marks et aL, 1972; Benjamin et aL, 1972; 
Stern and Marks, 1971). 


Measurement 

The method was that described in detail by 
Marks et al. (1971). Patients sat in a comfortable 
chair in a quiet room at constant temperature 
and visualized imagery while their ECG and 
skin conductance were recorded on a Grass 
Model 7 polygraph. Patients were instructed to 
imagine the test stimuli—phobic and neutral 








' TABLE I 
The six studies of treatment 
I. II. III. IV. У. VI. 
Marks Watson and Watson Marks Benjamin Stern and 
et al. Marks et al. et al. et al. Marks 
(1971b) (1971) (1971) (1972) (1972) (1971) 
n m ee T 16 16 10 ІІ 8 16 
Out-patients or 
in-patients OP-+IP OP-+IP OP OP OP OP 
Agora- or specific phobia Both Agora Specific Specific Both Agora 
Treatment: 
Kind of sessions 6 flooding-+ 6 flooding+ 3 flooding 1 flooding 12 desensi- 4 flooding 
6 desensi- — 6 irrelevant tization 
tization fear 
In fantasy orin practice Both Fantasy Both Practice Fantasy Both 
Session duration 50 and 70 min, 50 min. 2 hrs. 2 hrs. 45 min. 4 hrs. 
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images—in a balanced order which was nearly 
always neutral-phobic-phobic-neutral. First they 
imagined four fantasies (two phobic and two 
neutral) for 40 or 60 seconds while the therapist 
remained silent. If the patient failed to sustain a 
fantasy for the specified period it was repeated 
until he could do so. The phobic fantasy con- 
cerned the main phobia at the top of the 
hierarchy. 

Next the patient had a 3-minute ‘phobic talk’ 
period during which the therapist described the 
most intense phobic imagery possible for that 
patient. The content of fantasies and talk were 
kept constant for a given patient in each assess- 
ment. The patient signalled his subjective 
anxiety on a 0-6 scale after each of the fantasy 
or ‘phobic talk’ periods. 

Heart rate was monitored via arm and chest 
electrodes. Skin conductance was recorded in 
the manner described by Lader and Wing 
(1966) for skin resistance. Heart rate was 
counted for each 20-second period throughout 
the recording. T'he measure of heart rate was the 
increase in rate from the maximum 20-second 
count in the minute before an instruction to 
obtain a given fantasy to the maximum during 
the minute of the fantasy (or last minute of the 
talk period). The measure employed was thus 
the change from baseline. 

For the same periods measures were taken of 
the increase from baseline in fluctuations of skin 
conductance greater than 0:003 log umhos. 
In some studies an additional measure was the 
maximum deflection, ie. change in level of 
skin conductance (reckoned from the moment 
of instruction to the end of the fantasy) calcu- 
lated in log zmhos x 1,000. Ipsative scores used 
by Marks et al. (1971a) for heart rate and skin 
conductance were abandoned subsequently as 
they appeared to give similar results to con- 
ventional scores. 


Manner of instruction to obtain imagery 

Instructions to obtain imagery were given 
either by the therapist or by an independent 
psychiatrist, the same set of instructions being 
used for all assessments of a given patient. Each 
patient had instructions tailored for his parti- 
cular phobia and neutral imagery. 
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In studies I to IV the psychiatrist sat opposite . 
the patient in the same room and read the 
instructions off a prepared card in a normal 
voice, e.g. for the phobic fantasy for agora- 
phobia 'imagine yourself at rush hpur in a 
crowded underground train which is stuck near 
Piccadilly Circus. In the crush of bodies there 
is only standing room for you’. In study Ve 
only (Benjamin et al.) an instruction was also 
given to relax between periods of assessment 
imagery, and the room was darkened. 

In study VI (Stern and Marks) a psychiatrist 
no longer read the instructions while sitting in 
the same room. Instead the therapist pre- 
recorded the instructions on tape. The patient 
heard these tape-recorded instructions with no 
one else present in the room at the time. This 
modification was to prevent variations in the 
tone in which instructions were given. 

In all trials the ‘end of treatment’ refers to 
2—4 days after the final treatment session, except 
for trial IV (Marks et al., 1972), where the end 
of the single treatment session is reported as the 
‘end of treatment’. 


RESULTS 
(a) Differentiation of phobics from neutral imagery at 
Start of treatment 

The mean scores during imagery before 
treatment are seen in Fig. 1. Significant 
differentiation of neutral from phobic imagery 
was found on skin conductance in two of the six 
studies, on heart rate in four of the studies and 
on subjective anxiety in all six studies. Self- 
report was thus the most consistent discriminator 
of neutral from phobic imagery, more so than 
either physiological measure employed. Com- 
parable levels of subjective anxiety were re- 
ported in all studies. There was more variation 
in physiological results, and no significant 
physiological arousal was obtained during 
phobic imagery in trials V and VI. 

Study V differed from the previous four in that 
patents were asked at assessment to relax 
between periods of imagery. Study VI was the 
only one in which imagery instructions were 
given by tape-recorder with the psychiatrist 


ahsent from the room. 
LJ 
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CHANGES AFTER TREATMENT 
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Fic. 1.—Before and after treatment: Physiological and subjective accompaniments of imagery in six studies: *05, ‘Or 

or ‘oo! refer to significance of difference between neutral and phobic imagery for that comparison. Absence of any 

figures indicates the points were not significantly different, Significance tests were analyses of variance where three 

points were compared and correlated t tests where two points were compared. Where two treatments were given 

in a trial, the results shown are for both combined, except in IV (Marks et al., 1972), where results are only shown 
for the placebo group. 
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(b) Sensitivity to clinical change after treatment 
(Fig. 1) 

In all 6 studies the patients improved signifi- 
cantly on clinical scales after treatment. In 
Fig. 1 the mean scores at the end of treatment 
are superimposed on the scores for the start of 
treatment. 

On heart rate, phobic was significantly 
distinguishable from neutral imagery in four 
studies before treatment, but on only one at the 
end of treatment (study III), and that was at a 
reduced level of significance. On skin conduct- 
ance fluctuations, phobic remained distinguish- 
able from neutral imagery only in Study I, 
and that was at a reduced level of significance. 
Physiological measures were thus sensitive to 
Clinical changes in several studies. 

At the end of treatment, subjective anxiety 
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continued to distinguish phobic from neutral - 
imagery significantly on four of the six studies, 
though all six studies showed some improvement 
on this criterion. Anxiety thus lingered in self- 
reports even when physiological arousal could 
no longer be demonstrated. 


Correlations between different measures 

In the report on study I (Marks et al., 19714), 
it was noted that though after treatment 
improvement of group mean scores occurred in 
parallel between heart rate, skin conductance 
and subjective anxiety there was little intra- 
individual correlation between these variables 
at any time of assessment. In subsequent studies 
the same was found where this point was 
examined. Table IT shows this for studies IT, IV, 
V and VI. Skin conductance deflections and 


"TABLE П 


Intercorrelation between heart rate, skin conductance and subjective anxiety in four studies 
Column headings on the right refer to same epochs as the labels for the corresponding row 








Subjective Heart sc 
Study Stimulus Measure anxiety rate fluctuations 
II. Watson and Marks Phobic image before treatment Heart rate — 
1970) SC flucs An = 
п == 16) 
Neutral image before treatment Heart rate — — 
SC flucs 
IV. Marks et al. Phobic image before treatment Heart rate — 
1972) SC flucs — — 
п = 9) » дей "m mW € 
Phobic image (change after Heart rate — 
treatment SC flucs — — 
» defl a ма E 
V. Benjamin et al. Preinstruction rest period Heart rate — 
(1972) (n = 177: multiple observa- SC flucs — 28** 
tions їп 8 patients) » defl — 21* 47295 
Phobic image: Change after 5 Heart rate — 
(n = 15) presentations SC defi — — — 
VI. Stern and Marks Phobic image before treatment Heart rate — 
(1971) SC flucs — — 
(n = 16) » defl — 52* .56* 
Neutral image before treatment Heart rate — 
SC flucs —*56* — 
» defl T I :79** 
* p < +05 — =r not significant 
** p < со: SC — skin conductance 


eae р < +001 
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` fluctuations correlated significantly with skin 
conductance fluctuations on 3 of 5 comparisons; 
but heart rate correlated significantly with skin 
conductance measures on only 3 of 15 compari- 
sons. Hardly any relationship was found between 
subjective anxiety and physiological measures. 


Discussion 


Further experience with heart rate and skin 
conductance measures confirms that these can 
differentiate phobic from neutral imagery when 
taken under standardized conditions. However, 
it is chastening to record that subjective report 
of anxiety is the most consistent discriminator, 
more so than the autonomic measures employed. 
This result is perhaps not surprising when one 
realizes that the original distinction between 
what is a phobic and what is a neutral stimulus 
for a given patient is in fact dependent on the 
history taken from the patient of what he avoids 
and what he fears. One would thus expect more 
concordance of imagery with subjective anxiety 
than with autonomic measures, which are but 
an indirect reflection of that complex state which 
we call ‘arousal’. 

The relative independence of different auto- 
nomic measures, and their low correlation with 
subjective and behavioural measures, have long 
been recognized. Had a behavioural avoidance 
test been used to select phobic and neutral 
stimuli, physiological measures might still have 
correlated poorly with these. There is no single 
‘best?’ measure of a phobia. Fear, like other 
emotions, can be regarded as an emotional 
response syndrome whose components are 
imperfectly coupled (Mathews, 1971; Lader 
and Marks, 1972). Autonomic measures reflect 
many processes quite apart from emotional 
arousal, and are orchestrated together in widely 
differing ways in emotional situations. Further- 
more, a correlation is but one of many possible 
ways in which phenomena may be linked. More 
subtle statistics than are now available may be 
required to demonstrate meaningful coherence 
among different events over time. 

It is remarkable that when instructions were 
given by tape-recorder rather than by a therapist 
sitting near the patient all physiological arousal 
disappeared, though phobic and neutral imagery 
remained distinguishable subjectively. This 
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suggests that patients attend better to a live 
therapist than to a machine, and pick up cues 
which arouse them more. However, at least one 
study using tape-recorded instructions (Gross- 
berg and Wilson, 1968) has found significant 
discrimination between phobic and neutral 
imagery on physiological measures, so that the 
particular details of a tape-recording might be 
important. A boring voice might well produce 
less arousal than an animated one, and details 
of the scenes described could be equally 
important. 

Our result fits a survey of the flooding litera- 
ture which found that most effective studies of 
flooding in fantasy (implosion) had utilized 
instructions from a live therapist, whilst most 
ineffective studies employed tape-recorded in- 
structions (Marks, 1972). The discrepancy 
between physiological activity during phobic 
fantasy as opposed to exposure to the real phobic 
situation was particularly marked in the study 
by Stern and Marks. During flooding treatment 
little physiological activity occurred where 
images were stimulated by tape-recorder, yet 
these same patients showed marked tachycardia 
a few hours later when exposed to the real 
phobic situation during flooding in practice. 

At first sight this might appear discordant 
with other findings that desensitization can work 
effectively when given by tape-recorder. How- 
ever, desensitization consists of exposure to mild 
and brief stimuli at a very slow pace, whilst 
flooding consists of rapid and prolonged exposure 
to more intense stimuli. Attentional variables 
might well be more important in treatment 
which involves more intense stimuli. 

The failure to obtain physiological arousal in 
study V might relate to the fact that patients in 
that trial were asked to relax before and after 
each assessment image. During treatment 
patients were significantly less aroused (number 
of skin conductance fluctuations) when relaxed 
than when engaged in a neutral task. However, 
this need not necessarily be the effect of relaxa- 
tion on imagery. It is possible that relaxation can 
lead to more arousing imagery because of the 
elimination of ‘noise’. It is also possible that the 
voice of the assessor in study V was less arousing 
than the voices of assessors in studies I through 
IV. This would only explain why subjective 
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anxiety remained a significant discriminator in 
study V if greater arousal were required to 
produce physical as opposed to subjective 
changes. 

Inconsistencies in our results might thus reflect 
minor variations in the conditions of testing 
from one trial to another, viz. whether instruc- 
tions were tape-recorded or live, dull or ani- 
mated, and accompanied by relaxation or not. 
When physiological discrimination was obtained 
autonomic measures were useful indicators of 
clinical progress. Autonomic measures might be 
even more valuable in measuring cbanges 
during in vivo exposure to phobic stimuli. 


SUMMARY 

This paper reports the physiological accom- 
paniments of phobic and neutral imagery in 77 
phobic patients before and after treatment. 
Before treatment, phobic was significantly 
. discriminated from neutral imagery on heart 
rate in four of six studies, on skin conductance 
in two of six studies and on subjective anxiety 
in all six studies. When discrimination was 
present before treatment, subsequent clinical 
improvement was reflected on physiological 
measures, while subjective anxiety tended to 
persist longer. Heart rate, skin conductance and 
subjective anxiety correlated poorly with one 
another. In choosing autonomic measures of 
change in clinical trials, standard conditions of 
recording require careful planning. Tape- 
recorded instructions can be less effective in 
producing arousal than those delivered live. 
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Severity and Type of Psychotic Illness as a 
Function of Personality 


By R. M. VERMA and H. J. EYSENCK 


1. INTRODUCTION 

Eysenck (1952a) has postulated the existence 
of three main dimensions of personality: Extra- 
version, Neuroticism and Psychoticism. These 
are conceived of as independent of each other, 
and as continuous, with neurotics and psychotics 
respectively marking the extreme ends of the N 
and P dimensions. Within each dimension, the 
particular type of neurotic or psychotic illness is 
considered to be determined by the degree of 
extraversion of the patient; thus dysthymic and 
hysterical disorders mark the introverted and 
extraverted types of neurotic illness (Eysenck, 
194.7), while within the psychotic field degree of 
social withdrawal might be considered to be 
the variable most closely related to introversion/ 
extraversion (Venables and Wing, 1962). Hypo- 
theses have also been formulated to account for 
the causal factors underlying E and N (Eysenck, 
1967), although no such hypotheses have been 
elaborated with respect to P. À special statistical 
technique (criterion analysis—Eysenck, 1950) 
has been worked out to test the crucial question 
of continuity between normal and abnormal 
(neurotic and psychotic) populations with 
respect to N and P; application of this method 
has given support to the theory of continuity 
(Eysenck, 1950, 1952b). 

Recently, it has become possible to measure P 
by means of questionnaires (Eysenck and 
Eysenck, 1968, 1969) both in adults and in 
children (Eysenck and Eysenck, 1969; Eysenck, 
Easting and Eysenck, 1971). These have been 
constructed through sequential item analyses by 
means of factorial analyses of item intercorrela- 
tions, and validated by comparison of psychotic 
and normal samples of subjects. The question- 
naire does not contain any items related to 
psychotic symptoms; such questions would 
obviously be inappropriate to the normal 
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samples for whom it is mainly intended. Thus 
the question arises as to the application of the 
questionnaire within a given psychotic popula- 
tion, as defined by psychiatric diagnosis; would 
the questionnaire correlate with symptoms and 
signs related to severity of illness, or would there 
be no such relation? Our hypothesis would be 
that a positive relation would be observed, and 
it is this hypothesis that is being investigated. 
Within the psychotic population there are 
obvious differences in psychopathology and 
symptomatology; is it possible to understand 
these by reference to personality concepts? 
Psychiatrists often follow Kraepelin in postu- 
lating a major division between schizophrenic 
disorders and manic-depressive ones; our empi- 
rical studies do not give much support to this 
notion. Neither could we support Kretschmer’s 
notion of a continuum from schizophrenia to 
manic-depressive illness (Eysenck, 1952b); no 
such continuum could be discovered in the 
careful analysis of test responses by various 
psychotic groups. Available evidence suggests 
that the concept of ‘social withdrawal’ may 
present a more suitable dimension (Wing, 1960, 
1961), and that this may be related to cortical 
arousal (Tizard and Venables, 1957; Venables, 
1960; Venables and Wing, 1962). The connec- 
tion hypothesized by Eysenck (1967) between 
cortical arousal and introversion suggests that 
‘social withdrawal’ and ‘introversion’ may be 
closely connected, and Armstrong et al. (1967) 
have given some support to this view by demon- 
strating significant correlations between extra- 
version/introversion and ratings of process vs. 
reactive schizophrenia, which appears to bear 
some relation to the ‘social withdrawal’ dimen- 
sion. Based on these facts and theories, therefore, 
we would expect that our psychotic symptoms 
would correlate with the E scale to provide us 
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with a second dimension, independent of P, and 
indicative of differences in psychotic symptom- 
atology based on personality. 

The hypothesis of a ‘psychoticism’ factor will 
probably fail to appeal to psychiatrists afraid of 
being thrown back to the abandoned doctrines 
of the ‘Einheitspsychose’. Furthermore, the 
classical distinction between schizophrenia and 
manic-depressive illness seems to present diffi- 
culties for such a notion. These problems have 
been discussed in some detail elsewhere, and 
the theory underlying the ‘psychoticism’ dimen- 
sion has been elaborated at greater length than 
is possible here (Eysenck, 1971). Essentially, 
what has been proposed is the existence of a 
polygenic factor of psychoticism, in addition to 
which there are rather specific genes determining 
specific expressions of psychoticism, possibly 
one single gene or small cluster of genes 
being responsible for manic-depressive disorder, 
another one for schizophrenia (assuming for the 
moment that this is indeed a single entity in any 
sense of the word), and so on. The discriminant 
function study of Kendell and Gourlay (1970) 
might be interpreted as lending some support 
to these notions. On the psychoticism hypothesis 
alone we might expect a more or less normal 
distribution of cases along a dimension going 
from schizophrenic to affective extremes; on the 
classical hypothesis we would expect to find 
bimodal or even U-shaped distribution. Taking 
the hypothesis outlined above we would expect 
a combination of these two distributions, and 
Kendell and Gourlay do in fact present a 
three-modal distribution. Not too much should 
be made of this coincidence, in view of the 
well-known statistical difficulties attending the 
drawing of conclusions about distributions from 
data plotted on an abscissa embodying an 
ordinal rather than a cardinal system of measure- 
ment. Obviously there are not sufficient data to 
enable us to regard the hypotheses here out- 
lined as anything but tentative; their chief 
value probably lies in drawing attention to 
promising areas of research. The theory of 
‘psychoticism’ has similarities with the concep- 
tion of schizophrenia as a ‘diathesis-stress’ 
condition based on  polygenic inheritance 
(Rosenthal, 1963; Gottesman and Shields, 
1968), but is somewhat more inclusive. 
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2. THE INVESTIGATION 


The sample for this study was drawn from the 
psychotic populationat St. Francis Hospital, Haywards 
Heath, Sussex. The sample consisted of 153 
patients, 85 women and 68 men, admitted for short- 
term psychiatric treatment. The patients were 
diagnosed as psychotic, and the likelihood of organic 
involvement in their illness was ruled out by the 
psychiatrist concerned. Their age range was kept 
between 20 years and 50 years in order to avoid the 
preponderance of age-linked influences, such as 
emotional stress and sensitivity in adolescence and 
melancholia of the late fifties. Intellectually the 
subjects were not subnormal. This was checked from 
the results of their intelligence tests, where available, 
and by reports from the psychiatric social workers 
about their educational levels and work experience, 
etc., where intelligence tests were not available. 
Table I shows the official diagnoses. 


TABLE [ 





Diagnosis 


Schizophrenic .. 
Schizophrenia; paranoid 
Schizophrenia; simple 
Schizophrenia; catatonic - 
Schizophrenia; hebephrenic .. 
Schizo-affective za 
Psychotic depression 
Manic-depressive; circular 
Manic-depressive; manic 
Agitated depressive 
Hypomanic . 

Psychosis; unclassified . 
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This study was conducted within the first two 
weeks of the patient’s admission into hospital before 
drug-therapy, electro-convulsive therapy, institu- 
tional care or other therapeutic measures could exert 
significant influences on them. Each case was studied 
individually, and measures, described in detail later, 
were applied in the following order with intervals 
between them as the time and condition required: 

(a) Interview and rating on the Inpatient Multi- 
dimensional Psychiatric Scale (IMPS); 

(b) Cognitive Tests; 

(c) Psychoticism, Extraversion and Neuroticism 
Inventory (PEN Inventory); 

(d) Hostility and Direction of Hostility Question- 
naire (HDHQ); 

(е) Motor Test. 


(a) Interview and rating—IMPS 
Тс Inpatient Multidimensional Psychiatric Seale 


BY R. M. VERMA AND Н. J. EYSENCK 


(IMPS), developed by Lorr, Klett and McNair 
(1963), has certain advantages of theoretical construc- 
tion, factorial stability and validity over all other 
rating scales, and appears to have been carefully 
prepared, keeping in view the limitations and short- 
coming of these various devices. It describes beha- 
viour manifestations and symptom-complexes under 
ten relatively independent categories. 

The syndromes postulated are as follows: 

A. Excitation (EXT). The defining characteristics 
are excess and acceleration of speech and motor 
activity. Mood level and self-esteem are high. Re- 
straint in expression of emotion and feeling is lacking. 

B. Hostile-Belligerence (HOS). Manifest and verbal 
hostility, expressions of resentment and an attitude of 
suspicion of others’ intentions are characteristics of 
the syndrome. 

C. Paranoid Projection (PAR). This is defined by 
morbid beliefs that attribute hostility, persecution and 
even a controlling influence to others. 

D. Grandiose Expansiveness (GRN). This includes 
delusions of grandeur, an attribute of self-i "importance, 
and at times a conviction of having a divine mission. 

E. Perceptual Distortion (РСР). This is characterized 
by hallucinations that threaten, accuse, demand or 
extol. 

F. Anxious Intropunitiveness (INP). This syndrome is 
marked by anxiety, fears, lowered mood level and 
self-depreciation; guilt, remorse and self-blame for 
real or imagined faults are equally important. 

G. Retardation and Apathy (RTD). This shows slowed 
and reduced motor activity, ideation and speech. 
Apathy and disinterest are also characteristics. 

H. Disorientation (DIS). This represents disorienta- 
tion of time, place and person. 

I. Motor Disturbance (MTR). Rigid, bizarre postures, 
grimacing and repetitive movements are the main 
behaviours. 

J. Conceptual Disorganization (CNP). Irrelevant, 
incoherent and rambling speech as well as neologisms 
and stereotyped use of words, etc., characterize the 
syndrome. 


Detailed cues to identify these behaviour manifesta- 
tions and rateable verbalizations concerning current 
feelings, thoughts and beliefs are available with the 
scale. The emphasis is on the measurement of 
currently discernible behaviour, feeling and attitude, 
and is therefore restricted to the observation within 
the interview situation only. The Disorientation 
rating and the Conceptual Disorganization scales of 
the IMPS were not used in this study, as disorientated 
patients could not be of much help in supplying 
information, could not fill in questionnaires Properly, 
ana could not do the tests. 
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An independent rating on the IMPS was obtained 
from the ward sister or charge-nurse on each patient. 
This rating was of course on the ward behaviour of 
the patients, while the psychologist’s rating was based. 
on interview behaviour, and it was not anticipated 
that agreement would be very high. It seemed 
desirable to have both types of behaviour rated 
independently. 


(b) Cognitive tests 
1. Intelligence 

Cognitive tests used in this research were selected 
from the Wechsler Adult Intelligence Scale (1955). 
The two sub-scales, Similarities and Picture Com- 
pletion, one each from the Verbal and Performance 
Scales, were employed in this investigation. Wechsler 
(1958) presents evidence for a high 'g factor loading 
on the test of Similarities through all ages. He con- 
tends that ‘allowing for the concomitant contribution 
of the verbal factor, the test would seem to be 
primarily a measure of generalizing or abstract 
ability’. Inductive reasoning ability and concept 
formation capacity are tapped by means of this test. 

Picture Completion is the other test used in this 
study, taken from the Performance Scale of Wechsler. 
This generally correlates higher with Performance 
than with Verbal tests and has the highest ‘g’ loading 
of any Performance test. Cohen (1956), in his factorial 
study of the WAIS, found it to have a specificity of its 
own as a distinct factor yet to be identified. However, 
the abilities involved appear to be of a perceptual and 
conceptual nature as far as visual recognition and 
identification of familiar objects and forms are 
concerned. The author states that the ‘test measures 
the ability of the individual to differentiate essential 
from non-essential details’. 


2. Mental control 
Mental control is one of the first things to be assessed 
when a patient is admitted to hospital for psychiatric 
treatment. The slowing down of thinking, loss of 
mental shift, rigidity and tendency towards persevera- 
tion are associated with the severity of mental dis- 
order. In this study, mental control was assessed on 
the items taken from a standardized memory scale of 
Wechsler (1945). This consists of three sub-items: 
(i) counting backwards from 20 to 1; 
(1) repeating the alphabet quickly; 
(iii) counting by threes. 


(c) PEN Inventory 

The PEN Inventory, which was also administered, 
has not yet been published, but the items involved 
have been given in the publications by Eysenck and 
Eysenck already quoted. The inventory gives reliable 
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and roughly independent scores on psychoticism, 
neuroticism, and extraversion. A lie scale is also 
included, the main purpose of which is to detect 
dissimulation. Michaelis and Eysenck (1971) have 
shown that there is a mdhotonic relation between 
motivation to dissimulate (fake good) and the correla- 
tion between N and L. In the present sample this 
correlation was — +43 for the men and — ‘52 for the 
women; this is very high and suggests a great deal of 
dissimulation.* Similarly, the score on the L scale 
was unusually high. We would conclude from this 
that the P and N values reported are underestimates 
of the true values; as they are still in excess of the 
normal (control) values reported in the literature it 
did not seem necessary to attempt to correct for 
dissimulation. However, this point must be borne in 
mind in interpreting the results. Most of the subjects 
were re-administered the PEN Inventory after six to 
eight weeks. 


(d) Hostility and direction of hostility 

The Hostility and Direction of Hostility Question- 
naire (HDHQ) was designed by Caine, Foulds and 
Hope (1967) with a view to measuring the manifesta- 
tion of hostility or punitiveness. Items used in this 
questionnaire were culled from the M.M.P.I., and 
five sub-scales were devised. The questionnaire yields 
a general hostility score and a direction of hostility 
score, either of extrapunitiveness or intropunitiveness. 
The five sub-scales are grouped as follows: Acting 
Out Hostility (AH), Criticism of Others (CO), and 
Delusional Hostility (DH) constitute the extrapunitive 
scale; and Self Criticism (SC) and Delusional Guilt 
(G) form the intropunitive scale. The direction of 
hostility is worked out as (28C+G)—(AH+CO+ 
DH); the sum of intropunitive tests, counting Self 
Criticism twice over, less the sum of the extrapunitive 
tests. The intercorrelations between all the five sub- 
scales are reported as significantly positive on the 
normal and neurotic samples to support a general 
factor of hostility. The authors state that ‘since no 
criterion measure of amount of aggression, hostility 
or punitiveness is available, the first principal 
component is assumed to approximate such a 
measure’, The patterns of correlations also confirm the 
hypothesis of divergent trends of extrapunitive and 
intropunitive sub-scales. These assumptions were 
further verified by Hope (1963) and Philip (1968) on 
normal and neurotic samples, and findings were in 
the predicted directions with one exception, that 
namely in Hope’s study Acting Out Hostility has a 
very small loading on the second component in the 
normal sample. 


* For P, correlations with L are — :17; as usual, these 
are lower than the L N correlations. 
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In the framework of postulated personality theory, 
attempts have been made by Foulds and his colleagues 
to show that the first component of General Hostility 
is more concerned with psychotics than with neurotics 
or normals. The second component of Direction of 
Hostility seems to suggest that paranoids are at the 
extreme end of extrapunitiveness and melancholics 
at the other end of intropunitiveness. The non- 
paranoid schizophrenics come in between. Researches 
are reported to show a reduction in General Hostility 
and a decrease in intropunitiveness in the neurotic 
patients as their psychiatric condition improves 
(Caine, 1965; Mayo, 1967). Foulds et al. (1968) have 
also mentioned that, when psychiatric patients are 
classified as ‘psychic’ or ‘somatic’ on the Symptom 
Sign Inventory, somatic patients score lower on 
General Hostility and appear less intropunitive in 
direction compared with the psychics; somatization 
of symptoms thus means a substitute for hostility. 

Supporting evidences for the ‘degree of hostility’ 
scale and its direction of expression of hostility are 
available from the study of alcoholits, attempted 
suicide cases, asthmatics, prisoners, patients under- 
going renal dialysis, etc. (Foulds, 1967; Philip, 1968; 
Vinoda, 1966). In these studies, some discrepancies 
are noticeable amongst the findings; nevertheless, 
they do confirm to a large extent the theoretical 
formulations and provide a reliable and valid measure 
of hostility and its manifestations. 


(е) Motor tests 

Psychomotor dysfunction and retardation as corre- 
lates of mental disorder have long been recognized in 
the psychiatric field. Experimental studies in this area 
date as far back as 1922 when Lundholm (Lundholm, 
1922) investigated reaction time as an indicator of 
emotional disturbances in manic-depressive psychosis. 
Studies of psychomotor functions on psychotics and 
neurotics with different variables have been reported 
since then. Foulds (1952) found that dysthymics were 
more speeded up by distraction than hysterics and 
psychopaths. Shapiro and Nelson (1955) stressed 
psychomotor slowness in psychiatric illness. Tizard 
and Venables (1956, 1957), Weaver (1961), Beech 
and Parbhoosingh (1962) and Court (1964) have 
given accounts of disordered motor expressions in 
their studies. Yates (1960) has reviewed the literature. 

In the present study an experiment was designed to 
find the level of psychomotor performance of the 
psychotic patients under ordinary conditions as well 
as under conditions of stress. The task selected for 
performance was very simple and did not involve any 
specific ability or skill. The subject had to cancel 
every third number of a cancellation sheet which 
contained numbers printed in random order. In the 
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psychomotor performance the speech of the subject 
was also included, the subject being required to call 
out every number he cancelled. 

The task was set to be performed under two condi- 
tions—énce under stress, once without stress. The 
stress was introduced by giving the subject special 
instructions to work as quickly as possible and to call 
out the cancelled number correctly every time. 
Furthermore, he was also instructed that there 
would be a time signal given to him at regular 
intervals of 30 seconds to warn him of the time. 
The time for the actual performance was kept constant 
for both stressful and stress-free conditions, that is 2 
minutes per condition. The presentation of the 
condition was in an A B B A design. 

Condition A stands for the performance of the task 

under normal conditions without stress; 

Condition B stands for the condition with stress. 

A rest pause of equal duration was introduced at 
the end of each condition in order to dissipate the 
fatigue effect. 

A practice trial of 15 seconds was given to each 
subject before the actual experiment commenced. 

At the end of the experiment, a discrepancy score 
was worked out by taking the difference between the 
numbers of digits cancelled under the two different 
conditions. 

3. RESULTS 

The main results of the study are reported in 
Table IJ, which gives means and standard 
deviations for the various tests and ratings, for 
men and women separately, and also the corre- 
lations of the P scale with each of the other 
tests and ratings.* The mean P scores of our 

* As noted in the description of the experiment, the 
ratings made by the psychologist and the psychiatric 
nurse were not strictly comparable, the material on which 
these ratings were based being so very different. It is 
nevertheless of interest to sce to what extent these ratings 
correlate; these correlations are of course not reliabilities 
in the usual sense, and must be expected to be much 
lower than would be usual—or tolerable—for ordinary 
reliabilities. The correlations were calculated for men and 
women separately, and arc given below for the 8 scales 
used. Excitement: -32, * 50. Hostile belligerence: -23, :21. 
Paranoid projection: -28, ·43. Grandiose expansiveness: 
*51, * 1I. Perceptual distortion: +89, * 15. Motor disturb- 
ances: *OI, *19. Some of these figures are so low as to 
suggest that there was little the two raters had in common 
(e.g. motor disturbances), but in most cases the correla- 
tions suggest that in spite of the quite different ways of 
acquiring information, the information ultimately acquired 
was not too dissimilar (c.g. excitement, or anxious intro- 
punitiveness). It is clear that there is not so much re- 
dundancy in the data as to make the usc of both scts not 
wrth while. 
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sample may be compared with our standardiza- 
tion data; in the present sample the means are 
very near 5, which is slightly (but not signifi- 
cantly) larger than our means obtained from 156 
male psychotics (4°83, S.D. 3:28) and 154 
females (4:92, S.D. 3:64) (standardization 
sample). The E scores of the present sample are 
slightly elevated, significantly so in the case of 
the females (10-04, S.D. 4:58; 10°26, S.D. 
4:44). On N our present sample is definitely 
higher (9:64, S.D. 4:90; 9:46, S.D. 5:13). The 
differences, though significant, are small; they 
may stem from the fact that our sample had to 
be selected by exclusion of patients unable to 
carry out the motor and cognitive tests. For the 
Lie scale there are no norms making a direct 
comparison possible, as our previous samples of 
psychotics had been tested with a form of the 
PEN which did not include the L scale. How- 
ever, the obtained values lie distinctly above 
those recorded from normal (non-psychiatric) 
samples, which average around 4:7, S.D. 2:8, 
and also above those recorded from out- 
patient neurotics, which average around 5:1, 
S.D. 3:0; the differences between the psychotics 
in this sample and the normal and neurotic 
groups tested are statistically significant. When 
we compare our psychotics with normal groups 
on P, E and N, we find, as expected, that they 
are much higher on P (normal males have a 
mean P score of 2*5, S.D. 2:7, and females опе 
of 1:97, S.D. 2: 1). On N, too, the psychotics are 
notably higher, normals having means of 7:3, 
S.D. 4:4 (males), and 8-6, S.D. 4:3 (females). 
On E the psychotics are significantly lower, 
normal scoring 12:7, S.D. 4:1 (males) and 
12:4, S.D. 3:7 (females). Neurotic in- and out- 
patients score higher on N than do our psycho- 
tics, with scores roughtly 2 points above. Our 
sample emerges from all these comparisons as 
equal in P to previously studied psychotic 
groups, and definitely superior to normal or 
out-patient neurotics; in-patient neurotics are 
somewhat below psychotic in P, but not very 
much (mean value of P = 4-6, S.D. 3:1). The 
only group to equal psychotics on P is prisoners 
(Eysenck and Eysenck, 1970); their mean P 
score is 4:81 for the men and 5:69 for the 
women. 

Scores on the various tests, questionnaires 
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and ratings were intercorrelated by means of 
product-moment formula, leaving out only the 
‘Disorientation’ and ‘Conceptual Disorganiza- 
tion’ items on the IMPS for reasons of lack of 
variance. (Ss scoring high on these variables 
would have been excluded from the experiment 
because of inability to carry out the cognitive 
tests.) Correlations were established separately 
for men and women, and the resulting matrices 
were separately factor-analysed by means of 
Principal Components; the resulting factors 
were rotated through Promax to oblique simple 
structure positions, 10 factors being extracted. 
(The number of factors to be rotated was 
determined by reference to the number of 
eigenvalues in excess of unity.) Higher order 
factors were extracted and rotated according 
to the Promax formula. We will discuss here 
first of all the primary factors emerging from 
this process. 

The first factor to appear may be identified 
rather confidently as one of psychoticism; it is 
defined primarily by questionnaire scores, but 
also has loadings on ratings and cognitive tests. 
Taking men first, we find that this factor has 
loadings on P (-72), Hostility (-90), Criticism 
of others (-89), Projected delusion (paranoid) 
hostility (-88), Urge to act out hostility (-71), 
Guilt (—-54), Direction of hostility (—-47), 
and on Hostile belligerence (+47), second IMPS 
rating. All these items have loadings of above 
-40; loadings with lower values are N (+39), 
Self criticism (:29), and the cognitive tests: 
Similarities ( — : 20), Picture completion (— 25), 
and Mental control (—:12). For the women, 
the following loadings are worthy of note: P 
(+62), N (+74), L (— 48); Hostility (+99), Urge 
to act out hostility (+75), Criticism of others 
(+91), Projected delusion (paranoid) hostility 
(-66), Self criticism (+55) and Guilt (-67). 

The male and female factors are clearly simi- 
lar, although the number of high loadings is 
larger on the male factor. The correlations 
between the component scales of the Hostility 
inventory are responsible for the fact that these 
have higher loadings than P on this factor. It is 
interesting that some rating and performance 
scores have been incorporated in this factor, 
although these contribute mainly to other pri- 
maries concerned with ratings and perforrgance, 
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respectively; one might have expected relations 
between different ‘measures’ factors to have 
emerged rather by way of inter-factor correla- 
tions. These will be discussed later. 

Factor 2 is clearly- an extraversion factor, 
with E having a loading of ·7о for the males. 
Other high loaders are Direction of hostility 
(—-81), Self-criticism (—-72), Guilt (— 65), 
all on the Foulds scales; N (— +50) on the PEN; 
and the following on the IMPS: Excitement 
(*44), anxious intropunitiveness (— :67), Re- 
tardation (—:58), all on the psychologist's 
ratings, and Anxious intropunitiveness ( — : 79), 
and Retardation (—-84), on the psychiatric 
nurses! rating. For the women the loading on 
E is even higher (:99), with Direction of 
hostility (—:31), Urge to act out (-35), and 
Self-criticism (— 32) loadings from the Foulds 
scales. Expansiveness (+56) in the psychologist’s 
ratings had a high loading, with only three 
rather small loadings from the psychiatric nurse: 
Excitement (+23), Hostile belligerence (-27), 
and Expansiveness (:23). Age has a negative 
loading for the women (—-58); it has often 
been documented that people get more intro- 
verted with age. Why no such correlation is 
found among the males is not clear. 

Factor 3 is a P rating factor, just as factor 1 is 
a P self-rating factor. There are 3 items with 
moderate loadings from the psychologist: Para- 
noid projection (+32), Perceptual distortion 
(+28), and Hostile belligerence (+23); there аге 
four items with rather higher loadings from the 
psychiatric worker: Paranoid projection (+95), 
Expansiveness (-36), Perceptual distortion ( : 93), 
and Motor Disturbance (+73). There is also a 
loading of —:39 on Mental control. For the 
women there is no such loading on Mental 
control. They load on the Foulds scale of Acting 
out hostility ( — : 34) and the Hostile belligerence 
(*35) and Paranoid projection (:35) ratings by 
the psychologist. Again loadings are higher for 
the ratings of the psychiatric nurse. Hostile 
belligerence (:68), Paranoid projection (:80), 
Expansiveness (+ 35), Perceptual distortion (:80), 
and Anxious intropunitiveness (-41). For both 
men and women, therefore, emphasis in this 
factor is on paranoid projection and perceptual 
disturbance and motor disturbance, with just a 
smattering of hostility. 
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Rated hostility comes out more clearly in 
factor 4. High loadings appear on Hostile 
belligerence (+78) and Retardation (— :29), as 
rated by the psychologist, and Excitement (- 48) 
and Hostile belligerence (-41) as rated by the 
psychiatric nurse. For the women, loadings are 
on Excitement (:90) and Hostile belligerence 
(+64) in the psychologist’s ratings, and Excite- 
ment (+48), Anxious intropunitiveness (— :41) 
and Retardation (—-32) in the psychiatric 
nurse’s ratings. 

Factor 5 is a test factor, with loadings on the 
cognitive tests. For the men, these are as follows: 
Similarities (+40), Picture completion (+73), 
and Mental control (:48); there are negative 
loadings on P (— +33) and Perceptual distortion 
(— 69). For the women, the factor loads are on 
Similarities (-79), Picture completion (:84), 
Mental control (+52) and the two parts of the 
Motor Test: Part A (-87), Part В (-63). Here P 
only has a loading of —-19 and Perceptual 
distortion one of —-16. There is some evidence 
here of a relation between cognitive tests, on the 
one hand, and ratings and self-ratings, on the 
other, but it is not very strong; again we would 
expect such relations to emerge more clearly in 
the intercorrelations between factors. 

Factor 6 is an Age factor, with loadings near 
unity for this variable, and otherwise only much 
lower loadings; this is of little interest. Factor 7, 
for both sexes, related to the L scale, but the 
loadings are so confused and contradictory that 
it is not possible to make any psychological 
sense of this factor. Factor 8 appears to be 
concerned mainly with the two scores of the 
Motor Test. For the males, these load -93 and 
1°01, with the (A-B) score loading -65. Mental 
control also loads (+45), and so do ratings for 
Excitement (-41), and Hostile belligerence 
(+29), as rated by the psychologist. For the 
women, these two scores (A and B) were taken 
up in factor 5; factor 8 for them only contains 
the (A-B) score, with a loading of +87. This 
factor is best regarded as a doublet and/or an 
artefact. The remaining factors are either 
doublets, e.g. for the males the two ratings of 
Expansiveness (86 and -67) or else are un- 
interpretable. We thus emerge with five clearly 
interpretable factors, similar for both sexes, 
and of some psychological interest, plus a sixth 
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factor (age) which is equally clear but of little 
interest. We must next turn to the relations 
between the factors. 

In view of the fact that the differences in 
scores were relatively small between sexes, and 
that similar factors emerged at the primary 
level for both sexes,* it seems advisable to 
combine sexes for the higher order factor 
analysis in order to have a sufficiently large 
sample. The analysis outlined above for the 
sexes separately was therefore repeated on the 
combined sample, and second-order factors 
calculated; four factors emerged, and their 
loadings are given in Table II. Factor 1 loads 
mainly on the hostility scales of the Foulds 
inventory, on N and P, negatively on L, and 
on some of the rating scales, notably anxious 
intropunitiveness, retarded and apathetic, and 
motor disturbance; there is also a high negative 
loading on age, suggesting that this configuration 
appears more frequently in the younger 
patients. The highest loading on the Foulds 
scales is on self-criticism, followed by guilt; 
direction of hostility is thus mainly inwards 
(intropunitiveness). Factor 2 loads highly on 
the various tests used (similarities, picture 
completion, mental control, and the motor test), 
with negative loadings primarily on P and on 
some of the ratings and Foulds scales. Factor 3 
has loadings mainly on the ratings, particularly 
paranoid projection, grandiose expansiveness, 
and perceptual distortion; P and some of the 
Foulds scales are also represented, but not so 
prominently. Factor 4 is largely an artefact, 
having high loadings just on two ratings, hostile 
and belligerent. The first three factors might 
with advantage be regarded as ‘instrument’ 
factors, loadings on the Foulds scales (factor 1), 
the objective tests (factor 2), or the ratings 
(factor 3). It is interesting that on all factors 


* Few of the means showed significant differences 
between the sexes. Picture Completion and the psycho- 
logist’s rating on Paranoid projection were the only 
comparisons significant beyond the -o1 level; the L scale 
of the PEN, the psychologist’s rating on Perceptual distor- 
tion, and the (A—B) score on the Motor Test reached 
significance at the 5 per cent level. On the whole, and 
bearing in mind that out of 34 comparisons one or two 
would have reached the 5 per cent of significance by 
chance, these results suggest substantial similarity between 
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P has a reasonable loading, suggesting that all 
three do in fact measure different aspects of P; 
this is also suggested by the fact that on each 
factor items from different ‘instruments’ do have 
sizeable loadings. In addition, the factors are 
positively correlated, with an average in the 
twenties. This suggests the extraction of Third 
Order factors (super factors) ; two of these were 
found in the analysis, and their loadings are 
given in Table IT. 

The first factor is clearly a P factor; P has 
the highest loading, and the factor transcends 
‘instruments’, having loadings on objective tests 
(items 2, 3 and 4, 32, 33), Foulds inventory 
scores (items 9, 11, 12, and їз), and ratings 
(items 18, 20, 24, 25, 26, 27, 28). Age has no 
loading on this factor. Factor 2 discriminates the 
outgoing, extraverted, extrapunitive type of 
psychotic from the inward-looking, introverted, 
intropunitive type. There are negative loadings 
on E, excitement, hostile belligerence, grandiose 
expansiveness, and positive loadings on N, 
inward direction of hostility, self-criticism, guilt, 
anxious intropunitiveness, and retardation and 
apathy. These results suggest that within the 
psychotic field extraverted and introverted 
behaviour patterns may be distinguished with a 
considerable degree of clarity, and thus re- 
inforce the findings of Armstrong et al. (1967); 
and of Venables and Wing (1962). The former 
concluded, from an examination of the M.P.I. 
scores of schizophrenic patients, that ‘these 
results raise the possibility that a significant 
degree of what is included within the process- 
reactive frame of reference may be considered 
a function of extraversion-introversion’ (p. 69). 
Our results suggest that some even broader 
grouping is possible, embracing not only schizo- 
phrenics, but also other types of psychotics. 

In order to look at individual cases, and also at 
clusterings of diagnostic units, factor scores were 
calculated for all patients, on the two super- 
factors. These were plotted in two-dimensional 
space, but inspection did not reveal any very 
clear pattern, except that depressive disorders 
seemed to be particularly prominent in the 
extravert-high P quadrant, paranoid disorders 
in the extravert-low P quadrant, and schizo- 
phrenics in the introvert-medium P part of the 
space. In order to put this causal observation on 

ө 


581 


a more quantitative basis, patients were grouped 
into four groups—schizophrenics, paranoids, 
affectives, and unclassified; numbers in these 
categories were 51, 32, 60, and 9 respectively. 
Means and variances were then calculated for 
these groups, and differences were tested on both 
factors for the first three groups; the fourth 
group of unclassified was too small to make 
statistical treatment worth while, and in any 
case they fell very near the central point of the 
plot. Our impression about the relative positions 
of the other groups was borne out; all the 
differences related to factor 1 (P) were signi- 
ficant, the difference between paranoids and 
affectives being the most significant (p < :оо1). 
None of the differences on factor 2 were signi- 
ficant statistically, although the differences 
between schizophrenics and the other two 
groups is more likely than not to be replicated 
on repetition of the experiment. None of these 
results, however, can be taken to have any very 
fundamental meaning in view of the degree of 
selection that has preceded our experiment; 
eliminating the most severely ill cases, who 
would not have been able to do the test at all, 
may have meant removing an unduly large 
proportion of high-P schizophrenics, leaving the 
less seriously ill. The data are reported for the 
sake of completeness, but no far-reaching con- 
clusions can be based on them. Table ITI gives 
the means and S.D.s of the four groups. 


'ТАвгЕ Ш 
Factor 1 Factor 2 
(P) (introv.) 
Schizophrenics —+1126--1-0240 =. - 1867-4 +9375 


Paranoids — 6343+ 1:0474 —-0935+ :1947 
Affectives —:4275+ "8627 —' 1426+ 1:2346 
Unclassified "04394 :8793 — 14394-13491 





Factor scores: means and S.D.s for two factor, of 
groups of patients. 


As mentioned in the description of the experi- 
mental design, the great majority of patients 
were re-tested with the PEN inventory aftersix to 
eight weeks; 61 men and 72 women were in 
fact retested. The results of the test and retest 
comparison are given in Table IV; part 1 gives 
the test-retest correlations, and part 2 gives the 
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means for the first and second tests and the 
statistical significance of the observed differences. 





TABLE IV 
Tesi-Retesi : Correlations 
M F Combined 
Р 49 `55 53 
E 63 73 68 
N 60 +85 63 
Ti 71 '75 78 
Means 
My Ma Fi Fa Cy C 
P 4:62 3-11#** 5:gi g-71*** 4:99 g:44*** 
E 9:97 10:70  II:OO II:21 10:53 10:98 
N 10:67 g-41* 11:22 10-01* 10:97 9°74** 
L 56r 5:92 6:81 6:56 6-26 6-26 


Asterisks denote level of significance of correlated 
t-tests at the -05, -or, and сооп levels (1, 2, or 3 
asterisks). 


It will be seen that the test-restest correlations 
are quite high, with the exception of P; con- 
sidering the mental state of the patients, and the 
exceptionally rapid changes taking place in 
their behaviour during this period, these values 
indicate some degree of stability. As regards 
the changes in the means, there is obviously no 
change in E and L, and only a relatively slight 
change towards lower N;* there is, however, a 
marked change in the P scores in the direction of 
lower degrees of psychoticism. It seems likely 
that it is this marked change that is responsible 
for the low retest reliability of the P score; it is 
unlikely that such rapid changes would affect 
every individual equally, and hence there would 
result a change in rank order, producing equally 
lowered retest correlations and greater change in 
means. The fact that the retest correlations are 
still quite substantial suggests that the P score 
might with advantage’ be used as a predictive 


* The change in N is almost certainly due to the correla- " 


tion in this sample with P, which turns out to be -66 for 
males and -52 for females. It has been found before that 
factors which are independent in normal groups become 
correlated in abnormal groups; this may be due to selec- 
tion, or it may be a direct causal influence, e.g. psychi- 
atric breakdown may lead to a heightening of anxiety and 
hence higher scores in N. When the correlational influence 
is partialled out, no significant change remains in N. 
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test, low scores predicting better chances of 
improvement in the patients’ clinical condition. 
The present study by itself is of course not in a 
position to establish this important point. 


4. DISQUSSION 


Our results may best be discussed in the 
context of the theory of arousal, which has often 
been applied, although in contradictory ways, 
to psychotic behaviour generally and schizo- 
phrenic behaviour specifically. Mednick (1958) 
has postulated that schizophrenia represents a 
learned response to unbearable anxiety or 
arousal; this arousal develops within the 
individual as a result of hyperreactivity to 
external stimuli. (The connection between 
arousal and hyperreactivity has been experi- 
mentally documented in normal subjects by 
Eysenck (1967).) Arieti (1956), and many other 
theorists of widely differing background, have 
published statements broadly along the same 
lines. Others have given an entirely different 
account, ascribing schizophrenic reactions to 
sluggish autonomic reactivity (Gellhorn, 1953). 
When skin resistance is used to measure arousal, 
widely varying results have been reported. Ax et 
al. (1961), Williams (1953) and Zahn (1964, 
1968) report higher than normal tonic levels; 
Crooks and McNulty (1966), S. B. G. Eysenck 
(1956), Goldstein (1965), Howe (1958) and 
Venables (1964) report lower than normal tonic 
levels. DeVault (1955), Paintal (1951) and 
Ray (1963) fail to find any significant differences 
either way. Fenz and Velner (1970) report ‘the 
conclusion that depending on the psychological 
measures used, the selection of Ss, and the 
experimental situation, schizophrenics fall any- 
where along the continuum of arousal, although 
in most cases toward the high or low ends of the 
continuum’. Reviews of the literature bear this 
out; Lynn (1963) concluded from his review of 
the Russian literature that there are two types of 
schizophrenia: a majority group characterized 
by low sympathetic tone and reactivity, and a 
minority group with unusually high sympathetic 
tone and reactivity. Gellhorn (1967), in a later 
study, also reported schizophrenic patients of 
high and low sympathetic reactivity. Thayer and 
Silber (1971) argued that tonic arousal level 
would be a basic parameter influencing psycho- 
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physiological responsiveness to discrete stimuli; 
they found that this was true both in a normal 
and in a schizophrenic group of subjects, with 
psychiatric status itself a negligible factor. 

Thesé results agree well with Eysenck’s 
proposal that the arousal syndrome is associated 
with the extraversion-introversion dimension 
(Eysenck, 1967); if P is independent of E, then 
we would expect, as we seem to find, that both 
high arousal and low arousal subjects are to be 
found among patients diagnosed as psychotics. 
This notion does of course break with a cherished 
psychiatric belief, dating back to before Jung, 
that introversion and schizophrenia have some 
special affinity. The work of Page (1934), and 
particularly the follow-up studies of Michael, 
Morris and Soroker (1957), have given no 
support to this view, which in any case was not 
based on empirical data. The results of the 
present study bear out the hypothesis that it is 
possible to divide psychotic populations by 
reference to differences in extraversion-introver- 
sion, just as it is possible to divide normal or 
neurotic populations in this manner, and that 
this division coincides with important beha- 
vioural differences. 

This view, of course, fits in well with the 
general dimensional approach to diagnosis and 
personality description which Eysenck (1970) 
has advocated. On this view psychiatric diag- 
nostic categories are artefacts which tend to fit 
reality only spasmodically; they represent points 
in a multidimensional space generated by the 
various personality factors (P, E, N, etc.), with 
actual patients being distributed freely through- 
out the multi-factor space, and showing no 
particular tendency to aggregate around the 
points in question. Hence the difficulties of 
diagnosis, the arguments about systems, and the 
well-recognized unreliability and lack of validity 
of the current systems. It is unrealistic to try to 
fit the great variety of symptoms and personality 
traits shown by psychiatric patients into the 
Procrustes bed of a few arbitrary categories; 
dimensional analysis offers a much more flexible 
system into which reality can be fitted with much 
greater ease. The two systems do of course over- 
lap at certain points; thus, anxiety states and 
reactive depressives are high on N and low on E, 
psychopaths are high on N and high on E, 
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psychotics are high on P, etc. The demonstrated 
amount of agreement should make it much easier 
than it would otherwise be to switch over to a 
system clearly better in accord with reality than 
the categorical ‘disease entity’ system in use at 
the moment (Eysenck, 1960). 


5. SUMMARY 


A study is reported of 68 psychotic men and 
85 psychotic women, using symptom ratings, 
personality inventories, and objective tests. 
Data were analysed by means of factor analysis 
of correlations between scores, both for the sex 
groups separately, and the sex groups combined. 
Three major factors appeared cutting across 
modes of assessment (ratings, self-ratings, ob- 
jective tests). These were named P (psycho- 
ticism), measuring degree of psychotic illness; E 
(extraversion), measuring type of psychotic 
illness; and Age. Each factor contained scores 
characteristic of both sets of patients’ 
characteristics. The results added support to the 
hypothesis that the P scale of the PEN inventory 
can be regarded as a valid measure of psycho- 
ticism, and that the E scale is relevant to the 
development of different symptom patterns in 
psychotic patients, just as it has been found to be 
relevant to the development of different symp- 
tom patterns in neurotic patients. The results 
may be seen as illustrating the possible usefulness 
of the dimensional approach to psychiatric 
nosology. 


REFERENCES 

(1956). Interpretation of Schizophrenia. New York: 

er. 

AnMsrRONG, H. E., Honnson, M. H., Ries, Н. А., and 
Но1мез, D. S. (1967). ‘Extraversion-introversion and 
process-reactive schizophrenia.’ Brit. J. soc. clin. 
Psychol., 6, 69. 

Ax, A. F., Beoxerr, P. G. S4 Comen, B. D., ЕконмАМ, 
C. E., Tourney, C., and Gorrums, J. S. (1961). 

- Psychophysiological patterns presented at the mecting 
of the Soc. Biol. Psychiat., 1961. 

Вкксн, Н. R., and Parsnooswos, Н. R. (1962). ‘An 
experimental investigation of disordered motor 
expression in a catatonic schizophrenia patient.’ 
Brit. J. soc. clin. Psychol., 1(3), 222. 

Cans, T. M. (1965). ‘Changes in symptom, attitude and 
trait measures among chronic neurotics in therapeutic 
community’, in Personality and Personal Iliness (ed. 
С. А. Foulds). London: Tavistock Press. 


AnrETI, S. 
Brun 


584 


dane, T. M., Fourps, G. A., and Hore, К. (1967). Manual 
of Hostility and Direction of Hostility Questionnaire. 
London: Univ. of London Press. 

Сонем, J. (1956). ‘A comparative factor analysis of WAIS 
performance for four age groups between 18 and бо. 
Amer. Psychologist, 11, 449. 

Court, J. H. (1964). ‘A longitudinal study of psychomotor 
functioning in acute psychiatric patients.’ Brit. 7. med. 

* Psychol., 37, 167. 

Croors, R., and McNutty, G. (1966). ‘Autonomic 
response specificity in normal and schizophrenic 
subjects.’ Canadian J. Psychol., 20, 280-95. 

Dez Vaurr, S. Н. (1955). ‘Physiological responsiveness in 
reactive and process schizophrenia.’ Michigan State 
Univ. Unpublished Ph.D. dissertation. Quoted by 
Harper and Silber, 1971. 

Eysenox, H. J. (1947) Dimensions of Personality, London: 

Routledge and Kegan Paul. 

(1950). ‘Criterion analysis in an application of the 
hypothetico-deductive method to factor analysis., 
Psychol. Rev., 58, 38-53. 

—— (1952). The Scientific Study of Personality. London: 
Routledge and Kegan Paul. 

——— (1952). ‘Schizophrenia cyclothymia as a dimension 

of personality.’ 7. Personal., 20, 345-84. 

(1960). ‘Classification and the problem of diagnosis’, 
in Handbook of Abnormal Psychology (ed. H. J. Eysenck). 

London: Pitman. 

— (1967). The Biological Basis of Personality. Springfield, 

Ilinois: C. C. Thomas. 

(1970). ‘A dimensional system of psychodiagnostics’, 
in New Approaches to Personality Classifications (ed. A. R. 
Mahrer). New York: Columbia Univ. Press. 

(1971). ‘An experimental and genetic model of 
schizophrenia’, in Genetic Factors in Schizophrenia (ed. 
А.К. Kaplan). Springfield, Illinois: C. C. Thomas. 

— — EasriNG, G., and Еуземск, 8. B. С. (1971). ‘Per- 
sonality measurement in children: a dimensional 
approach.’ 7. special Educ., 4, 261-8. 

and Eysenck, S. В. С. (1968). ‘A factorial study of 
psychoticism as a dimension of personality.’ Multivar. 
Beh. Res., Special Issue, 15-31. 

Eysenon, S. B. С. (1956). ‘An experimental study of 
psychogalvanic reflex responses of normal, neurotic 

and psychotic subjects.’ 7. psychosom. Res., І, 258-72. 

and EvseNck, Н. J. (1968). ‘The measurement of 
psychoticism: a study of factor stability and reliability.’ 
Brit. J. soc. clin. Psychol., ӯ, 286-94. 

——— ——— (1969). ‘Scores on three personality variables as 
a function of age, sex, and social class.’ Brit. 7. soc. 
clin. Psychol., 8, 69-76. 

——— — (1969). ‘ "Psychoticism" in children: a new 
personality variable.’ Res. in Educ., x, 21-37. 

—— —— (1970). ‘Crime and personality: an empirical 
study of the three-factor theory.’ Brit. 7. Criminol., 
I0, 225-39. 

Fenz, W. D., and Verner, J. (1970). “Physiological con- 
comitants of behavioural indices in schizophrenia.’ 
J. abnormal, Psychol., 76, 27-35. 

Foutps, G. J. (1952) Temperamental differences in maze 
performance’, Brit. 7. Psychol., 43. 33-41. 




















SEVERITY AND TYPE OF PSYCHOTIC ILLNESS AS A FUNCTION OF PERSONALITY 


Fours, С. A. (1967). ‘Some differences between neurotics 
and character disorders.’ Brit. J. soc. clin. Psychol., 
6, 52-59- 

———, and Horr, К. (1968). Manual of the Symptom 
Sign Inventory. London: University of London Press. 

GELLHORN, Е. (1953). Physiological Foundations of’ Neurology 
and Psychiatry. Minneapolis: Univ. of Minnesota Press. 

—— (1957). Autonomic Imbalance and the Hypothalamus. 
Minneapolis: Univ. of Minnesota Press. 

GorpsrzmN, І. В. (1965). ‘Relationship of muscle tension 
and autonomic activity to psychiatric disorders.’ 
Psychosom. Med., 27, 39-52. 

GorrEsMAN, I. I., and Sutexps, J. (1968). ‘In pursuit of the 
schizophrenic genotype’, in Progress in Human Beha- 
vior Genetics (ed. S. С. Vandenberg). Baltimore: 
Johns Hopkins Press. 

Hort, К. (1963). “The structure of hostility among normal 
and* neurotic persons.’ Unpublished Ph.D. thesis. 
University of London Library. 

Howz, E. (1958). G.S.R. conditioning in anxiety states, 
normals and chronic functional schizophrenic sub- 
jects.’ J. abnorm. soc. Psychol., 56, 183-94. 

Kenner, R. E., and Gouray, J. (1970). "The clinical 
distinction between the affective psychoses and 
schizophrenia.’ Brit. J. Psychiat., 117, 261-6. 

Lorr, M. (1953). ‘Multidimensional scale for rating 
psychiatric patients.’ Vet. Adm. Tech. Bull., 10, 507. 

— — Kzzrr, C. J, MaNam, D. М., and Laszy, J. J. 
(1963). Inpatient Multidimensional Psychiatrie Scale. 
Manual. Consult. Psychol. Press, Pal Alto. 

LuwpHoLM, N. (1922). ‘Reaction time as in indicator 
of emotional disturbances in manic-depressive psy- 
choses.’ F. abnorm. soc. Psychol., 17, 292-8. 

Lynn, R. (1963). ‘Russian theory and research in schizo- 
phrenia.’ Psychol. Bull., бо, 486-98. 

Mayo, P. R. (1967). ‘Some psychological changes 
associated with improvement in depression.’ Brit. 7. 
soc. clin. Psychol., 6, 69. 

Mepnicx, S. A. (1958). ‘A learning theory approach to 
research in schizophrenia.’ Psychol. Bull., 55, 316-27. 

Micnazr, C. M., Morrss, D. P., and Soroxer, E. (1957). 
*Follow-up studies of shy withdrawn children. II: 
Relative incidence of schizophrenia.’ Amer. 7. Ortho- 
psychiat., 27, 331—7. 

Micuaxum, W., and Eysencx, H. J. (1971). "The deter- 
mination of personality inventory factor patterns and 
intercorrelations by changes in real-life motivation.’ 
J. genetic Psychol., 118, 223-34. 

Pace, J. (1934). 'Introversion-extraversion and the 
functional psychoses.’ 7. applied Psychol., 18, 478-88. 

PAINTAL, A. S. (1951). ‘A comparison of the galvanic skin 
responses in normals and psychotics.’ 7. exper. Psychol., 
41, 425-8. 

Pumr, А. E. (1968). “The constancy of structure of a 
hostility questionnaire. Brit. J. soc. clin. Psychol., 
7, 16. 

Ray, T. S. (1963). ‘Electrodermal indications of level of 
psychological disturbance in chronic schizophrenia.’ 
Amer. Psychol., 18, 393. 

RosENTHAL, D. (Ed.) (1963). The Genain Quadruplets. 
New York: Basic Books. e 


BY К. VERMA AND Н. J. EYSENCK 


SuaPmo, M. B., and Nzrsow, E. Н. (1955). ‘An investiga- 
tion of the nature of cognitive impairment in co- 
operative psychiatric patients.’ Brit. J. med. Psychol., 
28, 239-56. 

THAYER, J., and Ѕпвев, D. E. (1971). ‘Relationship be- 
tweeh levels of arousal and responsiveness among 
schizophrenics and normal subjects) 7. abnorm. 
Psychol., 77, 162-73. 

Tizarp, J., and VrNABLES, Р. H. (1957). ‘The influence of 
extraneous stimulation on the reaction time of schizo- 
phrenics. Brit. J. Psychol., 48, 299-315. 

—— —— (1956). ‘Reaction time responses by schizo- 

phrenics, mental defectives and normal adults.’ 
Amer. J. Psychiat., 112, 803. 

VxNABLES, P. Н. (1960). “The effect of auditory and visual 
stimulation on the skin potential response of schizo- 
phrenics.’ Brain, 89, 77-92. 

— (1964). ‘Input dysfunction in schizophrenia’, in 
Progress in Experimental Personality Research (ed. B. A. 
Maher). New York: Academic Press. 

—— and Wino, J. К. (1962). ‘Level of arousal and the 
subclassification of schizophrenia.’ Arch. gen. Psychiat., 
7› 114-19. 

ViNopA, K. S. (1966). ‘Personality characteristics of 
attempted suicides.’ Brit. J. Psychiat., 112, 1149. 


585 

Weaver, L. A. (1961). ‘Psychomotor performance of 
clinically differentiated chronic schizophrenics.’ 
Percept. mot. Skills, 12, 27. 

WEouster, D. (1945). A Standardized Memory Scale for 
Clinical Use. Bellevue Hospital, New York City. 

——— (1955). Manual for the Wechsler Adult Intelligence Scale. 
The Psychological Corporation, New York. 
(1958). The Measurement and Appraisal of Adult Intelli- 
gence. Baltimore: The Williams & Wilkins Со. - 
Wurms, N. (1953). ‘Psychophysiological responsiveness 
to psychological stress in early chronic schizophrenic 
reactions.’ Psychosomat. Med., x5, 456-62. 

Wmo, J. K. (1960). "The measurement of behaviour in 
FA schizophrenia.” Acta psychiat. Scand., 35, 





—— ЕРЫ ‘A simple and reliable subclassification of 
chronic schizophrenia.’ 7. ment. Science, 107, 862-75. 

Yates, А. (1960). ‘Abnormalities of psychomotor func- 
tions’, in Handbook of Abnormal Psychology (ed. H. J. 
Eysenck). London: Pitman. 

ZAHN, T. P. (1964). Autonomic Preactivity and Behaviour in 
Schizophrenia. Washington: Amer. Psychiat. Ass., 
Psychiat. Res. Rep., 19. . 

— (1968). ‘Electrodermal and heart rate orienting 
reactions in chronic schizophrenia.’ 7. psychiat. Res., 
6, 117-34. 


Н. J. Eysenck, B.A., D.Sc., Ph.D., Professor of Psychology, Institute of Psychiatry, De Crespigny Park, London, 


SE5 8AF 


R. M. Verma, M.A., Ph.D., Holloway Sanatorium, Virginia Water, Surrey 


(Received 9 February 1972) 


Brit. J. Psychiat. (1973), 122, 587-90 


Anterior Bifrontal ECT: 
` A Clinical Trial 


By RICHARD ABRAMS and MICHAEL ALAN TAYLOR’ 


INTRODUCTION 


Unilateral ECT (U/ECT) produces thera- 
peutic generalized convulsions with less amnesia 
and confusion than classical bilateral ECT 
(B/ECT). The clinical effects of these two 
methods have recently been compared (Abrams 
et al., 1972) and reviewed (Abrams, 1972), 
with the conclusion that U/ECT is less effective 
than B/ECT in the treatment of depressed pat- 
ients. Generalized seizures are induced with both 
methods, and we considered the possibility that 
the therapeutic advantage for B/ECT lay in its 
bilateral stimulation of the brain. An oppor- 
tunity to evaluate the effects of bilateral stimu- 
lation exclusive of the temporal lobes arose at 
the suggestion of Inglis (1970) that seizures 
induced with treatment electrodes placed over 
the front of the head should improve mood but 
have less effect on memory than the other 
techniques. 

The present study is an open clinical trial of 
this method, which we have termed anterior 
bifrontal ECT (ABF/ECT). 


METHOD 


The study was undertaken on the general 
psychiatric wards of Metropolitan Hospital 
Medical Center, New York City. All depressed 
patients referred for ECT during a six-month 
period were treated with ABF/ECT, with the 
exceptions to be described. We originally 
intended a double-blind comparison with 
B/ECT, but the appearance of transient erythe- 
matous marks on the foreheads of patients 
receiving ABF/ECT rendered this unfeasible, 
and we settled on an open clinical trial of 
ABF/ECT. 

Each patient was examined prior to ECT, 
and, the following scales were completed: e 
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I. А 15-item depression rating scale (Abrams 
et al, 1972) modified from Hamilton 
(1960). 

2. The Wechsler Memory Scale (Wechsler, 
1945), form I or II. 

The depression rating scale was repeated 4 to 

6 hours after the fourth and eighth ECT. The 
alternate Wechsler Memory Scale was repeated 
4 to 6 hours after the eighth ECT, as only two 
forms of this scale were available. 

Treatments were given daily on weekdays. 
Patients were premedicated with atropine, and 
anaesthesia was induced with methohexital and 
followed by succinylcholine muscle-relaxation. 
A single seizure was induced at each treatment 
session with 2 to 3 seconds of current from the 
Reiter Mol-AC II machine at the ‘high’ setting. 
As the Reiter ‘unilateral’ electrodes did not 
fit the curve of the forehead, the holder was 
modified by drilling holes which placed the 
electrodes closer together than for U/ECT. 
An inter-electrode distance of two inches was 
settled on after a preliminary enquiry showed 
that closer placement would not yield a seizure. 
The skin of the forehead was cleansed with 
alcohol before electrode application, and rubbed 
with an emollient cream immediately after the 
seizure. * Sponge-rubber covered electrodes were 
used after thorough soaking in a sodium bicarbo- 
nate solution. The electrodes were applied to the 
forehead, straddling the midline about two 
inches above the nasion (Fig. 1). 

In three patients seizures could not be elicited 
at the first or second passage of current at a 
duration of three seconds. The intravenous 
administration of 500 mg. pentylenetetrazol 


* Despite this precaution the treatment often left 
erythematous marks on the forehead lasting as long as 24 
hours, and in four patients second-degree burns occurred 
followed by simple peeling without scarring. 
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Fig. 1.—Electrode Placement for Anterior Bifrontal ECT 


(Metrazol, Cardiazol) in 5 per cent solution 
45 seconds before current passage effectively 
lowered the seizure threshold for two of these 
patients, and they received the remainder of 
their treatments in this fashion. (The third 
patient was dropped from the study.) 

No psychotropic drugs were given during the 
study period. When needed to control agitation, 
sodium amylobarbitone (Sodium Amytal), 250- 
500 mg. intramuscular, was given at 4-6 hour 
intervals. Night-time sedation with barbiturate 
or non-barbiturate sedatives was permitted 
ad libitum. 

RESULTS 

Twenty depressed patients were referred for 
ECT during the study period. Excluded were: 
the patient in whom a generalized seizure could 
not be obtained; another patient so severely ill 
that initial treatment with B/ECT was deemed 
mandatory; and a third who refused further 
ECT after his fourth ABF/ECT. 

The final sample includes 17 depressed in- 
patients ranging in age from 21 to 72 years 
(mean, 50:6), who received at least eight 


Clinical: ABF/ECT was clinically effective 
and significantly lowered scores on the de- 
pression rating scale after four and eight treat- 
ments (Table I). No direct comparison with 
U/ECT or B/ECT was done, but these results 
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TABLE I 
Mean depression rating scale scores before and after 
АВЕЈЕСТ 


Рге-ЕСТ Рові-4 ЕСТ Pogt-8 ECT 





(17) 22:2 12: 1* 6-8** 
25:5; d.f. = 2, 32; p < 0-01) 


= 25 
* "азе sre 
*t=8-3,p< 


may be compared with data from a previous 
study of U/ECT and B/ECT which used the 
same depression rating scale (Abrams et al., 
1972). Data were available for 55 patients after 
four treatments, and Table II shows that ABF/ 
ECT is intermediate between B/ECT and 
U/ECT in reducing depression scale scores. 
This observation is in accord with our clinical 
impressions. 

After patients received eight ABF/ECT we 
decided on clinical grounds whether to termi- 
nate ECT, to give additional ABF/ECT, or to 
change to B/ECT. Four patients were discharged 
directly, two received B/ECT, and 11 patients 
received 1-8 (mean, 4:4) additional ABF/ECT. 
Of these 11, only six were discharged (four got 
B/ECT, one remained in the hospital). In all, six 
patients received B/ECT after ABF/ECT and 
we frequently observed striking clinical improve- 
ment after the addition of 1-2 B/ECT. 

Memory: There was little or no immediate 
post-ECT confusion with ABF/ECT. Patients 
awakened rapidly after treatment, usually 
within 5-10 minutes, and were alert and 
oriented, without the postictal clouding and 
confusion of B/ECT. Clinically, there was no 
cumulative anterograde or retrograde amnesia 
during a course of ABF/ECT, an observation 
also reported for daily administration of U/ECT 
(Abrams, 1967). 

Ten patients completed memory testing before 
treatment aud 4 to 6 hours after the eighth 
ABF/ECT (Table III). The memory scores are 
congruent with the clinical impressions and 
an overall slight improvement in test perform- 
ance occurred. These scores may be compared 
with unpublished Wechsler Memory Scale 
scores obtained during a study of daily admini- 
stration of U/ECT (Abrams, 1967). Data gre 


BY RICHARD ABRAMS AND MICHAEL ALAN TAYLOR 





589 














ТАвгв II 
Retrospective comparison of depression rating scale scores before and after four BJECT, ОЈЕСТ, and АВЕЈЕСТ 
Mean age Method (N) Рге-ЕСТ Post-ECT % change 
Abrams Ф al. 63:4 B/ECT (25) 19°3 7:8 —59:5 
U/ECT (зо) 19:2 II*9 —38:0 
Present study 50:6 ABF/ECT (17) 22:2 12,1 —48:5 
Tase III TABLE IV 
Mean Wechsler Memory Scales Scores before and after Retrospective comparison of mean age-adjusted Wechsler 
eight ABF/ECT Memory Scale score (visual subtest excluded) after eight 
АВЕЈЕСТ or ten UJECT. 
Age-adjusted scores 
анн Pre- Post- 9% 
Time of Raw With Without Author (N) Method ECT ECT change 
examination score visual visual 
subtest subtest Abrams 
(1967) .. (то) U/ECT 82.0 89:5 +1°8 
Pre-ECT .. 41:3 84:2 79:3 Present , 
Post-8 ECT.. 44:0 86-7 81-1 study (то) ABE/ECT 79:3 8:1 +2:3 





available for 10 patients who received U/ECT 
and were tested with the Wechsler Memory 
Scale (visual subtest excluded) before treatment 
and within eight hours after the tenth ECT. 
Table IV displays these results with those of 
the present study after eight ABF/ECT. Com- 
parison of these age-adjusted memory scores 
supports the clinical observation that the 
memory effects of ABF/ECT are like those of 
U/ECT. 


Discussion 


Our impressions and rating scale data suggest 
a clinical effect for ABF/ECT which is inter- 
mediate between B/ECT and U/ECT. These 
findings require confirmation by direct com- 
parison of the three methods. 

We found no support for our original hypo- 
thesis that the therapeutic advantage for 
B/ECT over U/ECT lay solely in the bilateral 
stimulation of the former method. Bilateral 
stimulation alone, exclusive of the temporal 
lobes is insufficient to account for the thera- 
peutic effect of B/ECT. Despite the generalized 
seizure induced by each method, and the 
bilateral stimulation of ABF/ECT, B/ECT 
appears most effective for the relief of depression. 

This difference may result from bilateral 
temporal lobe stimulation with B/ECT. Evidgnce 
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that B/ECT alters cerebral physiology differ- 
ently from U/ECT or ABF/ECT derives from 
the observation that an amnestic syndrome, 
characteristic for patients receiving B/ECT, does 
not occur with U/ECT or ABF/ECT. Specific 
memory alterations (e.g., auditory-verbal) are 
reported for U/ECT, but these are rarely 
clinically apparent. The amnestic syndrome 
reflects bilateral dysfunction of the medial 
brain structures involved in the processes of 
memory consolidation  (hippocampus-fornix- 
mammillothalamic tract) ; unilateral dysfunction 
of this system as after temporal lobectomy (and, 
presumably, U/ECT) is insufficient to produce 
such generalized memory disorders (Milner, 
1966). 

We believe that a fully-developed therapeutic 
effect of ECT depends upon bilateral stimula- 
tion of these medial brain structures subserving 
mood and memory systems, and that both the 
therapeutic effect and the memory alterations 
reflect this stimulation but are themselves 
causally unrelated. 

Inglis’ (1970) prediction of reduced memory- 
loss with ABF/ECT is supported in part, as we 
found no decrement in performance for the 
Wechsler Memory Scale subtests reflecting 
non-dominant (subtests J-V, and VII) or 
dominant (subtest VI) hemisphere memory 
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functions. However, for lack of any direct 
comparison with U/ECT this finding remains a 
suggestion. 

SUMMARY 

„Ап open clinical trial of a new placement of 
treatment electrodes for ECT is reported in 17 
hospitalized depressed patients. The method is 
termed anterior bifrontal ECT (ABF/ECT) and 
is given with electrodes placed as far forwards 
over the front of the head as is consistent with 
obtaining a generalized seizure. 

Four and eight ABF/ECT effectively reduced 
depression as measured by post-ECT reduction 
in depression rating scale scores, and these 
effects were intermediate between those obtained 
in the past for B/ECT and U/ECT. Memory 
changes were not observed clinically or on 
formal testing, and significant post-ECT cloud- 
ing or confusion did not occur with ABF/ECT. 
These memory findings were similar to those 
obtained in the past for unilateral ECT. 

"Theoretical implications of these findings are 
discussed. 
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Electroconvulsive Treatment and Short Term Memory 


By M. J. STONES 


INTRODUCTION 

Much of the recent work on electroconvulsive 
shock has been concerned with retrograde 
amnesia. These studies have generally produced 
results consistent with Ribot’s Law (1885), 
which states that the susceptibility of a memory 
to impairment in retrograde amnesia bears an 
inverse relationship to the age of the trace 
(Chorover and Schiller, 1965; Kesner and 
D’Andrae, 1971). 

With respect to anterograde amnesia, a body 
of evidence is building up which suggests that 
when bilateral ECT is employed as the amnesic 
agent there is a positive relationship between 
the length of the retention interval and the 
severity of the memory defect. The studies 
reporting such a finding (Cronholm and 
Molander, :1957; Ottosson, 1960; Zinkin and 
Birtchnell, 1968; D’Elia, 1971) have usually 
been concerned with long term memory (LTM), 
i.e. the retention intervals have been hours or 
minutes rather than seconds. A recent study by 
Dornbush, Abrams and Fink (1971) has re- 
ported similar results with retention intervals of 
up to 18 secs. An auditory and a visual short 
term memory (STM) task were used, but the 
positive relationship between the extent of the 
memory impairment and the length of the 
retention interval was statistically demonstrated 
only for the auditory task. However, on careful 
inspection of the graphs provided by Dornbush 
el al., it becomes apparent that had the shortest 
of the retention intervals, i.e. immediate recall, 
been omitted, this positive relationship would 
certainly have been eliminated. The present 
study attempted to investigate the proactive 
effects of ECT on STM, particularly with 
respect to the length of the retention intervals. 
In contrast to Dornbush et al., who compared 
the differential effects of unilateral and bilateral 
ECT on STM and did not include a no-treat- 

* The author is in receipt of an SSRC grant for training 
in research methods. This article is based on a paper 
presented to the Annual Conference of the British Psycho- 
logical Society at Nottingham, 6-10 April 1972. e 
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ment control group, the present study compares 
STM in a bilateral ECT group with STM ina 
no-treatment control group. 


METHOD 
Subiects 

The 40 subjects were obtained from the ad- 
mission wards of a general psychiatric hospital. 
Half comprised the experimental group and 
half the control group. The distribution of sexes 
was even within each group. Ages ranged 
from 25 to 43 years in the experimental group 
(mean 31 years) and from 19 to 49 years in the 
control group (mean 34 years). 

Subjects in both the experimental and control 
groups were of mixed psychiatric diagnosis. No 
attempt was made to control for psychiatric 
diagnosis, since the degree of memory disturb- 
ance after ECT appears to be largely indepen- 
dent of this variable (Williams, 1966). 

Subjects in the experimental group, in con- 
trast to those in the control group, were under- 
going a course of bilateral ECT at the time of the 
experiment. No subject in the experimental 
group had received an ECT during the month 
preceding his (or her) current series, and no 
subject in the control group had received an 
ECT during the month preceding the experi- 
mental period. 


ECT administration 

Bilateral ECT was administered twice weekly 
in the conventional manner. Premedication 
consisted of atropine, about $ hr. before treat- 
ment, and the anaesthetic was methohexitone, 
in conjunction with the muscle relaxant, scoline. 
Oxygen was infused both before and after shock. 
The current was delivered by an Ectron Ectonus 
Mk. 3 machine, which incorporates a counter- 
shock device. Counter-shock does not appear to 
enhance or diminish the extent of memory loss 
after ECT (Cronholm and Ottoson, 1961). 


STM task 
The STM task consisted of 12 items presented 
successively (by means of a Ferrograph tape 
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recorder) at the rate of one item per min. Each 
item contained six different consonants arranged 
into three pairs. Each pair was preceded by a 
sequence of four digits. The temporal sequencing 
within an item is illustrated in Table I. The 
digits were played at the rate of one per 1$ secs. 
and the consonants at the rate of one per sec. 


ТаАВІЕ І 
Temporal sequencing of components within an item 
Component Time (secs) 

Alterting instruction 0—1 
Digits А 4-10 
Consonant pair 1 11—12 
Digits 2^ 14—20 
Consonant pair2 .. 21—22 
Digits i5 24-30 
Consonant раіг 3 .. 31-32 

ecall instruction .. 34-36 





The subject was required to repeat aloud and 
individually each digit as it was played to him, 
but to repeat each consonant pair as a pair. 
Two seconds after the final consonant pair was 
presented the instruction ‘recall’ was read out, 
followed by a consonant which was the first 
member of one of the three pairs contained in 
that item. The subject was required to provide 
the second consonant in the pair. 

The digits, the consonants comprising each 
pair and the position of that pair in the sequence 
were derived from a table of random numbers 
(Edwards, 1964). The only constraints applied 
to the randomization procedure were that no 
alphabetically adjacent consonants comprised 
a pair, and no pair appeared twice in either of 
the two versions (A and B) of the task. 

The retention intervals (for the consonant 
pairs) were 4, 14 and 24 seconds. The subjects 
had no prior knowledge of the interval from 
which recall would be demanded for any specific 
item. For a given version of the task, recall was 
demanded from each interval four times. 


Procedure 

The experimental procedure is outlined in 
Table II. Each subject was presented success- 
ively with both versions of the learning task. 
The design was balanced so that half the 
subjects in the experimental group and half the 
subjects in the control group received task 
version A first, whilst the others received task 
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version B first. The interval between successive 


presentations was approximately 24 hours, For ` 


the control group, the period before first task 
presentation and the interval between successive 
task presentations was filled with their cystomary 
ward activities. For the experimental group, 
however, first task presentation came at least 
one day after the second ECT of their current 
series, and the second task presentation was 
approximately three hours after the third ECT. 





ТАВІЕ II 
Experimental design 
eri- 
First mental Second 
Group presenta- manipula- presenta- 
tion tion tion 
I Task A Task B 
Experimental ECT 
II Task B Task A 
I TaskA Task B 
Control No ECT 
II 'Task B Task A 
RESULTS 


The number of items correctly recalled on the 
first task presentation was 7:6 for the experi- 
mental group and 7:4 for the control group. 
These values do not differ significantly (t = 
0:51, d.f. = 98). 

The main analyses of the study were con- 
cerned with changes in STM that took place 
from first to second task presentation in the 
experimental group and the control group. To 
this end ‘difference’ scores were derived which 
reflect the deterioration or improvement in 
STM performance on second task presentation, 
when compared to the level of STM perform- 
ance on first task presentation. The difference 
scores were calculated by subtracting the 
number of items correctly recalled at each of the 
retention intervals on first task presentation 
from the corresponding scores on second task 
presentation. Thus three scores were obtained 
for each subject, one at each retention interval. 
A positive score reflects a facilitation of STM 
performance on second task presentation, and 
a negative score a deterioration. 

It may be seen from Fig. 1 that whilst the 
experimental group deteriorated in STM per- 
formance from first to second task presentation, 


the control group actually improved. There was 
* ° 
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Fro. 1.—Difference scores obtained by the experimental 
group and the control group. 


a slight tendency for the discrepancy between 
groups to increase as the length of the retention 
interval increased. However the analysis of 
variance in Table III shows that although the 
experimental group and the control group 
differed significantly, neither the intervals 
effect nor the interaction term achieved statis- 
tical significance. 

The retention intervals themselves were 
associated with differences in level of recall. A 
mean of 3:6 items were recalled (per version of 
the task) at the 4 second retention interval, as 
compared with 2:2 items at the 14 second 
interval and 1-6 items at the 24 second interval. 
The differences in level of recall between the 
4 second and 14 second intervals (t = 8-42, 
d.f. = 39, p < :о1) and between the 14 second 


TABLE III 
Analysis of variance of difference scores 


Source 8. of S. D.F. M.S. F 

control .. 29:00 І 29:00 20:07 р<:01 
Error term.. 54:92 38 1:45 
Retention 

intervals.. 1°52 2 0:76 0-44 ns. 
Interaction а 2 0:56 0:32 пз. 
Error term.. 132:03 76 1:74 


and 24 second intervals (t = 2-70, d.f. = 39, 
P < +05) are both significant. 


Discussion 
The present results confirm the finding of 
Dornbush ¢ al. that STM for verbally presented 


material is defective after administration of 
e . 
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bilateral ECT. Whilst there was no impairment 
due to the effects of the first two treatments in 
the series, a disorder was present three hours 
after the third ECT. The failure to find any 
impairment caused by the effects of the early 
treatments was probably due to the long 
ECT task presentation interval (at least 24 
hours), although it cannot be ruled out that the 
cumulative effects of all three treatments may 
have been responsible for the STM decrement 
after the third ECT (Miller, 1970). 

Over both groups, the number of items 
recalled bore an inverse relationship to the 
length of the retentional interval. However, 
there was no evidence to suggest that the extent 
ofthe STM defect in the experimental group was 
significantly related to the length of the retention 
interval. Dornbush et al. were able to demon- 
strate a positive relationship between the 
magnitude of the STM. impairment and the 
length of the retention interval with an auditory 
STM task, but, as has already been mentioned, 
this was largely due to their inclusion of 
immediate recall as a retention interval. 

A close inspection of the graphs they provide 
reveals little difference between the unilateral 
ECT group and the bilateral ECT group (and 
little difference between the pre-ECT and 
post-ECT conditions for the bilateral ECT 
group) with respect to immediate recall, 
although there were marked differences at the 
three longer retention intervals. Over the three 
longer intervals, there is no evidence ofa positive 
relationship between the post-bilateral ECT 
deficit of STM and the length of the retention 
interval. The relevant curves run almost 
parallel and, if anything there is a marginal 
tendency towards a negative relationship. 

It is possible that immediate recall involves 
retrieval solely from primary memory (Waugh 
and Norman, 1965), a store with a capacity of 
2°5-3°5 linguistic units (Craik, 1971); whilst 
recall even after a short delay involves a large 
component of secondary memory, given that the 
retention interval is filled with irrelevant verbal 
activity. The results of the present study and 
those of Dornbush et al. appear consistent in 
showing that when retrieval is not exclusively 
from primary memory, there is no relationship 
between the extent of the post-bilateral ECT 


594 


disorder of memory and the length of the 
retention interval. 

This conclusion may be contrasted to that 
derived from studies investigating the effect of 
bilateral ECT on LTM. As mentioned in the 
introductory section, such studies usually report 
a positive relationship between the severity of 
the memory disorder and the length of the 
retention interval. This is usually explained in 
terms of impaired retention (or storage). How- 
ever, in LTM studies subject activity during the 
retention interval is rarely controlled, and it is 
possible that a differential tendency to engage 
in rehearsal between subjects in no-ECT and 
post-ECT condition might account for the 
results reported. 

The present experiment provides no evidence 
for a post-ECT storage defect in STM. The 
results are probably best explained as a defect 
on encoding or retrieval. Unfortunately the 
data do not permit a differentiation between the 
alternative hypotheses. 


SUMMARY 

Two versions of an auditory STM task were 
presented to 40 subjects who were evenly divided 
between the experimental and control groups. 
The design was balanced for version order, and 
the interval between successive task presenta- 
tions was 24 hours. The experimental group 
was presented with the two versions of the task 
at least one day after the second ECT of their 
series and approximately three hours after the 
third ECT. The control group experienced no 
ECT during the course of the experiment. Each 
task item contained three consonant pairs and 
three four-digit sequences. Recall of one con- 
sonant pair was demanded per item, the 
retention interval being either 4, 14 or 24seconds. 

There were no differences between groups in 
the number of items recalled on first task 
presentation. The experimental group per- 
formed at a lower level on second task presenta- 
tion. The length of the retention interval was 
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unrelated to the extent of the experimental 
group impairment, although, over both groups, 
there was an inverse relationship between level 
of recall and length of the retention interval. 
Itis suggested the STM deficit after EGT might 
reflect a failure of either encoding or of retrieval. 
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A Note on the Nurses’ Observation Scale 
. for In-patient Evaluation (NOSIE) 


By ALISTAIR E. PHILIP 


In most mental hospitals some attempt is 
made to effect change among long-stay patients. 
This problem in rehabilitation has been 
approached in several ways, but irrespective of 
individual approach it is desirable to have some 
assessment of the degree of change accomplished. 
Social aspects of behaviour, rather than symp- 
toms, are the target of such rehabilitative efforts, 
and nurses play an important part both in 
pursuing the goals of treatment and in assessing 
change in individual patients. The NOSIE 
(Honigfeld and Klett, 1965; Honigfeld, Gillis 
and Klett, 1966) is a particularly well-developed 
rating scale whose content has been tailored to 
the task of assessing change in long-stay patients 
and has been successfully used for this purpose 
in the United States. In its present form it 
comprises 30 items which form 6 scales: namely, 
Social Competence, Social Interest, Personal 
Neatness, Irritability, Manifest Psychosis and 
Retardation. This note is concerned with three 
questions which the British user should ask 
before using the scale; does it do what it claims 
to do, does it do it accurately, and what range 
of scores could be expected in a British hospital 
population. 


METHOD 


One hundred and thirty-six long-stay schizo- 
phrenic men were rated on the NOSIE, each 
patient being rated by two charge nurses who 
knew him well. The mean age of the group was 
58-0 years, standard deviation 12:6 years, and 
the mean length of their current stay in hospital 
was 25:9 years, standard deviation 14-8 years. 
Forty-six of these patients had previously been 
the subjects of a ward activation programme 
and had been assessed on Wing's behaviour 
rating scales (Philip and McKechnie, 1969; 
Wing, 1961). 

hus in assessing the validity of the NOSIE, 
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ascertaining if it does what it claims to do, 
two indices were available, length of stay and 
Wing's scales. For all cases it was possible to 
test the prediction, based on the findings of 
Wing and Brown (1961) and Philip and 
McKechnie (1969) that length of stay would 
correlate with severity of social withdrawal, and 
that length of current stay would be negatively 
related to the scales of Social Competence, 
Social Interest and Personal Neatness and 
positively to Irritability, Manifest Psychosis and 
possibly, Retardation. For the third of the 
group who had also been rated by the same 
nurses on the Wing scales it was postulated 
that there would be negative correlations 
between Wing's Social Withdrawal (SW) scale 
and the factors of Social Competence, Social 
Interest and Personal Neatness; while Wing's 
Socially Embarrassing Behaviour (SE) scale 
would be positively related to Irritability, 
Manifest Psychosis and, again only possibly, 
Retardation. 

The reliability or accuracy of the scales was 
assessed by calculating intra-class correlations 
between each of four pairs of raters for each 
scale, transforming these, and then calculating 
the average coefficients. 


RESULTS 


Table I shows the means, S.D's and reliabili- 
ties of each of the NOSIE scales. The reliabilities 
of the scales, based on the use of two raters, are 
high, with Manifest Psychosis being much less 
reliable than the others. 

Table II shows the NOSIE's relationship 
with length of stay, age, and, for a smaller 
number of patients, the relationship with 
Wing’s scales of Social Withdrawal and Socially 
Embarrassing Behaviour. Age is not related 
to any NOSIE scale; length of stay is highly 
related to lack of social interest, lack of com- 
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'ТАвгЕ I 
Means, standard deviations and reliabilities of the scales 
Reli- 
Mean S.D ability 
Social Competence 28-14 8-93 0'91 
Social Interest. . 10-39 -8'54 0°88 
Personal Neatness 18-28 9:61 0:87 
Irtitablity — .. 6-86 6-87 0:80 
Manifest Psychosis 5:80 5:18 one 
Retardation 8-80 5:62 0-81 
N = 136 


petence in social settings and personal untidiness. 
The NOSIE scales relate to Wing’s Social 
Withdrawal very much as predicted, while the 
relationships with Socially Embarrassing Be- 
haviour are far from being clear-cut. 
TABLE П 

Relationships with length of stay, age and the Wing scales 
с есш л шш астен 


Stay Age Wing SW Wing SE 
(N = 186) (N = 46) 

Social 

Competence —0:20** 0:00 —0:89*** —о->до* 
Social Interest —0:42*** —o0-10 —o+71*** —0*25 
Personal 

Neatness —0:2g** 0:00 —0:75*** —o'go* 
Irritability —0'12 0-01 0:03 0:49** 
Manifest 

Psychosis —0'10 —0'11 0:00 0: g4* 
Retardation —0:04 —0:08 о'71##® о-о: 





жр < "05; ** p < or; *** p < *OOI. 


Discussion 


In ascertaining the statistical properties of 
any measuring instrument it is easier to assess 
reliability than validity. The NOSIE is no 
exception; it can be stated confidently that its 
scales are acceptably reliable, certainly they 
are more reliable than the Wing scales com- 
monly used in Britain for assessing long-stay 


patients. Wing’s Social Withdrawal scale has 


been shown to have some validity, and it is by 
comparing the NOSIE to that scale, directly and 
also inferentially through length of stay, that the 
validity of the American instrument has been 
ascertained. Competence, interest and neatness 


A NOTE ON THE NURSES’ OBSERVATION SCALE FOR IN-PATIENT EVALUATION 


are related to social withdrawal and to length . 
of time spent in hospital, while the scales reflect- 
ing illness are not so related. Retardation spoils 
the picture somewhat, but it is likely that its 
relationship with Social Withdrawal !s due to 
the item content of the latter scale. Irritability 
and obvious psychotic behaviour are unrelated 
to length of stay and social withdrawal, but since ° 
the Socially Embarrassing Behaviour scale is not 
reliable (Philip and McKechnie, 1969) little can 
be said about the last column of correlations in 
Table II. 

The normative data presented here cannot be 
compared with the American figures, since 
Honigfeld and his associates did not present 
their data in terms of means and standard 
deviations. 


SUMMARY 

The NOSIE is a reliable rating instrument, 
the reliability coefficients of the scales ranging 
from 0-70 to 0-91. In so far as length of stay and 
the Wing scales are appropriate criteria it is also 
a valid instrument. It is relatively short and com- 
prises items which are brief and unambiguous, 
important features in scales of this sort. It is a 
useful rating scale in situations where long-stay 
patients are to be assessed in some detail. 
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ABSTRACT 


Whole Blood 5-Hydroxytryptamine during Treatment of 


Endogenous Depressive Illness | 


By J. J. GAYFORD, A. L. PARKER, EILEEN M. PHILLIPS AND A. R. ROWSELL 


MeETHOD 
In the course of a study on endogenous de- 
pressive illness, whole blood 5-hydroxytrypt- 


amine (5HT) has been recorded in sixteen’ 


in-patients at Roffey Park Hospital. Thirteen 
patients received L-tryptophan І С t.d.s. and 
3 G nocte, of whom two received in addition 
phenelzine 15 mg. b.d. for 48 hours followed by 
30 mg. b.d. thereafter. Three patients received 
amitriptyline 25 mg. b.d. and 50 mg. nocte for 
48 hours followed by 50 mg. b.d. and 75 mg. 
nocte thereafter. One patient receiving L- 
tryptophan had essential hypertension and 
received a-methyIDOPA throughout. Observa- 
tion continued for six weeks. 

Psychiatric assessment was А in some 
patients and by Hamilton rating in others 
(Hamilton, 1960). Blood samples were collected 
at the same time in each patient, and hepari- 
nized before deep freezing. Whole blood 5HT 
was measured by the fluorimetric method of 
Ashcroft et al. (1964), the limit of resolution 
being 40 ng./ml. The method measures 5- 
hydroxyindoles and detects 5-hydroxytrypto- 
phan as well as 5HT, a factor of importance in 
patients receiving L-tryptophan. Nevertheless, 
consistent changes occurred in fluorescence 
during treatment (Table I), and the method 
remains useful. Normal whole blood 5HT is in 
the range 50~250 ng./ml. by this method, and 
reflects 5HT carried in platelets. Provided that 
platelet counts are within normal limits and that 
blood is collected at the same time to avoid 
diurnal fluctuation in plasma cortisol (and hence 
5H T), whole blood 5HT levels are reproducible 
in the same individual on repeated estimation. 


MATERIALS 
L-tryptophan was given as ‘Optimax’ (Cam- 
brian Chemicals) containing pyridoxine hydro- 
chloride 10 mg./1 G L-tryptophan. Pyridoxine 
is a cofactor for enzymes involved in the trans- 
forrgation of 5HT precursors both into 5HT 
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and into other end-products. An effect of pyri- 
doxine itself on whole blood 5HT in patients 
receiving L-tryptophan cannot therefore be 
discounted. Phenelzine and amitriptyline were 
supplied by Wiliam R. Warner & Co. Ltd. 
as pure compound and as hydrochloride 
respectively. 


RESULTS 

Most patients had pre-treatment blood 5HT 
levels in the lower range of normality (Table Г). 
Patients т and 2 receiving phenelzine and 
L-tryptophan became hypomanic by day 14, 
at which time 5HT levels were in excess of 440 
ng./ml. Since platelet monoamineoxidase 
(MAO) does not degrade 5HT appreciably, this 
rise in blood 5HT denotes MAO inhibition in 
tissues other than platelets. The occurrence of 
hypomania may be connected therefore with a 
possible rise in cerebral 5НТ. A future study of 
blood 5HT estimations in patients receiving 
combined MAO inhibitor and L-tryptophan 
might define a 5HT level at which normality is 
reached before further rise accompanies hypo- 
mania. Combined therapy might then be the 
treatment of choice, as mood was most rapidly 
elevated in this group. 

Patients receiving amitriptyline recovered, 
with concurrent decrease in 5HT. This has been 
observed also with imipramine: for tricyclic 
antidepressants block monoamine uptake, 
potentiating monoamines centrally but inhi- 
biting platelet uptake of 5HT. Thus therapeutic 
blood levels of tricyclic antidepressants are 
necessarily accompanied by decrease in whole 
blood 5HT, there being little 5HT in blood 
unbound to platelets. 

L-tryptophan alone improved one patient 
(15) who had a higher pre-treatment 5HT level, 
which rose more than in other patients in the 
group during treatment. Modest increases of 
5HT occurred in the rest: perhaps L-tryptophan 
elevates 5HT levels only moderately, and 
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WHOLE-BLOOD 5-HYDROXYTRYPTAMINE DURING TREATMENT OF DEPRESSIVE ILLNESS 


TABLE I 
5-hydroxptryptamine blood levels in sixteen patients undergoing treatment for psychotic depressive illness 














Hamilton Blood 5HT ng./ml. 
‘i rati t 
Treatment Patient Age Sex pre- Pretreat- т 4 14 42 Outcome 
treatment ment* day days days days 
L-tryptophan: I 40 F II Во — 239 595  — | HYPOMANIA 
+ phenelzine.. 2 46 M 24 105 — 175 449 — | Treatment withdrawn 
Amitriptyline з 36 M 39 105 — 129 46 64t | 
4 5o F 28 105 — 100 99  — | RECOVERY 
5 68 F 25 140 — 98 — 84 | 
L-tryptophan ECT 
6 58 M — 60 68  — по 8g | Swe Errects 
7 44 M — 54. 64 — 63 42 | L-tryptophan withdrawn 
8 8r F — 48 94 64 85 153 
9 47; M — 96 96 112 152 153 
IO 74 M — 98 49 83 82 183 | No IMPROVEMENT 
її 47 M — 100 72 106 122 183 } L-tryptophan withdrawn 
12 56 M — 105 I21 133 126 183 | and ECT given after 
13 50 M — 173 108 96 190 188 | day 14 
14 47 F 16 183 — 199 169 — 
15 48 F 23 174 — 147 264 — RECOVERY 
L-tryptophan ECT started day 21 
+ a-methyIDOPA 16 63 M — <40 52 50 — 65 Мо IMPROVEMENT 





by day 42 


* All patients free from drug therapy for minimum of 10 days before pre-treatment assessment. No drugs 
other than nitrazepam permitted during period of treatment. 


T Day 28. 


therapeutic response depends partly on initial 
5HT levels. 

Following withdrawal of L-tryptophan, ECT 
was given to patients 8-14 with therapeutic 
response after three weeks. It is of interest that 
the 42nd day 5HT levels after ECT were the 
highest recorded in this group. The one patient 
(16) receiving a-methyIDOPA concurrently re- 
sponded neither to L-tryptophan nor to ECT 
by this time, and 5HT levels remained low. 
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This single case history is reported because scant 
information is available in textbooks of psychiatry 
and medicine on depression in acromegaly and 
gigantism. Attention is drawn to relevant recent 
articles. Е 


Case History 

The patient, aged 18, presented in April 1971 with 
six months fatigue, anxiety, loss of confidence, crying, 
bulimia, difficulty in getting off to sleep and early 
morning wakening. She had had two rapid spurts of 
growth in height and weight, one two years previously 
and one since January 1971, also two years amenor- 
rhoea, recurrent headaches, giddiness, nausea, profuse 
sweating and constipation. 

In 1966 she had meningococcal meningitis followed 
by right perceptive deafness and headaches; in 1969 
she was treated for obesity with a diet and for second- 
ary amenorrhoea with thyroid tablets and Primolut; 
in 1970-71 a benign, pigmented, papillary naevus 
with excess collagen was removed. 

Her school and work progress were average, but 
her ability to work and sexual interest had been 
absent in the preceding six months. Her premorbid 
personality was that of a sensitive easy-going girl. 
Her mother, moderately obese, was worried about her, 
and she herself was jealous of her sister’s impending 
marriage. Her reaction to her height, 6 ft. 1 in., 
weight 17 st. 12 lb., and unattractiveness, was to 
withdraw from social activities. She made her own 
clothes. Her shoe size had increased four times over 
the preceding year. 

Examination revealed a neat and tidy girl with a 
slight limp. Talk was normal in form, but content 
and mood revealed anxiety and depression. There 
were no delusions or disorders of perception. Memory 
and orientation were normal. Intelligence full score 
(W.A.LS.) was 102, object assembly was performed 
with some difficulty but visual memory was satis- 
factory. 


Diagnosis 

The form of presentation was of anxiety and 
depression with physical symptoms suggesting organic 
origin. The content included loss of self-confidence, 
guilt and concern over body size. Hypothalamic 
disterbance was suspected. : 


599 


ABSTRACT 


A Case of Acromegaly and Gigantism with Depression 


By T. L. AVERY 


Management at this stage was with antidepressants 
and out-patient observation. 

Complete investigations gave normal results except for 
a raised serum inorganic phosphorus of 5:3 mgm. 9$, 
delay in fusion of the digital epiphyses, increasing 
hypertension, albuminuria and glycosuria. Further 
information is available on request. 

Three months later further investigation at a 
teaching hospital revealed bi-temporal lower quad- 
rantic field defect and disc pallor, acromegaly and 
gigantism, a serum growth hormone level of 300 
micro I.U./ml. with slight decrease during a glucose 
tolerance test. Skull X-ray now showed an enlarged 
sella turcica. Other endocrine studies gave normal 
results except for a deficiency in gonadotrophins. 
Carotid angiography was normal. 

A suprasellar mass showing anterior pituitary 
acidophil hyperplasia extending into the fossa was 
excised by cryosurgery on 13.10.71. No neurological 
deficient was noted on discharge, when she was taking 
hydrocortisone 10 mgm. b.d., phenytoin 50 mgm. b.d. 
and nitrazepam p.r.n. 

After operation the growth hormone level fell only 
to 260 micro I.U./ml. with a further slight fall 
during glucose tolerance. Subsequent progressive 
arteritis had not been a sufficient suppressant, so she 
is having radiotherapy. An ingrowing toenail due to 
weight and toe growth was removed early in 1972. 


Psychiatric follow-up 

27.9.72. There was less depression and more 
optimism about the future. 

12.6.72. She was depressed and anxious about the 
need for radiotherapy, but hoped it would help her. 

16.6.72. Sex interest and giddiness were absent. 
Depression, crying, nausea, self-confidence, head- 
aches, excess growth and irritability were improved, 
and she had had a spontaneous period. Anxiety and de- 
pression in the evenings, worry about her size, fatigue 
and early morning wakening remained as before. 
Morning mood, jealousy, work capacity concentra- 
tion and guilt were variable in intensity. 


Discussion 
This patient’s depression could be explained as 
follows: 
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(a) Due to increased intracranial pressure and/or 
hypothalamic-pituitary changes. 

(b) Related to her premorbid personality and 
stresses. 

(c) Related to genetic loading, for which no 
evidence was elicited. 

(d) Reactive to irreversible change in body size 
and consequent permanent need for change in life 
style. 

(e) As an interaction of all these factors, which is 
most probable. 

No specific reference has been found relating 
Meningococcal meningitis to the later precipitation of 
depression or of acromegaly and gigantism. 

Besser (1) discusses the physical and Beumont (2) 
the psychiatric aspects of the disease. Lewis (3) 
describes neuromuscular fibroblast proliferation. 
Sherman and Kolodny (4) discuss an interesting 
hypothesis of autonomous and non-autonomous forms 
of the disease, drug control of brain catecholamines, 
growth hormone and growth hormone releasing 
factor. 

In this case, follow-up indicates persistent symptoms 
which should usefully be studied after treatment of 
the physical illness is complete. 
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ABSTRACT 


Affective Illness in First Degree Relatives, Parental Loss and 


age SN 


Family Jointness in Depressive Disorders 


By A. VENKOBA RAO 


Manic-depressive illness is believed to comprise 
two different clinical entities: Bipolar and Monopolar. 
This paper aims to study any differences there may be 
between monopolar and bipolar depressions in 
respect of three factors: occurrence of affective dis- 
order (including suicide) in first degree relatives; 
parental death before the patients’ twelfth birthday 
and the extent of ‘jointness’ (Khatri, 1970) of the 
patients’ family. 

Sixty (45 men, 15 women) endogenous depressives 
admitted for the first time during 24 months from 
1 April 1970 to the Psychiatry Department, Erskine 
Hospital, Madurai, formed the material. Their 
ages ranged from 21 to 70. A list of 24 symptoms 
„devised by the author (Venkoba Rao, 1970) was 
employed for purposes of diagnosis. This corresponds 
with ICD 296.2 WHO, 1965. Material was divided 
into three categories: Recurrent depressives (RD) 
with previous episodes of depression only (17); 


Manic Depressive (MD) with previous attacks of 


mania with/without depression (23); and First 
attack Depressives (FD) without previous mania or 
depression (20). Except for eight instances, the data 
were obtained from other informants as well as from 
all the patients. The information covered previous 
attacks of affective illness, suicidal attempts and 
suicides in the patients, parents and siblings, and the 
age of the patients at the time of parental death. 
‘Jointness’ of family was assessed on Khatri’s scale 


(1970). 


Affective disorder in the parents and siblings 

Table I summarizes the data in respect of the 
affective morbidity (and suicide) in the parents and 
siblings in the three groups. 

Statistical analysis while revealing a significantly 
higher occurrence of affective illness and suicide in the 
parents and siblings of the RD and MD groups 
compared with FD (p < 0-05 and p < осо), 











'TABLE Í Я 

мр RD FD 

Manic- Reactive First attack 

depressives depressives depressives 
Patients, N .. T se s 29 17 20 
parental death before patient 12 8 2 2 
family ‘joint’: (i) completely I — — 
(ii) very much I 4 == 
(iii) somewhat 6 — 2 
(iv) slightly 4 8 3 
(v) not at all II 5 15 
Parents, affective morbidity, mania 3 3 I 
depression — — — 
suicide 3 I — 
Sibs, N surviving childhood 48 69 57 

age range * Е є 22-69 20-60 20-65 
affective morbidity, mania А — 2 mE 
depression . а I — 
suicide v — 2 I 








d 
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failed to show any difference between the RD and MD 
group on this variable. 


Parental loss in childhood 

The history of the death of the parent before/after 
the twelfth birthday of patient was available in all 
but six instances. There are no significant differences 
between the three groups. 


Family "joininess" 

There is a significant difference between the 
RD and FD groups, if all degrees of ‘jointness’ (i to 
iv) are taken together and contrasted with lack of any 
‘jointness’ (v). There is significantly more ‘jointness’ 
of family in the RD than in the FD group, while the 
MD group occupies an intermediate position. 


CONCLUSION 
The present study reveals no differences between 
manic (bipolar) and recurrent (unipolar) depressives 


when compared with the first attack depressives on . 
factors of: Affective illness and suicides in the first 
degree relations; early parental loss and family 
jointness. It is suggested that further work (presently 
proceeding in the author’s unit) on this gubject 1S 
indicated from other cultures before accepting the 
illnesses as separate entities since evidence for 
dichotomy has been based mainly on Western clinical ' 
material. 
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Personality and Psychosocial Interactions in an 
Undergraduate Sample. Ву Комар HOWELL, 
Swngy Crown and R. W. Howe . 


An attempt was made to relate personality as 
measured by a short, clinically orientated inventory 
(The Middlesex Hospital Questionnaire) to selected 
psychosocial characteristics of a sample of under- 
graduates in residence. Male students were more 
emotionally unstable than an industrial control 
group but more stable than a delinquent group 
screened clinically to exclude psychiatric disturbance. 
Suggestive evidence is offered that the female students 
were more emotionally unstable than the males. No 
difference in emotional stability could be related to 
social class, There are suggestive, but not significant, 
differences in emotional stability between females 
from different school backgrounds but not for males. 
Students in Arts, Humanities and Social Studies 
Faculties are less emotionally stable than those in 


"Science, Technology and Medicine. It is suggested 


that, in addition to delineating the intellectual, 
emotional and motivational characteristics of success- 
ful students and student ‘dropouts’, academic 
failures or psychiatric casualties, specific research 
should be directed to discovering the nature and 
interaction of sociocultural variables relevant to 
student performance. 

Many attempts have been made to define the 
personality characteristics of academically successful 
students and of students who for any reason (e.g. 
neurotic breakdown, study difficulty) come under 
medical or psychiatric attention. Few studies aim 
specifically to relate the personality of students to 
psychosocial factors despite the fact that a definitive 
analysis of student success and student failure must 
take sociocultural factors into account. This study 
represents a contribution in this area. 

The Middlesex Hospital Questionnaire (MHQ) 
was used to measure personality. The MHQ (Crown 
and Crisp, 1966) is a short (10 minute) self-rating 
scale of psychoneurotic symptoms and traits. It com- 
prises six sub-tests. These sub-tests are called *free- 
floating’ anxiety (FFA—fear without an object), 


' phobic anxiety (PHO—fear of specific objects or 


situations), obsessionality (OBS—excessive orderli- 
ness  meticulousness, conscientiousness), somatic 
anxiety (SOM-—breathlessness, dizziness, etc.), de- 
presion (DEP—sad mood) and hysteria (HY¥S— 
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personality traits such as fondness for display, 

shallow emotions, etc.). This test was chosen because 

of its brevity, convenience of administration and 

scoring and because it assesses personality along a 

number of clinically meaningful parameters. Valida- 

tion data is available on it for other normal groups 

(Crown, Duncan and Howell, 1970; Crisp and 

Priest, 1971), from psychoneurotic and psychotic 

groups (Crown and Crisp, 1970) and for psychoso- 

matic (Howell and Crown, 1971) and delinquent 

groups (Cockett, 1969). 

Sidney Crown, M.A., Ph.D., M.R.C.S., M.R.C.P., 
M.R.C.Psych., 

Consultant Psychiatrist, 

The London Hospital, 

London, E.1. 


An Icelandic Family Study of Schizophrenia. 
Ву Јом L. KAnrssoN. 

This paper describes a new study of psychosis rates 
in relatives of schizophrenic index cases, The research 
design differs from that of older studies and avoids 
the need for age corrections to compare different 
groups. The results suggest that the older studies may 
have involved systematic errors, all functional 
psychosis in close relatives having been considered 
schizophrenic, while illness in more distant relatives 
was divided into several categories. In the Icelandic 
material schizophrenia is increased just four-fold in 
first-degree relatives over that of general population, 
and all functional psychosis is likewise increased by 
a factor of four. The paper also discusses recent twin 
studies of schizophrenia, pointing out an error in the 
calculation procedures. 

Jon L. Karlsson, Ph.D., M.D., 
1380 Thompson Avenue, 
Napa, California 94558, U.S.A. 


Mental Disorder and Season of Birth: A 
National Sample Compared with the 
General Population. By Epwarp HARE, 
Joun Price and Error SLATER. 

The season-of-birth distribution, by diagnosis, has 
been examined for 46,000 psychiatric patients. The 
patients were all those who had a first-ever admission 
to a psychiatric bed in England and Wales during 
the years 1970 or 1971 and who had been born in 
England and Wales during the years 1921-55. Their 
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quarterly distribution of births was compared, on a 
year-by-year basis, with that of all live births in 
England and Wales. 

Compared with all live births, a highly significant 
excess of births in the first quarter of the year was 
found for patients diagnosed schizophrenic, and the 
same was true for manic-depressive psychosis. For 
other diagnostic groups, however, the numbers in 
the first quarter of the year differed only very slightly 
from expectation. These findings are discussed, and it 
is concluded that the evidence for a meaningful 
association between season of birth and functional 
psychosis is now sufficiently strong to warrant more 
detailed study of the phenomenon. 

Edward Hare, M.D., F.R.C.Psych., 
The Maudsley Hospital, 

Denmark Hill, 

London SE5 ВАХ. 


Adult Psychiatric Patients on Whom Informa- 
tion was Recorded During Childhood. 
By GRAHAM MELLsOP. 


This is a longitudinal study of the natural history of 
illness, based on the case notes of 227 psychiatric 
patients seen in childhood by one facility and in 
adulthood by another. 

The mean interval between childhood presenta- 
tion and time of study was 26 years. The dispersion 
of the childhood diagnostic groups and childhood 
correlates of adult diagnosis were both examined. 
'The results are compared with those of previous 
workers, and certain conclusions, relevant to under- 
standing the genesis of adult illness, are stated. 

Among the findings discussed is the high incidence 
of subsequent adult schizophrenia in children present- 
ing with neurotic problems. 

С. W. Mellsop, M.A.N.Z.C.P., M.R.C.Psych., 
Department of Psychiatry, 

University of Melbourne, 

Royal Melbourne Hospital, 

Victoria, 3050, Australia. 


A Ten Years’ Review of the Functioning of 
a Psychiatric Day Hospital. By E. M. 
FOTTRELL. 

The functioning of Belmont Psychiatric Day 
Hospital during the past ten years is described. 
Emphasis in this report is laid on the source of 
patient referrals, the diagnostic categories of the 
patients who attended, and on where the patients 
were discharged after treatment. The findings of the 
review are discussed, a form of part-time attendance is 
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described, and the need for keeping local medical and 
para-medical services informed of treatment facilities 
available at the Day Hospital is stressed. Part-time 
attendance and access to all forms of in-patient 
treatment enables the Day Hospital to extend, i 
services to a greater number and variety of psychiatric 
patients. 


E. M. Fottrell, M.B., M.R.C.Psych., 
Senior Registrar in Psychological Medicine, 
Belmont Hospital, 

Brighton Road, 

Sutton, Surrey. 


The Ganser Syndrome in Singapore. À Report on 
Ten Cases. By W. F. Tsor. 

Over a period of five years (1965-1970) ten patients 
admitted to Woodbridge Hospital, the only mental 
hospital in Singapore (an island city republic of two 
million population) were found to present with the 
Ganser syndrome. The author observed and studied 
them by a ‘structured interview’. They were all men, 
and three of them were accused of murder. The 
Indian ethnic group, which constituted only 8 per 
cent of the Singapore population, were represented * 
by 6 patients (60 per cent), and the patients were 
older than expected. 

All patients professed amnesia, showed features of 
approximate answers, and were unable to perform 
simple additions or to count r to 20. Six spon- 
taneously complained of hearing voices and four of 
seeing visions. Seven showed fugue-like behaviour. 
The Ganser syndrome in these ten patients appeared 
to belong to the hysteria-malingering dimension 
rather than to psychosis. They appeared to be simu- 
lating psychotic illness, but it was not possible to be 
sure whether the simulation was at the conscious or 
unconscious level. 

Giving approximate answers was the symptom 
which decisively distinguished these cases from other 
diagnostic categories. As in other reports on the 
syndrome, these cases varied in severity and duration, 
and the syndrome appeared to present with a range 
of psychiatric abnormalities, with ‘approximate 
answers’ as the unique feature. For medico-legal 
purposes such cases should be regarded as ‘not insane’. 
Five case summaries are appended. 


Wing Foo, Tsoi, M.B., B.S., M.R.C.P.(G.), 
M.R.C.Psych., 

Medical Superintendent, 

Woodbridge Hospital, 

Singapore 19, 

Republic of Singapore. а 
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Die schizophrenen Geistesstorungen im 
Lichte langjarhriger Kranken- und 
Familiengeschichten. (‘Schizophrenic 
disorders in the light of long-term case and 
family histories’). By MANFRED BLEULER. 
Stuttgart: Georg Thieme. 1972. Pp. 673. 
Price DM 128. 


The name of Bleuler has been associated with 
schizophrenia-research for nearly three quarters 
of a century, and the term itself was coined by 
the author’s father. Manfred Bleuler has made 
the study of schizophrenia very much his own; 
in some sense the present opus is a summing up 
of his almost lifelong struggle, and in a way 
that of his father’s before him, to penetrate to 
. the truth about this challenging centre-piece of 
the whole of psychiatry. 

Professor Bleuler retired in 1969 from his post 
as Director of the Burghólzli with a bibliography 
of nearly 300 publications (including many 
books) a large proportion of which are concerned 
with schizophrenia; retired from his post, 
but evidently by no means from work, as 
this book, appearing three years after his retire- 
ment, shows. The foundations of the work were 
laid almost immediately after his appointment to 
the chair in 1942. In the same year he collected 
103 male and 109 female consecutive admissions 
with a diagnosis of schizophrenia. By no means 
all of these were fresh cases or even first admis- 
sions, their average age in 1942 being 40 years; 
but were all well documented retrospectively 
and the criterion ‘diagnosis’ was established in 
1942 on inception into the study. Hoping to 
follow them and their families personally for 
atleast the next 20 years, he succeeded almost 
completely, losing only four cases. He was 
following these patients through not just as a 
researcher but as their therapist. The warmth of 
his relationship glows through his case reports. 

The diagnostic criteria are clearly stated. 
They are not those of Schneider (in fact the 


name of this eminent schizophrenia researcher 
does not appear at all in the extensive biblio- 
graphy), but neither are they exactly those of 
Emil Bleuler. The illustrative case histories 
suggest that, in many cases at least, the diagnosis 
would be widely accepted, but there are some 
(e.g. Esther, B., p. 198 and Magdalena, B., 
р. 199 to mention only two) where the diagnosis 
might be seriously doubted by some. The author 
gives a good deal of evidence that the probands 
are representative not only of all admissions to 
the Burghdlzli in 1942/43 but also of all schizo- 
phrenics of the Canton of Zurich, wherever they 
happened to be admitted. Having thus esta- 
blished the credentials of his material, he 
follows with a wealth of information about the 
patients, their illness and their families during 
the subsequent 20 years. 

There is first an analysis of the origins of the 
patients, their parents, their homes and their 
childhood. Next comes an analysis of the pre- 
morbid personalities of the patients, in particular 
the schizoid traits. Only 24 per cent showed a 
‘schizoid’ personality disorder. Another chapter 
deals with the long-term course of the illness 
and the effect of various types of treatment. Two 
further chapters describe the siblings, half 
siblings, nieces and nephews, and offspring of 
the patients. Finally the findings are sum- 
marized and put into the wider context of the 
literature. 

We have here a vast amount of data and 
Bleuler is most painstaking in his collection 
and evaluation of details. But the concern of 
the book is not the detail; it goes for the whole. 
It does not attempt primarily a description of 
schizophrenia, but an explanation of it. The last 
chapter is called "Theoretical Appendix' and is 
to the author, I suspect, the most important 
of all. 

Its subtitle is "Thoughts and Reflections on 
the Nature of Schizophrenia’. The preceding 
report on the 208 cases is used here and there 
to underpin the thoughts, but the thoughts go 
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far beyond the evidence provided. This should 
not be understood as a criticism. If anyone is 
worth listening to when speculating on the 
problems of schizophrenia it is surely Manfred 
Bleuler. He has not only spent a lifetime clinic- 
ally caring for many hundreds of such patients, 
but his clinical experience was constantly 
evaluated and reflected on, and put to use in 
research which has made outstanding contribu- 
tions to the clarification of many of the problems 
schizophrenia poses. He writes: ‘Already at 
an early age I heard—at first without, later with 
half-understanding—the discussions which my 
father had with Binswanger, Freud, Jung, 
Kraepelin, Meyer, Minkowski and others. 
Ever since those days I always have to ask 
myself how the new experiences, the new 
medical discoveries and the new views would 
have been received by these old schizophrenia 
researchers.’ And this is what this chapter 
represents; a bringing up to date of those older 
views (rather than a departure from them) in 
the light of later contributions. 

The views presented can be summarized as 
follows. Schizophrenia is not a physical illness, 
i.e. the search for physical pathological changes 
has not been unfruitful so far, but will never show 
positive results. The changes which make up the 
picture of schizophrenia are purely psychic. Like 
all psychic changes there is of course a cerebral 
substrate, but this is only the ‘normal’ physio- 
logical change underlying all psychic activity, 
not a pathological change. These conclusions 
are based on two premises: one is that the 
psychopathology of schizophrenia is distinctly 
different from that of the organic psycho- 
syndromes of all varieties, and the second that 
nothing in the schizophrenic psychopathology 
is radically or qualitatively different from the 
psychic experiences of the healthy. He goes 
beyond Emil Bleuler in emphatically under- 
standing not only the secondary symptoms but 
the illness as a whole. He understands it as a 
‘turning away’ from the world shared with 
others into an autistic inner life, with the hope, 
however, that after working through the 
ambivalences and contradictions there will be 
a return to a better relationship with the world. 

Bleuler, after reviewing the results of genetic 
research, says: “There are today no hypotheses 
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about the nature of schizophrenia which can 
manage without accepting inherited basic 
factors.’ He finds, however, that up to now it 
has not been possible to establish Mendelian 


modes of transmission. Furthermore, the ae 


fertility of schizophrenics would have led to a 
disappearance of one or a few particular genes, 
and such theories, have, therefore, to be 
dismissed on epidemiological grounds. The 
transmission must be polygenic in nature and 
Bleuler favours the view that the anlage is due 
to a genome of healthy but disharmonious genes, 
rather than a large number of ‘abnormal’ or 
harmful ones. Whatever is transmitted is not 
the disease but only a developmental tendency 
or potentiality. This tendency is not conceived 


‚аз an organic, e.g. enzymatic or other such 


abnormality, but rather like that underlying 
intelligence. This potentiality consists of a 
number of contradictory tendencies. Corre- 
sponding to the hypothesized disharmonious 
genes there are disharmonious psychic qualities, 
the thinking is disjointed (zerrissen), the affect 


is ambivalent, various functions are dissociated. . 


The similarity to Emil Bleuler’s views is evident, 
but the disharmonious genes replace here the 
loosened neuronal connections of the earlier 
author. 

Given this basis, traumatic life experiences can 
bring about the development towards and into 
schizophrenia as a psychogenic development, 
the same as takes place in the development of 
a neurosis. Just as the underlying constitution 
is in no sense specific, only a disharmony, so 
also are the life experiences which can bring 
about the abnormal development. He does not 
believe in the schizophrenogenic mother, the 
broken home theory, or any of the other well 
known views, but feels that perhaps ambiguity 
in the attitudes of those surrounding the patient 
is more likely to enhance the inner disharmony 
than anything else. The idea of Emil Bleuler that 
the ‘schizophrenias’ are a complex syndrome 
which by future research will be broken down 
into distinct disease entities has been abandoned. 

Following from this the most effective therapy 
consists in exposing the patient to the kind of 
life which is in itself wholesome for healthy 
development: social integration or participation, 
exposure to challenging situations which evoke 
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the forces of self-preservation, and the facilitation 
of peaceful reflection and relaxation. The neuro- 
leptics are seen only as ‘sedatives’ to bring about 
the last objective. 


| Ihi view of schizophrenia opens as many 


questions as it may appear to solve. Bleuler 
himself mentions some possible objections, and 
there are others. It is true that schizophrenia is 
distinctly different from the organic psycho- 
syndromes, although not in all respects (as those 
psychiatrists who take the Gestalt approach like 
Ey, Conrad and others will be quick to point 
out), but surely schizophrenia is equally, if not 
more, different from the neuroses. In fact 
Manfred Bleuler explicitly does not want to see 
the label ‘psychosis’ replaced by ‘neurosis’ in 
spite of the also explicit statement that schizo- 
phrenia has generally speaking the same type 
of aetiology as the latter. It is difficult to accept 
that such symptoms of schizophrenia as the 
characteristic hallucinations, the passivity ex- 
periences and their delusional interpretations, 
the thought disorders etc. taking place in a state 
. of clear wakeful consciousness are the same in 
quality as the experiences of normal persons. 
Such a conclusion is usually tempting for those 
who see in the syndrome the content and over- 
look the form. Schneider has pointed out that 
to achieve true empathic understanding the 
form of the experience is no less important than 
the content. If this applies to individual 
symptoms it is even more true when it comes to 
‘understanding’ the entire illness. When such 
attempts are made they are usually achieved 
by postulating a ‘basic change’, such as in 
Bleuler’s case, ‘a turning away’. This, however, 
cannot be ‘understood’ directly empathically 
but only in an ‘as if? way. It is an interpretation 
based on surmised premises rather than a direct 
perception of meaning. In fact, in most instances, 
this ‘break’ from normality to psychosis is per- 
ceived as a break in the understanding of a 
meaningful development, not only by doctors 
but by relatives of the patient. The ‘turning 
away is by Bleuler described almost as a 
decision—a decision under duress to be sure, but 
a decision nevertheless. "The schizophrenic 
wants to be as he really is. He cannot and will 
not submit to the pressures to overcome his 
inper contradictoriness, to fall in line tas a 
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conventional] person with all the others’. ‘The 
schizophrenic has grown tired of his inner and 
outer pressures; he lives all that is in him, 
without regard for his total existence’, ‘Schizo- 
phrenia is the extreme rejection of all established 
conventions’. But in fact those schizophrenics 
who recover from their acute thrusts do not 
discuss their past illness in these terms. They 
do not look back on it as a phase of inner 
fulfilment, still less as a wilful decision or even 
a ‘giving in’, but as something strange which has 
overcome them; it is not described as an un- 
folding but as something breaking into their 
lives. 

There is also the irrefutable and experi- 
mentally established evidence of the effect of 
neuroleptics, which Bleuler does not deal with 
in any detail in this book. This experimental 
evidence points to an effect which is different 
from mere sedation. The fact is that ordinary 
sedatives do not succeed in schizophrenia, and 
neuroleptics have been shown to be very poor 
anxietolytics in non-schizophrenic patients. The 
startling ameliorating effect of neuroleptics on 
the total clinical picture, which according to 
some studies cannot be further improved upon 
by additional psychotherapy, and the equally 
startling relapse in many cases on discontinuance 
of the treatment are surely very suggestive of a 
somatosis underlying the schizophrenic thrust, 
which comes into effect with the beginning of 
the thrust, is stopped or in some way reduced 
by the drug, and relapses on withdrawal of the 
drug. Perhaps Bleuler did not deal with this 
aspect because his group of patients were already 
at least 10 to 15 years past the onset of their 
illness when the phenothiazines were first 
introduced. 

The impression of a psychogenic development 
into the illness, with symptoms not strikingly 
different from normals, and capable of empathic 
understanding can come about if the diagnostic 
criteria are loose and the group is diluted by 
doubtful or borderline cases. This point was 
already made when Emil Bleuler’s work came 
out in 1911, and should be looked at again in 
the 208 cases. As is well known, the loosening or 
widening of the Kraepelinian concept of the 
illness by Emil Bleuler only made it necessary 
for many researchers to try to subclassify the 
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condition again into the original nuclear group 
and one or more marginal syndromes, different 
in symptoms, aetiology and prognosis. 

As regards the genetics of the disorder, the 
proposed view also raises a number of questions, 
some of them already mentioned by the author 
himself. If disharmonious but otherwise normal 
genes are the basis for the constitutional 
abnormality, one should expect this to arise 
more often in the offspring of marriages of 
constitutionally dissimilar persons, say persons 
from different races. But there is no epidemio- 
logical evidence of a higher incidence of schizo- 
phrenia in the offspring of such marriages. It is 
also difficult with this theory to explain the 
higher incidence of such offspring in the entire 
families, not just amongst siblings. 

Another problem which arises is that of the 
‘schizoid’ abnormality. If schizophrenia is, as it 
were, the height of a psychogenic development 
which begins early in life, one would expect a 
large number of schizophrenics to show the 
‘premorbid’ schizoid character (if one can 
speak of ‘premorbid’ without a morbus). In 
Bleuler’s cases only about one quarter showed it, 
and in fact in two thirds the personality was 
quite within normal limits. It would appear 
that the disharmonious tendencies do not show 
until the outbreak of the psychosis. This would 
mean that the prepsychotic traumata which 
make the patient turn into the psychosis should 
be most severe and most frequent in the non- 
schizoid personalities; but this is not substan- 
tiated. Also a large number who come from 
traumatic backgrounds nevertheless go through 
life without showing the ‘schizoid’ traits, but 
must have had the disharmonious constitution 
all along as shown by their later illness. 

The most surprising aspect of Bleuler’s views 
on the aetiology of schizophrenia is that he 
reserves them for that condition only, and does 
not apply them to the other two groups of the 
‘functional’ psychoses, the affective psychoses 
and the genuine epilepsies. In these conditions 
the situation is at least'as problematic as in 
schizopbrenia, and in a similar way. The clinical 
syndrome is difficult to define, the brain appears 
completely normal (in spite of over a hundred 
years of intensive research), genealogical studies 
do not give a clear-cut and uncontroversial 
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evidence of a Mendelian transmission, the 
fertility is also lowered and makes it difficult 
to understand the persistence of the disorder in 
the population—in fact everything is the same; 
yet Manfred Bleuler seems to look o 
conditions not as neurotic developments but 
as based on a hypothesized somatosis at least 
worth further research. 

The book includes a contribution by A. Ucht- 
enhagen describing Rorschach test results on 
relatives of schizophrenics. He finds, as others 
have done, that about one quarter of such 
relatives, although not suffering from schizo- 
phrenia, nevertheless show schizophrenia-like 
results. He also finds, however, that the same 
applies to relatives of a non-schizophrenic 
control group, and that the schizophrenia-like 
Rorschach result is not specific. After a complex 
discussion of this finding, the author seems to 
incline to the view that the Rorschach response 
indicates a disposition to react in a schizophrenic 
way to certain situations, and in fact that the 
Rorschach response itself is so to speak a mini- 


psychosis. It comes about by the test situation - 


mobilizing a decompensatory response because 
of existing inner conflicts. This speculation is 
very much in line with Bleuler’s views on the 
nature of schizophrenia. 

In spite of the controversial aspects of the 
book, it will rank very high in modern psychi- 
atric literature, both for the analysis of the 
painstaking long-term follow-through study, 
which produced a great deal of most valuable 
information, and for the erudition with which 
the theories about the nature and origin of 
Bleuler’s disease are developed and defended. 
The volume is beautifully produced, and the 
chapters are arranged in such a way as to give 
easy access to the various aspects of the material. 

J. Hozntc. 
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FREUD 

Sigmund Freud and Lou Andreas-Salome, 

Letters. Edited by Enwsr Preiwrer. Hogarth 

Press, 1972. Pp. 244. Price £3.75. 
4^—Lou* Andreas-Salome, daugher of a Russian 
general, was born in St. Petersburg in 1861, but 
spent most of her life in Western Europe. Her beauty, 
intelligence and talent as a writer and as a critic 
brought her into contact with some of the outstanding 
men of her time, from Nietzsche to Rainer Maria 
Rilke, who was her lover. She was already at the 
height of her fame when, at the age of fifty, she first 
encountered and at once became intensely interested 
in Freud's teachings. À year later, in 1912, she was 
able to spend some months in Vienna, studying 
psychoanalysis and attending the weekly meetings 
of Freud's circle. From this time until her death in 
1937 the study and practice of psychoanalysis became 
one of her major activities, though not to the exclusion 
of creative writing, and the personality, as well as 
the intellect of Freud deeply influenced her. 

Their regard was a mutual one. Until her death, she 
invariably addressed him as ‘Dear Professor’, 
although on his 77th birthday she went so far as to 
write ‘Dear, dear Professor Freud’; and he addressed 
- her as ‘Dear Frau Andreas’ until her visit to his 
family in 1921, and the beginning of her close 
friendship with Anna Freud, after which she became 
‘Dear Lou’, or ‘Dearest Lou’. She always respects 
his insights, but does not invariably share them, nor 
agree with everything he has written; and he in turn 
shows a remarkable humility, always prepared to 
regard his discoveries аз tentative, imperfect, but 
corrigible, and seriously responsive to her own ideas. 

The letters are greatly enhanced by the editor’s 
discreetly informative notes, which include several 
contemporary excerpts from her diaries. One long 
passage gives a vivid description of her first visit to 
the Freud household, when Vienna, like Germany, 
was still suffering from the severe privations of the 
post-war years. At that time, Freud himself was 
conducting nine analytic sessions every day. He joined 
Lou Andreas and Anna briefly between sessions, and 
then walked and talked with them late at night. 

There are many vivid, and shrewd observations, in 
her letters and in her journals, to other early 
Freudians, such as Otto Rank, Groddeck, Abraham, 
Ferenczi and Wilhelm Reich, of whom Freud wrote: 
‘a worthy but impetuous young man, passionately 
devoted to his hobby-horse, who now salutes in the 
genital orgasm the antidote to every neurosis. Perhaps 
he might learn from your analysis of K. to feel some 
respect for the complicated nature of the psyche’. 

Frau Andreas’ letters convey very eloquently the 
exéitement of new intellectual discoveries; and their 
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exchanges give one the sense of participating in a 
common task. Over the years, too, one becomes 
aware of a deepening of their mutual regard and 
affection, which only gains from the restraint with 
which it is expressed. ` 

С. М. Carstairs. 


GENDER s 

Gender Differences: Their Ontogeny and 

Significance. Edited by CHRISTOPHER OUNSTED 

and Davin C. Taylor. Edinburgh and London: 

Churchill Livingstone. 1972. Pp. 273. Price 
£4.50. 

There ig comparatively little here that is of 

direct relevance to current psychiatric practice, 

but nonetheless the contents of this book will 


prove fascinating to many psychiatrists. In 
the field of  sex-determination there has 
been ап information-explosion in the past 


fifteen years as the result of much co-operative 
research, and this work is a useful review of present 
knowledge on various aspects of gender differences, 
some of it still in the tentative, and even controversial, 
stage. The first two chapters on sex-linkage and sex- 
limitation and on errors of sex-determinance set the 
scene very competently, and there are interesting 
chapters on gender differences in relation to disease- 
proneness; but the middle section of the book is 
perhaps the most interesting part. Here several 
authors examine the divergences between the sexes 
on those parameters, neuroendocrine, behavioural, 
intellectual and aptitudinal, which seem to be related 
to gender differences, and discuss the growing body 
of evidence that at least some of these divergencies are 
determined antenatally and possibly genetically. 

The contents are dominated by the contributions of 
psychologists and paediatricians, but there is a useful 
clinical and epidemiological slant, and there are 
many hints of topics which could become of con- 
siderable interest to psychiatry in the future, parti- 
cularly in dealing with psychosexual disorders. 
Equally important, there are salutary reminders of 
how a previously nebulous subject can rapidly begin 
to crystallize as the result of meaningful inter- 
disciplinary scientific investigation. 

ALISTAIR Munro, 


STATISTICS 
Basic Medical Statistics. By Anrra К. Baun. New 
York and London: Grune and Stratton. 1972. 
Pp. 260. No price stated. 

The first twelve chapters of this book were originally 
published as a series of articles in the Journal of the 
American Medical Women’s Association, beginning in 
September 1969. With some updating and the 
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addition of five further chapters they form the bulk 
of this present publication. 

The author can be commended on a number of 
points. Each chapter of her book contains a wealth of 
worked examples with full-explanatory notes accom- 
panying each solution; a glossary of terms is also 
included in each chapter, as is a glossary of symbols 
and: notation. At the end of the book there is an 
eighteen-page review of test procedures in the 
analysis of qualitative and quantitative data and a 
chapter of miscellaneous exercises with solutions. 
The unusual printing format of two columns of print 
per page, presumably inherited from the earlier 
publication, facilitates reading, but occasionally 
proves confusing when a lengthy algebraic expression 
has to be spread across into the second column of 
print. 

Authors in a wide range of subjects have no doubt 
spent many hours in deciding on how much informa- 
tion should be put into a basic text book such as this. 
The wish to give an ordered and well-explained 
account of the basics of their subject must necessarily 
limit the range of information which they are able 
to include in the book. In this instance, while pre- 
senting a comprehensive account of the Binomial and 
Normal distributions and simple tests for the com- 
parison of two sample populations, the author 
includes only two pages each on the correlation 
coefficient, linear regression analysis and the analysis 
of variance, and no mention at all of rank tests, all 
of which are very basic parts of medical statistics, In 
view of this apparent imbalance, it seems unlikely 
that this volume alone would meet the author's aim 
to ‘ “guarantee” that the least quantitatively inclined 
reader should attain sufficient statistical compre- 
hension to follow the research aspects of current 
medical literature’. Certainly journals such as the 
British Journal of Psychiatry require a much higher 
level of statistical knowledge of their readers than 
would be available from a textbook such as this. 

The volume may well prove to be of most use as a 
teaching aid in medical or other schools where exer- 
cises with well-documented solutions such as these are 
at a premium. 

P. С. NicHoLts. 


THINKING 
The Psychology of Thinking. By Nem BoLroN. 
Methuen and Co. Ltd. 1972. Pp. 291. Price 
£3.20. 

This is a thoughtful book on thinking. It neatly 
organizes the experimental literature around a 
comparative analysis of four main theoretical themes 
in the psychology of thinking, Piaget, S-R theory, 
information processing and phenomenology. The 
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author has wide-angle vision and nicely uses concepts 
like the tacit-explicit knowledge distinction of Polanyi 
and Husserl’s doctrine of the intentional nature of 
conscious activity to criticize traditional notions of 
S-R concept formation and problem solving, Sopa, 
thing ofa history of the development of the psychology 
of thinking is threaded into the book, but it is too 
kindly a history. For example, there is no clear 
recognition of the way in which our abominable 
obsession with ‘intelligence’ has baulked theory and 
research in the psychology of thinking. The book is 
scholarly in the best sense of the term, and could be 
used either as an undergraduate text or as enlighten- 
ing evening reading for anyone who wants to think 
about thought. 

Its abiding vice is its uncritical acceptance of the 
idea of a psychology of thinking as a viable entity. 
The tradition of segmented man (thinking, emotion, 
learning, etc.) is implicitly accepted. At one level this 
means that a wide spectrum reference list still misses 
out sources like Kurt Lewin or George Kelly because 
they did not write under the rubric of ‘thinking’; at 
another level the author does not confront the 
problem of how the psychology of thinking and the 
specialist language in which it has been developed is 
to be integrated into a psychology of man. 

D. BANNISTER. 


ADDICTION 
Fourth National Conference on Methadone 
Treatment: Proceedings. Edited by Avram 
GoLpsTEIN. New York: National Association for 
the Prevention of Addiction to Narcotics. 1972. 
Pp. 557. Price £8.00. 

Since Dole and Nyswander a few years ago intro- 
duced the methadone maintenance treatment for 
heroin addicts, more and more such programmes 
have sprung up in the U.S.A., in spite of much 
controversy and many remaining questions amply 
discussed in this volume. The Conference Chairman 
states in his preface that by now the ‘investigational 
status’ of methadone has ‘clearly ’ passed: the drug 
has shown itself to be an effective tool in the manage- 
ment of narcotic addition. At the same time it is not 
a wonder drug; it is no more than one, though an 
essential, element in a methadone maintenance 
programme which aims at bringing about a significant 
change in addicts’ life styles. 

The Conference proceedings, lectures, panels, and 
workshops, are reproduced in a paperback volume, 
containing over 150 papers on 557 pages, these 
pages averaging 700-900 words plus many Tables 
and Figures. It is a very comprehensive though 
uneven book, a mine of information on all aspects of 
the subject and should prove a very useful referemce 
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work (despite the lack of an index) to anybody 
interested in the management of heroin addiction in 
this country as well. Many contributions deserve 
close study. Special mention might perhaps be made 
. fpr, T H. Jaffe's paper on *Methadone Mainte- 
nance and the National Strategy’, which sum- 
marizes the views currently held at the Special 
Action Office for Drug Abuse Prevention at the 
White House. Dr. V. P. Dole, pioneer of Methadone 
Maintenance programmes, contributes an interesting 
article on a Detoxification programme in a New 
York prison, concluding that whilst prison is not 
rehabilitative it could become the starting point of 
genuine rehabilitation of discharged prisoners ‘in 
programs that respond to their problems in the 
community’. 
М. M. СгАтт. 


ADOLESCENCE 
Adolescents Grow in Groups. Edited by 
Irvine Н. Berxovirz. Butterworth, London for 
Brunner/Mazel, New York. 1972. Pp. 250. 
Price £3.80. 

One of the advantages of an expanding nation is 

that it usually favours the experimental approach 

. and is willing to try out new ideas. Many of the novel 
ideas of enabling or ‘turning on’ seem to travel 
eastwards from California, even if, in fact, they are 
only the fresh formulations of the wisdom of the ages. 
This book is no exception. Thirty psychotherapists 
from a variety of disciplines, but mainly from South 
California, have pooled their experiences of work 
with adolescents. The settings of their groups are 
many and various and range from closed wards to 
eight Negro delinquent dropouts who came and went 
when they wanted to, sometimes bringing their girl 
friends. The work of some of the therapists would 
seem to have been based on a fairly conventional 
analytical background, while what stands out in 
others is the use they made of their personalities and 
their eclecticism, in brief their ability to take what- 
ever the group gave them. 

Some groups were, at times, self-selected 
or coming, at any rate in the first instance, 
on the advice of others. At the other end were 
those in a residential setting, one group being 
in a Probation Department Centre ‘with a high 
degree of physical security’, the girls having been sent 
there for their delinquent behaviour. What the people, 
clients, adolescents, call them what you will, seem to 
have had in common was that they were all roughly 
of the same age, that they were either aware that they 
had a problem or that society considered that they 
had a problem, and that they were willing to meet 
and discuss difficulties in the presence of their peers. 
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While most of the chapters are descriptive, there is 
also inserted at the end or between the chapters some 
very useful theoretical comments covering topics 
such as the nature of the transference situation, 
whether it is to the leader or therapist, between 
the members of the group or to the group as a unit, 
which may be considered as a sort of mothering 
environment. The latter is stressed, as so often- the 
problem of the adolescent is his inability to discover 
himself and separate his concepts from those of the 
environment. 

The editor, Irving H. Berkovitz, Assistant Clinical 
Professor in Child Psychiatry, University of Cali- 
fornia, in his epilogue, comments on the variety of 
approaches described by his colleagues ‘it is obviously 
hard to say that there is one right or wrong way to 
relate to teenagers in small groups’. It shows, there- 
fore, that what appeals to one reader may be more 
indicative of him or herself and the kinds of groups 
that he likes to work with rather than be true of 
adolescent group work as a whole. 

The time has come when the community’s associa- 
tions with certain descriptive terms may have to be 
considered. In England a doctor is still usually 
medical, though less frequently so in the States. A 
therapist is felt to be different from an educator, but 
one may ask in what way the word ‘enabler’ conveys 
a useful concept, particularly if it is felt to be the 
result of a two-way process. The book is written not 
only for those with a medical understanding but for 
all group leaders, teachers of teenagers in a permissive 
atmosphere, as well as for therapists who make the 
assumption that they know and that the client has 
to change. One starts reading two or three chapters 
which seem to have a special connection with one’s 
own work, but browsing through the other chapters 
may be very helpful and may open up new possibilities 
of work with adolescents. 

К. F. BARBOUR. 
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The Brain in Unclassified Mental Retardation 
(Study Group No. 3). Edited by J. M. Cava- 
NAGH. 1972. Churchill Livingstone. Pp. 333. 
Price £5.00. 

The book records a symposium on the brain in 
unclassified mental retardation, initiated by the 
Institute of Research for Mental Retardation and 
held at the Ciba Foundation, London. The multi- 
disciplinary team of twenty-four well-known authori- 
ties in their field, presented papers which were 
followed by free and highly informed discussion. 

Unclassified mental retardation still makes up a 
majority of cases in the specialty. Many children 
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with severe degrees of mental handicap have structural 
lesions in the brain without obvious neurological 
signs; whilst in milder handicap multifactorial 
aetiology is common and the adverse experiences in 
early life may determine the intellectual status. The 
book also discusses such topics as the contribution 
of electrophysiology, vaccination in aetiology and 
the sensitivity of the developing nervous system. 

This well-written and illustrated book may be 
particularly useful to the research workers and should 
find its place in every psychiatric library. ' 

W. WOLLEN. 


The Double Brain. By Sruart Гмомр. Churchill 
Livingstone. 1972. Pp. 229. Price £3.50. 

The brain is a bilaterally duplicated organ just as 
are the kidneys or the lungs, but it is only com- 
paratively recently that the significance of this fact 
and the possible reasons for the duplication have 
been considered. Are there differences in the function 
of the two sides? Why has the brain evolved in this 
way and what evolutionary advantages does this 
*Double Brain' have for the individual? 

Dr. Dimond, in this scholarly review of the present 
state of knowledge in this field attempts, by drawing 
upon the results of his own and other original 
research, to give answers to these and further 
questions. 

This book should be of value to all who are in- 
terested in mental function, both normal and 
abnormal. Psychiatrists and neurologists in particular 
will find it useful. 

О. С. J. ІарроІр. 


Dyslexia and the Individual. À Study of Reading 
Difficulty in ‘Word Blind’ Children. By 
Patrick Merepira. London: Hamish Hamilton. 
1972. Pp. 190. £2.35. 

If you have the capacity for original thought that 
can circumvent the strait-jackets of the disciplines 
in which you have trained, this book will certainly 
‘stimulate the phagocytes’. Professor Meredith claims 
that his Chair of Psychophysics at Leeds University 
is only the second of such chairs in the history of 
psychology, and into his research he has poured his 
great knowledge of experimental psychology, navi- 
gational astronomy, relativity physics, mathematics 
and education, following ten years of teaching in a 
school. So you see what you are up against! If you 
are of the mental calibre of Lewis Carroll combined 
with George Bernard Shaw—go ahead! 

This is the first of two books on dyslexia by 
Professor Meredith in which he gives an account of 
the ideas out of which the research grew, of how he is 
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approaching the problem of cracking the code of 
language representation. The second book will be 
the research report, after it has been submitted to the 
Department of Education and Science which financed 
the research. Perhaps, as with a Shavian play, фе, 
introduction will be more adequately appreciated 
after knowing the play; we await with interest the 
research report. 

There are two appendices and an expanded list of 
references, together with a list of further reading 
(indicating the inter-disciplinary character of the 
problems of lexical education) and an index. 

STEPHANIE M. LEESE. 


Stress and Distress in Response to Psycho- 
social Stimuli. By Lennart Levi. Pergamon 
Press. 1972. Pp. 166. Price £3.50. 

Stress is one of those phenomena which, like the 
poor, is always with us. It is unfortunately an over- 
worked and underdefined term which increases 
rather than decreases the confusion in an unevenly 
growing field of research. Lennart Levi has for many 
years researched in the psycho-endocrine aspects of 
this topic and has made careful attempts to define 
what he means by the term ‘stress’. This volume , 
contains accounts of a series of studies carried out 
over the past decade, centering upon sympathetic 
responses to pleasant and unpleasant stimulation 
situations. Much of the work has been published 
previously, but often in less detail. Those who admire 
Dr. Levi’s endeavours in this area will no doubt be 
pleased to have all the material in one place. Libra- 
rians should note that the book has also been pub- 
lished as a free supplement to Acta Medica Scandinavica, 
the only difference being the inclusion of a two-page 
foreword by Hans Selye in the Pergamon publication. 

М. Н. LADER. 


Current Psychiatric Therapies. Volume 12. 1972. 
Edited by Jures H. Masserman. New York: 
Grune and Stratton. Pp. 264. Price $16.00. 

This annual view of psychiatric therapy devotes 
only a short space to physical treatments. The greater 
part of the book is devoted to psychotherapeutic 
techniques, family therapy, group therapy, com- 
munity psychiatry and the special problems of 
children and the aged. Each section is by one or 
more authors, and the editor finishes off the book with 

a review of therapies in several Balkan states. The 

volume contains a particularly good chapter by 

Leo E. Hollister on the optimum use of antipsychotic 

drugs. 
А Joun S. Ритоң, 
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MEDICAL PRACTICE 
Psychological Medicine for Students. By Jonn 
Porurrr. Churchill Livingstone. Price £1.50. 
Management of Cardiac Arrest under Hospital 
Conditions for the Resident House Officer. 
By Jonn S. M. Zoran. Churchill Livingstone. Price Бор. 


PSYCHOTHERAPY AND PSYCHOANALYSIS 

Psychotherapy of Schizophrenia. Edited by Dav 
RunmsrEIN and Yrjö Aranen. Excerpta Medica. 
Price Dfl. 93.00. 

Practical Problems of a Private Psychotherapy 
Practice. Edited by Gzorce D. GorpMAN and 
GEORGE STRICKER. Charles C. Thomas. Price $11.50. 

Psychotherapy and Psychoanalysis: Final Report of 
the Menninger Foundation's Psychotherapy Research 
Project. By Отто Е. KERNBERG, ESTHER D. BURSTEIN, 
LOLAFAYE Coyne, ANN APPELBAUM, LEONARD 
Horwitz and Harotp VorH. The Menninger Clinic. 
Price $8.50. 

Psychoanalysis and Contemporary Science: An 
Annual of Integrative and Interdisciplinary Studies, 
Vol. 1. Edited by Ковевт К. Hott and EMANUEL 
PETERFREUND. Collier- Macmillan. Price £7.50. 


BEHAVIOUR 

The Mechanisms of Conditioned Behavior: A Critical 
Look at the Phenomena of Conditioning. By WANDA 
WnwiaxkA. Charles C. Thomas. Price $11.50. 

Understanding through Communication. By Lor 
"reas. Charles C. Thomas. Price $11.75. 

Social Change and Human Behavior: Mental Health 
Challenges of the Seventies. Edited by Gzrorae V. 
Сокгно and Er: A. RUBINSTEIN. National Institute of 
Mental Health. Price $2.00. 


CRIMINOLOGY 
Crime and Insanity in England: Volume 2, New 
Solutions and New Problems. By NiagzL WALKER and 
Saran McCann. Edinburgh University Press. Price 


65-00. ; 

Not the Law’s Business: An Examination of Homo- 
sexuality, Abortion, Prostitution, Narcotics, and 
Gambling in the United States. By GILBERT Сиз. 
National Institute of Mental Health Center for Studies of 
Crime and Delinquency. Price $1.50. 

Pathology of Crime and Delinquency. By Pari- 
PURNANAND VARMA. Sahitya Bhawan, Agra. Price 
40 Rupees. 


FAMILIES AND CHILDREN 
Childhood Behaviour and Mental Health. By 
MICHAEL SHEPHERD, BRAM ОРРЕМНЕ:М and SHEILA 
e MITOHELL. University of London Press. Price £3.40. 
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Principles of Psychotherapy with Children. By 
Jonn M. Reman. John Wiley. Price £5.75. ` 
Family Psychiatry for Child Psychiatrists: A Special 
Report of the Society of Clinical Psychiatrists. By 
Joun С. Howes. Institute of Family Psychiatry. 

Price 50p. 


MENTAL RETARDATION 

Pathology of Mental Retardation. By L. Crome and 
J. STERN (second edition). Churchill-Livingstone. Price 
69-00. 

Occasional Papers, 2, 3, and 4. By Kenneru S. Нот, 
5нЕп.А Hewett, ELSPETH STEPHEN and JEAN 
ROBERTSON. Butterworth, for the Institute for Research into 
Menial Retardation. Price £2.50. 


PSYCHOSOMATIC MEDICINE 

Psychotherapeutic Action of the Physician: Proceed- 
ings of the Fourth International Congress of Psycho- 
somatic Medicine. Edited by L. CHERTOK and 
M. Sarm. S. Karger. Price £10.05. 

Physiology, Emotion and Psychosomatic Illness: 
CIBA Foundation Symposium No. 8 (new series). 
Edited by Котн Porter and Juum Кмонт. Excerpta 
Medica-North Holland. Price Dfl. 53.00. 


THOMAS S. SZASZ 
Ideology &nd Insanity: Essays on the Psychiatric De- 
humanization of Man. By Tuomas S. Szasz. Calder 
and Boyars. Price £3.15. 


TREATMENT 
The Crisis Team: A Handbook for the Mental Health 
Professional. Ву Juran ЇлЕВ, Ian I. LresrrcH and 
ANDREW EDMUND SLABY. Harper and Row. Price $6.95. 
Pm OK-—You're OK: A Practical Guide to Transac- 
tional Analysis. By Tuomas A. Harris. Jonathan Cape. 
Price £2.25. 


TWINS 
Personality Differences and Biological Variations: 
A Study of Twins. By Gorpon CLARDOE, SANDRA 
Canter and W. I. Hume. Pergamon Press. Price £3.80. 


REPORTS 

National Institute of Mental Health Task Force on 
Homosexuality: Final Report and Background 
Papers. Edited by Jonn М. Lrvinacoop. National 
Institute of Mental Health. Price 75 cents. 

Correctional Treatment in Community Settings: 
A Report of Current Research. By MARGUERITE Q. 
Warren. National Institute of Mental Health. Price 
35 cents. E 
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The Facilities and Services of Psychiatric Hospitals Lehrbuch der Psychiatrie. By Eucen BLEULER. 
in England and Wales, 1971. Statistical and (Twelfth edition, revised by Manfred Bleuler). 
Research Report Series, No. 5 of the Department of Springer-Verlag. Price DM 78. 

Health and Social Security and the Welsh Office. 
Her Majesty's Stationery Office. Price £1.25, D 


NEW EDITIONS FROM ABROAD di 
Mary Barnes: Two Accounts of a Journey through Sozialpsychiatrische Texte. Edited by MICHAEL VON 
-Madness By Mary Barnes and JoserH BERKE. CnaNACH and Asmus Finzen. Springer-Verlag. Price 
Penguin Books, Price бор. (Paperback edition of a book DM 28. 
published in 1971 by MacGibbon & Kee). Les Rêves dans les ‘Discours Sacrés? d'Aelius 
The Politics of Therapy. By Seymour L. HALLECK. Aristide: Essai d' Analyse Psychologique. By GABRIEL 
Harper and Row. Price $1.95. (Paperback edition of a MIcHENAUD and Jean DIERKENS, Editions Universitaires 
book published in 1971 by Science House). ds Mons. Price 350 Belgian francs. 


Many of these books will be reviewed at a later date. 
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| Letters for publication in the Correspondence columns should be addressed io: 


The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, WM gLE 


ANTICIPATORY GRIEF AND WIDOWHOOD 


Dear Sm, 

In the paper by Clayton et al. entitled ‘Anticipatory 
grief in widowhood’ and in the companion paper by 
Bornstein et al. (Journal, January 1973, 122, 47-51; 
May 1973, 122, 561-6), the authors conclude that in 
their sample of unselected widows of mean age 61 
years ‘duration of illness [of deceased spouse] was 
unrelated to the prevalence of symptoms [in the 
survivor]. 

A recent study by Parkes, Glick, Weiss and Napier 
(in preparation) provides comparable information 
about a younger sample of American widows and 
widowers which conflicts with these findings and 
suggests that, whatever the validity of the concept of 
‘anticipatory grief’, there are some bereaved persons 


“who, given the opportunity, are able to prepare 


themselves for bereavement. 

This study was confined to the under 45 age group 
because previous work had suggested that age at 
bereavement was so important a determinant of 
outcome that failure to control for this factor would 
make it impossible to identify other determinants. 
Twenty-four Bostonian widows and widowers who 
had had less than two weeks warning of probable 
death and/or less than three days warning that death 
was imminent were compared with 46 who had had 
a longer preparation for bereavement. Data were 
obtained at interviews conducted three weeks and 
1g months after bereavement, and have now been 
re-analysed, using criteria which were as close as 
possible to the criteria adopted by Clayton et al. to 
identify the ‘Depressive Symptom-Complex’, 

The Table shows that 52 per cent of respondents 
had a ‘Depressive Symptom-Complex’ 13 months 
after bereavement, a figure considerably in excess of 
the 20 per cent reported by Clayton et al. and 
conforming with Maddison and Walker’s discovery 
of a high incidence of disturbance in this age group 
of Boston widows and widowers (1967). It also 
showed that ‘Depressive Symptom-Complex’ was 
very much more common in the ‘short preparation’ 
group (x? with Yates’ correction 5:0; 1 d.f; p < 
*05). This group also showed significantly more 
anxigty and self-reproach, and their ‘overall Sut- 
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TABLE 
Proportions in short and long preparation groups showing 
depressive symptom complex 
No 

Depressive Depressive 
Symptom Symptom 

Complex Complex 
Short preparation group .. 17 (74%) 6 (26%) 
Long preparation group .. 19(42%) 26 (58%) 
Both groups 35 (52%) 32 (48%) 





come’ ratings were less good than those with a 
longer preparation for bereavement. Differences were 
just as pronounced at follow-up 2-4 years after 
bereavement. 

These findings seem to suggest that sudden or 
unexpected losses are more traumatic in the younger 
age group we studied than in the predominantly 
older sample studied by Clayton and Bornstein. It 
might be postulated that in the 60-year-old no 
conjugal bereavement is entirely unexpected, and 
that the process of ‘disengagement’ has already 
started, whereas younger persons may benefit from 
an adequate warning of bereavement. The implica- 
tions of this conclusion for members of the medical 
and nursing professions, who are often in a position 
to give such warnings, are obvious. 

I am indebted to Dr. Paula Clayton for this 
opportunity to comment on the second paper con- 
currently with its publication. 

C. M. PARKES. 
School of Family Psychiatry and Community Mental Health, 
Tavistock Centre, 
Belsize Lane, 
London, NW3 5ВА. 


REFERENCE 
MapproN, D., and Warrer, W. L. (1967). ‘Factors 
affecting the outcome of conjugal bereavement.’ 


Brit. J. Psychiat., 113, 1057-68. 


DEPRESSIVE ILLNESSES IN LATE LIFE 


Dear Sir, 
On different occasions both of us have calculated 
the distribution of scores on the Newcastle diagnotic 
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scale obtained by series of patients with depressive 
illnesses, and have failed to find the unambiguously 
bimodal distribution that Carney and his colleagues 
obtained in their original study (Carney et al., 1965; 
Kendell, 1968; Post, 1972)..In fact, we both obtained 
score distributions that did not depart significantly 
from normality; and, partly for this reason, we have 
remained sceptical of the Newcastle group's claim to 
have demonstrated the existence of distinct endo- 
genous and neurotic forms of depression. Dr. Garside 
has now combined the scores of our two series and 
demonstrated that the overall distribution for all 222 
patients shows a point of rarity at +5 and is signi- 
ficantly non-normal (Garside, 1973). On this basis 
he claims that the ‘unimodal hypothesis’ is con- 
clusively disproved, and by implication that his 
bimodal hypothesis is supported. 

As Kendell’s 130 patients were derived from two 
separate series, one of 59 patients rated by himself 
and another of 77 rated by Hemsi and McClure, 
and as we have data from a further series of 49 
geriatric patients rated by Post, Cawley and White- 
head, there are now four separate scries of scores 
available for scrutiny, two derived from patients 
below the age of 60 and two from patients above that 
age. The distribution of scores on the Newcastle scale 
for all four series is shown in the attached Table. 
None of the four on its own departs significantly from 
normality, nor do the 130 patients under 60 or the 


TABLE 
Scores of Maudsley cases on the Newcastle Scale 











Post, 
Score on Hemsi Cawley 
Newcastle Kendell and Post and Total 
Scale McClure Whitchead 
+13 о о І о І 
+12 о І о о І 
+11 I о о о І 
+10 а І 3 1 7 
+9 o 1 2 3 6 
+ 8 1 9 6 4 20 
+7 7 7 9 3 26 
+ 6 7 7 I3 4 31 
+ 5 2 8 6 6 22 
+ 4 6 12 8 5 31 
+з 5 9 10 7 31 
+ 2 6 2 9 5 22 
+ 1 7 4 6 3 20 
о 4 6 її 7 28 
— 1 4 5 6 1 16 
— 2 I 4 I o 6 
— 3 о 1 I o 2 
Total 53 77 92 49 271 
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141 above that age when considered separately. 
Only if all four are combined is the distribution of 
scores significantly non-normal (x? = 36:04; d.f. = 
14; p< +01). However, if this distribution is plotted 
as a histogram it will be seen to be trimodat rather 
than bimodal, with a cleft at +1 and +2 at'least as 
impressive as that at +5. (The same is true of the 
score distribution of the 222 patients Garside was 
concerned with, although he ignored the fact.) 

A bimodal distribution of scores on a discriminant 
function is evidence for the presence of two distinct 
populations, and a unimodal distribution is negative 
evidence that only one population is present. À 
trimodal distribution such as we have here has no 
statistical meaning at all. In particular, it is not 
evidence for the existence of a third population in the 
material. An analysis starting with only two criterion 
groups is not designed to detect that possibility; and 
if a third population were present there is no reason 
why its members should all obtain similar scores on 
the function. Why then has this trimodal distribution 
emerged? It is not due to a single point of rarity 
appearing in slightly different positions in the four 
series, since both clefts appear in three of them. By 
far the most likely explanation is that this non- 
normal distribution is a statistical artifact which has 
arisen in one of two ways: either because the data 
from which the weightings of the scale were originally 
derived did not satisfy the requirement, basic to 
discriminant function analysis, that the two criterion 
populations should have multivariate normal distri- 
butions and equal variance/co-variance matrices; 
or because the item distributions in our data were 
markedly skewed. Both these possibilities are in- 
herently probable, and the likelihood that one or 
other is responsible for the uneven score distributions 
we obtained is strengthened by the fact that both 
discontinuities in the distribution involve only one or 
two scores, and disappear if the number of units in 
the distribution is reduced from 17 to 9 by combining 
adjacent scores. This is quite unlike Carney's original 
distribution, where the dip in the centre of the distri- 
bution extended all the way from +5 to +8. 

We believe, therefore, that our data do not support 
the claim that there are two distinct forms of de- 
pressive illness, and that a dimensional model is still 
the most appropriate means of representing the 
variations between different patients. 

In addition, we wish to repudiate Dr. Garside’s 
suggestion that we have naively been trying to ‘prove’ 
a unimodal hypothesis. As he is really well aware, we 
have emphasized that this is impossible (Kendell and 
Gourlay, 1970). We also both started our researches 
in this area in the hope that we would be able to 
deménstrate the existence of two or more distinct 
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forms of depressive illness, but we have consistently 
failed to do so. 


R. E. KENDELL. 
Fxzrrx Post. 
The Maudsley Hospital, 
Denmark Hill, 
Camberwell, 
London SE5 8А2. 
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CREATINE PHOSPHOKINASE ACTIVITY 
IN PSYCHIATRIC PA 
Dear Sr, 

Gosling et al., in your Journal (1), found that half 
of their newly-admitted psychotic patients had raised 
creatine phosphokinase (CPK) activity. This was 
specifically associated with the psychosis: none of 
their neurotic control patients showed an elevated 
CPK. 

We have investigated newly-admitted female 
patients to the psychiatric ward of the Johannesburg 
General Hospital during a period of 30 days. This 
ward admits unselected cases across the whole 
psychiatric spectrum. Patients were only excluded 
from this investigation if they bad received intra- 
muscular chlorpromazine, as this can raise CPK 
values (2). The CPK assay was carried out by means 
of the accu-zyme enzyme reagent kit. Normal range for 
females is o to 30 I.U. Clinical assessment of the 
patient’s condition was carried out independently by 
two psychiatrists, who were asked to allocate the 
patient to a psychotic or non-psychotic group. 
Where there was disagreement on the allocation 
(3 cases), the cases were omitted (the CPK levels for 
these three cases were within normal limits). 

Details are set out in the following table: • 

e 
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TABLE 
Age Clinical diagnosis CPK LU. 
Psychotic group 

І. Manic-depressive psychosis 

(depressed phase) 29:9 
2 5I Manic-depressive psychosis 

(manic phase) 28:7 
3. 49 Schizo-affective disorder ат+ї 
4. 36 Schizophrenia 30:4 
5. 57 Presenile dementia 23:4 
6. 16 Schizophrenia 26.7 
7. 93 Schizo-affective disorder 28-4 
8. 32 Schizophrenia 65:0 

Non-psychotic group 

1 60 Anxicty state and 

hypochondriasis 29:3 
2 65 Personality disorder and 

alcoholism 24:6 
3. 22 Neurotic depression 56:5 
4. 31 Anxiety state К 58-4 
5. 19 Personality disorder апа 

epilepsy 31-8 
6. 46 Personality disorder 53:6 
7. 70 Toxic confusional state 81:0 
8. 21 Neurotic depression 28:4 
9. 28 Neurotic depression 26-6 

10. 25 Dissociative hysterical illness 30-0 


The mean CPK level of the psychotic group was 
31:7 (S.D. 13:8) and of the non-psychotic group 
37:0 (S.D. 13:4). This difference is not statistically 
significant. 

We have therefore failed to confirm that raised 
CPK activity indicates the presence of psychotic 
illness. In those cases showing abnormal levels the 
elevations were small. We suggest that patients 
manifesting elevated CPK levels may share a 
common factor, but that this is not the presence fer se 
of psychosis. This factor may be а subclinical 
myopathy (3), a possibility further supported by the 
finding (4) that the raised serum CPK is of the 
muscle isoenzyme type. Furthermore, it is interesting 
that Meltzer (4) noted a familial tendency, in that 
some parents of psychotic patients had continuous 
CPK elevations while the patients themselves only 
demonstrated these intermittently. J. P. Lorne. 

А. Н. Rosms. 
Department of Psychiatry, 
Johannesburg General Hospital and the 
University of the Wittwatersrand, 
Johannesburg, South Africa. 
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TARDIVE DYSKINESIA 
Dear Sm, 


I am writing in reference to the article on Tardive 
Dyskinesia published in your December 1972 issue 
(x21, 605-12). This is a subject which continues to 
command interest. Part of the problem is that 
dyskinetic phenomena may occur even early in 
treatment. I have seen them within six months of 
instituting neuroleptic treatment. However, in these 
instances it disappears with the discontinuation of 
medication. The question of the incidence of perma- 
nent neurological impairment remains an un- 
answered one, as does the treatment. Three points 
seem to be of importance in this area: 

(i) Tardive dyskinesia disappeared in three manic 
patients (erroneously diagnosed as schizophrenics 
and treated with neuroleptics) when they were 
changed to lithium therapy. In other non-manic 
cases, improvement of symptoms took place when the 
patients were given lithium. These have been un- 
controlled studies, but are of sufficient interest ‘to 
warrant further investigation. 

(ii) In the past year I have seen several other 
patients, not schizophrenics, who presented with 
severe tardive dyskinesia when receiving neuroleptics. 
One was a patient who had received 100 mg. of 
thioridazine daily for 10 years. He had a well-marked 
bucco-lingo-masticatory syndrome which disappeared 
when medication was withdrawn. More important 
was the appearance of a crippling tardive dyskinesia 
in a neurotic patient who had received no more than 
10 mg. of trifluperazine daily for less than a year. It 
did not remit upon withdrawal of medication. I have 
also seen two involutional depressives who were 
treated with neuroleptics, both of whom were unable 
to dress themselves or function in the outside world 
because of their dyskinesias. These observations have 
important implications in terms of the use of neuro- 
leptics for treating neurotic conditions and parti- 
cularly for treating depressions. There is a consi- 
derable literature suggesting that neuroleptics are a 
good treatment for certain types of depression, and it 
has also been stated that neuroleptics are the treat- 
ment of choice for ‘agitated depression’ (1). On the 
basis of the above-listed cases, I would say that 
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neuroleptics are contraindicated in the treatment of 
such patients, since there are no data to suggest that 
these are better than antidepressant medication, 
which certainly does not produce tardive dyskinesia. 

(iii) The third and last point relates to wAy воще 
patients on small dosages of medication’ should 
develop this syndrome. The last three of the patients 
mentioned above received medication for a short 
period of time only, and certainly did not ingest 
anything like the large amounts that chronic schizo- 
phrenics may have received. All were female and all 
were of Eastern European Jewish background. The 
question therefore, arises as to whether, as with the 
congenital dystonias, Eastern European Jews may 
have an increased susceptibility to this syndrome. It 
has even been suggested that the administration of 
small amounts of neuroleptics may be a suitable way 
to detect the heterozygous carriers of congential 
dystonias (2). 

GzogGE М. Smpson. 

Research Center, 
Rockland State Hospital, 
Orangeburg, 
N.Y. 10962, U.S.A. 
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BENIGN MYALGIG ENCEPHALOMYELITIS 
Dear Sm, 


May I be permitted to draw attention to the fact 
that the paper entitled ‘A controlled follow-up of 
cases involved in an epidemic of Benign Myalgic 
Encepbalomyeliti by Drs. McEvedy and Beard 
(Brit. F. Psychiat. (Feb. 1973), 122, 141), is merely a 
prolongation of the thesis they submitted through the 
columns of the British Medical Journal of 3 January 
1970. In a letter to the B.M.7. (1970, 1, 362) Drs. N. 
Compston, Н. Dimsdale, A. Т. Richardson and 
myself pointed out that while a diagnosis of hysteria 
had been seriously considered at the time of the 
outbreak, the occurrence of fever in 89 per cent, of 
lymphadenopathy in 79 per cent, and of ocular palsy 
in 19 per cent, rendered it quite untenable. In the 
same issue Dr. E. D. Acheson, who had personal 
experience of cases at the Middlesex Hospital, stated 
that he too had considered a possible diagnosis of 
hysteria but for similar reasons had ruled it out. 
Most important evidence favouring our view that 
the eondition was infective in origin was the occur- 
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rence of sporadic cases in the general population of 
North-West London for two months before and for 
at least two years after the outbreak in the hospital. 
A considerable proportion of these patients were 
extraveft types of stable personality with no history of 
previoug illness of any kind. A further outbreak of 370 
cases of the disease seen by Dr. Betty Scott in Finchley 
y between 1964 and the summer of 1966 was described 
in the British Medical Fournal (1970, i, 170). 

The totally irreconcilable line of cleavage from 
the opinions expressed by Drs. McEvedy and Beard 
lies in the fact that all the physicians of the Royal 
Free Hospital who had care of cases in 1955 were 
in no doubt that the symptoms were organically 
determined and could not possibly be regarded as 
‘pure’ hysteria. Final and complete refutation of the 
McEvedy and Beard hypothesis was advanced by 
Dr. David С. Poskanzer (B.M.7. 1970, ii, 420), who 
reminded us that in an outbreak in New York he and 
his colleagues (Albrecht, R. M., Oliver, V. L., and 
Poskanzer, D. С. (1964) Journal of the American 
Medical Association, 187, 904) demonstrated a consider- 
able increase in creatinuria and an increase in the 
creatine/creatinine ratio, suggesting an abnormality 
of muscle; on recovery this disappeared. He makes 
the very intriguing suggestion that "instead of ascribing 
"benign myalgic encephalomyelitis to mass hysteria or 
psychoneurosis’ Drs. McEvedy and Beard might 
‘consider the possibility that all psychoneurosis is a 
residual deficit from epidemic or sporadic cases of 
benign myalgic encephalomyelitis’. I trust that all 
fair-minded psychiatrists would agree that this view 
should be accorded serious consideration before 
consigning these unfortunate patients with their 
functional prolongation and tendency to relapse to 
the implied stigma of ‘pure hysteria’. 

A. MELvIN Ramsay. 
Infectious Diseases Department, 
Royal Free Hospital, 
Gray's Inn Road, 
London, W.C.r. 


VIOLENCE AMONG ATTENDERS AT 
A LONDON DRUG CLINIC 


DzaR Sr, 


Gordon (1973) finds that clinic attenders have 
morc violent-crime convictions after first drug use 
than before. However, the per year rate for violence 
convictions before and after drug use is about the 
` same—and larceny lower! Even with liberal assump- 
tions (e.g. that the pre-drug period should exclude 
only ages 13 and younger) the data corrected for 
time fail to show a statistically significant increase. 

Mpreover, the post-drug conviction rate is almost 
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certainly enlarged because the sample patients are 
subject to a very high rate of police surveillance. 
And even if offences did increase following drug use, 
non-drug events could be responsible. In fact a non- 
opiate sample having the same early conviction 
records might well have much higher rates of later 
convictions than the clinic sample. 

Gordon elaborates only slightly on the actual 
behaviours that constitute ‘indictable offences of 
violence’. His examples of ‘more serious’ crimes of 
violence include six items—among them, dangerous 
driving and malicious damage. 

He states, “There is little to suggest that the findings 
would be specific to this clinic . . .'. However, the 
proportion of people without criminal convictions in 
Gordon’s sample is less than half of the corresponding 
proportion for people approaching all of London’s 
drug clinics the following year. 

Finally, it should be made explicit that the results 
seem in no way attributable to clinic treatment itself, 
as most of the ‘post-drug’ period precedes clinic 
attendance. 

HERBERT Н. BLUMBERG. 
Addicticn Research Unit, 
Institute of Psychiatry, 
тот Denmark Hill, 


London SE5 ВАЕ. 
REFERENGE 
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BEHAVIOUR THERAPY IN 
MENTAL DISORDERS 


DEAR Sm, 


Our booklet, Behaviour Therapy in Mental Disorders, 
was reviewed in your Journal in February this year 
(122, 229), and we were not surprised that such a 
parochial publication should d been criticised in 
the way it was. 

Nevertheless it seems шыш that the reviewer 
should pick out one case of marital disharmony 
which was in fact successfully treated. It seems to us 
that it is more important for the patient that his 
problems are solved than that they should be pe- 
dantically classified to satisfy the doctor’s rigid 
requirements. 

General practitioners are not inclined to read 
psychiatric books, even paperbacks, and anything 
that makes them aware of progress in the available 
treatments must be of some use. 

J. С. M. Wirgmssov. 
The Pastures Hospital, 
Mickleover, 
Derby DE3 5DQ. 
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Sedation alone is not enough. Heminevrin 
reverses the vicious circle of increasing 
confusion: halting the progressive trend 
into loneliness and enabling patients to 
regain a more rational interest in their 
surroundings. 
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D. R. Offord, M.D., Director, Clinical Services—Children, 
Royal Ottawa Hospital, 1145 Carling Avenue, Ottawa, 


K1Z 7K4, Ontario. 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or A4 paper with double spacing and gencrous margins, 
Please submit two copies, one on lightweight paper suitable for airmail. . 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. 'The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its litle some indication of the nature of the article and the пате and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 

4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 

5. All measures must be expressed in the metric s stem, e.g. weights in kilogrammes; temperatures 
na | EXP 6 system, e.g g g I 
in "C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 

6. A summary should be provided at the end of every article. 

7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 

8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or À4 paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 

9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. ‘The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be included in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 

г. ABEL-SMrTH, B., and Trrmuss, R. M. (1956). The Cost of the National Health Service in England 
and Wales. Cambridge. 

2. ABENSON, M. H. (1969). ‘Drug withdrawal in male and female schizophrenics.’ British 
Journal of Psychiatry, 115, 961-2. 

3. APPEL, К. A. (1959). ‘Religion’, in American Handbook of Psychiatry (ed. Arieti), New York. 


In the body of the paper, references may be by author and date: ‘Abenson (1969); or by reference 
number: ‘Abenson (2)’, as the author wishes. 

Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 

Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 

10. Fifty reprints of each article are supplied free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
Limited, The Invicta Press, Ashford, Kent. 
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Psychosomatic Classics. 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.) ; P. H. Knapp (Boston, Mass.); M. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


МІН + 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3—8058—1232—5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the 'Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. IIl. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental! Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Шпеѕѕ. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers, Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors' 
concepts have stood the test of time, In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


S. Karger : Basel : München : Paris : London · New York: Sydney 
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THE MANIPULATOR 
A Psychoanalytic View 
BEN BURSTEN, M.D. 


Manipulate: to control or play upon by artful, unfair 
or insidious means, especially to one’s own advantage 
(Webster’s) 

Although all of us manipulate from time to time, 
Dr. Bursten shows how certain people use this 
exploitative relationship as a characteristic way of 
dealing with others. Dealing with a manipulative 
personality-—whether he is a drug user, antisocial 
person, or a more creative manipulator such as a 
businessman or administrator—requires a special 
understanding of the nature of narcissistic relation- 
ships. This unique study of the practical and 
theoretical problems raised by manipulators brings 
together broad clinical data, first-hand experience 
of hospital situations and a deep understanding of 
Freudian theory. £3.95 


A MINGLED YARN 
Chronicle of a Troubled Family 
BEULAH PARKER, M.D. 

A vivid, intimate story of the destruction of a 
family-—talented, wealthy, well-born—which pro- 
duced two highly neurotic children, one of whom 
later became schizophrenic. 

"Freud said once that he was worried because his 
case histories read like short stories rather than 
serious science. This book reads like material for 
the great American novel. It is important to see it in 
perspective . . , It is purely a descriptive account 
from one person's point who was both personally 
involved and psychologically qualified. It is the 
sort of material that is valuable because it puts 
flesh on psychiatry and provides in-depth material 
that is interesting in itself and may possibly 
because of its wealth of detail suggest some new 
lines of investigation.” 

—Dpavid Cohen (New Scientist) £2.98 


Please write for our Psychiatry list to: 
Yale University Press, 
20 Bloomsbury Square, London МУСІ 


by the late W. MAYER-GROSS 


ELIOT SLATER 


CBE, MA, MD, FRCP, DPM, Director, MRC, 
Psychiatric Genetics Research Unit, Maudsley 
Hospital, London 


MARTIN ROTH 


MD, FRCP, DPM, Professor of Psychological 
Medicine, University of Newcastle 


"The Presentation on a high level of scholarship 
of the whole of clinical psychiatry by only two 
authors is an enormous task. They have suc- 
ceeded admirably.' British Medical Journal 


‘It is the best large textbook on psychiatry in the 
English language; no serious student can afford 
to be without it.' British Journal of Hospital 
Medicine 


3rd edition 904 pages 77 plates £7.50 


BAILLIERE d TINDALL 


7-8 Henrietta Street, London WC2E 8QE 
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anti-agitant, anti-emetic, 
analgesic potentiator 


ARINE* (promazir wdrochloride 





x BRITISH JOURNAL OF PSYCHIATRY, JUNE 1973 





NEW Mk.4 E.C.T. APPARATUS: 
DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


STAFF PSYCHIATRIST 


Applications are invited for positions of staff psychiatrist at the Royal 


Ottawa Hospital. This is a psychiatric hospital of over a hundred beds with 
a very active community program as well as being the main teaching 
hospital for the Department of Psychiatry, University of Ottawa Medical 
School. The hospital is in the process of expanding facilities and services 
and provides an excellent opportunity for anyone interested in treatment, 
clinical administration, teaching and development of community based 


programs as well as a university affiliation. 


Enquiries should be addressed to: 


S. T. Firth, M.D., Director, Clinical Services—Adult, Royal 
Ottawa Hospital, 1145 Carling Avenue, Ottawa, K1Z 7K4, Ontario. 
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DEPARTMENT 
OF HEALTH 


PROVINCE OF 
NEWFOUNDLAND 
CANADA 


PSYGHIATRISTS 


Two psychiatrists required as full-time 
consultants in the Division of Mental 
Health Services, St. John's. One position 
is in the forensic-correctional field and 
the other in the disorders of children. 


BIOFEEDBACK 
APPARATUS 


Simple portable devices ace available using 
ch, The Relaxor randicates Galvanic 

1d can be used in psyel 
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reference books are available fram stock. 
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oh One Limited, PO Box 72Р, 


» 


These are challenging positions with 
opportunities to provide consultation in 
program development in a wide range of 
services in voluntary agencies, hospitals, 
educational settings and government 
departments. There is a possibility, also, 
for involvement in clinical work, teaching 
and research. 


THE ASSOCIATION OF 
PSYCHIATRISTS IN TRAINING 


Second Symposium 


EXAMINATIONS AND THE 
TRAINING OF PSYCHIATRISTS 


Salary is negotiable. 


Full public service benefits apply with 
generous annual and sick leave with pay, 
provincial statutory holidays and 
contributory pension plan. Financial 
assistance towards relocation is 
available. 


Speakers: 
Prof. А. Morgenstern, Examiner, American 
Boards of Psychiatry and Neurology 
Mr. John Lang, Senior Lecturer and Chair- 


man of Assessment Working Party, School 
of Education, Bristol University 


Applications and/or requests for further 
information should be addressed to: 


C. H. POTTLE, M.D., F.R.C.P.(C.), 
F.A.C.P., 

Director, 

Mental Health Services, 

Government Building, 

Harvey Road, 

St. John's, 

Newfoundland, 

CANADA 


An Examiner for the Membership, Royal 
College of Psychiatrists 
Dr. Paul O'Farrell, Chairman, TRAINING 


Programmes Committee, Association of 
Psychiatrists in TRAINING 


Thursday, 12th July, 1973, at 5.15 p.m. 


University Hospital of Wales 
Heath Park, Cardiff 
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Psychopathology and 
Psychopharmacology 


Edited by Jonathan O. Cole, Alfred M. Freedman, 
and Arnold Friedhoff 


Accounts of current research on the use of drugs in 
treating mental illness and in simulating schizo- 
phrenia in order to better understand its etiology. 


CONTENTS (Abridged) 


Drug Models of Schizophrenia: LSD-Related 
States as Models of Psychosis; Effects of Altera- 
tions of Cholinergic Function on Behaviour: 
Abnormal Mental States Induced by Phencyclidine 
as a Model of Schizophrenia; Chronic Amphetamine 
Intoxication; Drug Models of Schizophrenia— 
Cannabis; Import of Model Psychoses for Beha- 
vioural Science; Elicitation of Psychotic Symp- 
tomatology by Methyiphenidate; Psychotomimetic 
Drugs, Animal Behaviour, and Human Psycho- 
pathology. 


Clinical Research Overviews: Drug Therapy as a 
Means of Syndromal Identification and Nosological 
Revision; Drugs and Schizophrenic Behaviour; 
Antidepressant Drugs and Clinical Psychopathology. 


Clinical and Basic Research: Preventive Treat- 
ment of Schizophrenia; Maintenance  Antide- 
pressants, Psychotherapy, Symptoms, and Social 
Function; Nicotinic Acid and the Transmethylation 
Hypothesis of Schizophrenia ; Norepinephrine Meta- 
bolism in the Pathophysiology and Classification of 
Depressive and Manic Disorders; Etiological Agent 
and Defense in Biological Psychiatry, Drugs and 
Society. 


Based on the proceedings of the sixty-second 
annual meeting of the American Psychopathological 
Association. 


344 pages £6.75 





Psycholinguistics 
and Aphasia 


Edited by Harold Goodglass, Professor of 
Neuropsychology. Boston University School of 
Medicine, and Director of the Aphasia Research 
Centre at Boston University School of Medicine; 
and Sheila Blumstein, Assistant Professor of 
Linguistics at Brown University and Research 
Associate at the Aphasía Research Centre 


Psycholinguistics and Aphasia brings together 
for the first time a comprehensive set of 17 clinical 
and research papers by leading experts on aphasia, 
including Jakobson, Wepman, Weigl, Bierwisch, 
and others. Separate sections are included on 
phonological, lexical, and syntactic levels of linguistic 
disturbance. An introductory chapter by the editors 
relates the clinical phenomena of aphasia to the 
psycholinguistic viewpoint. The editors have also 
provided brief critical introductions to each of the 
articles. 


416 pages £5.65 


The Johns Hopkins University Press 
2-4 Brook Street, London W1Y 1AA 





* 






BRITISH JOURNAL OF PSYCHIATRY 


THE 


(THE JOURNAL OF MENTAL SCIENCE) 


Published by Authority of the Royal College of Psychiatrists 


© 1973 

















JUNE 1973 








W, McC, Anderson 
G. W. Ashcroft 

J. А. Baldwin 

J. H. J. Bancroft 
B. M. Barraclough 
I. R. С, Batchelor 
H. R. Beech 

J. L. T. Birley 
Robert Bluglass 

P. K. Bridges 

H. C. Cameron 


*G. M. Carstairs 
*R. Н, Cawley 


Philip Н. Connell 
John Cooper 

A. J. Coppen 

J. А. М. Corsellis 
*Valerie Cowie 
Michael Craft 

А. Н. Crisp 

D. Russell Davis 
B. $, Everitt 

G. W. Fenton 
Fay Fransella 
Hugh Freeman 
Thomas Freeman 
К. F. Garside 

M. M. Glatt 


John Crammer 


EDITOR 


Edward Hare 


ASSOCIATE EDITORS 


Alexander Walk Martin Roth 


ASSISTANT EDITORS 


Richard Mayou Michael Pritchard 


BOARD OF ASSESSORS 


David Goldberg 
P. J. Graham 
K. L. Granville-Grossman 
Steven Greer 
R. N. Herrington 
John Hinton 
J. Hoenig 
R. P. Hullin 
*J. С. Ingham 
I. M. Ingram 
C. R, B. Joyce 
Jacob Kahn 
D. W. К. Kay 
Desmond Kelly 
R. E. Kendell 
Malcolm Lader 
J. P. Lei 
Raymond Levy 
D. W. Liddell 
C. McCance 
W. О. McCormick 
John McFie 
D. H. Malan 
B. M. Mandelbrote 
Isaac Marks 
Vincent Marks 
V. Meyer 
Stuart L. Morrison 


* Also members of Journal Committee 


Publishers : 


HEADLEY BROTHERS LTD, Ashford, Kent 


QT. A. Kerr 


Alan Norton 

N. O'Connor 

lan Oswald 

J-P. №. Phillips 
Malcolm Piercy 
Malcolm Pines 

F. Post 

John Price 

Barry Richards 
Richard Rodnight 
Anthony Ryle 
Kurt Schapira 
Peter H. Schurr 
J. Shields 

Patrick Slater 
Andrew С, Smith 
J. К. Smythies 
R. P, Snaith 

E. Stengel 

J. Stern 

F. Kráupl Taylor 
Gavin Tennent 
Peter H. Venables 
A. Wakeling 
Henry Walton 
*D. J. West 

J. P. R. Young 


daos 


Lo 


Vl BRITISH JOURNAL OF PSYCHIATRY, JUNE 1607 





He is a phobic patient living ilone with 
his fear and anxiety. Nardil, a proyen 
MAO inhibitor, will help bring hira back 
to the mainland of society 

The evidence of Nardil's eflectivenes 
in phobic states is increasing with usage 
One patient, 26 years of age, had 
suffered from phobic anxiety for over 
ten years; a number of treatments had 
failed to alleviate his condition 
*Phenelzine was started in doses of 

15 mg. t.d.s., and within two weeks 


У 


there has been а complete change in h 
behay iocur. He looked relaxed, did not 
complain, talked freely and was able to 
go to the town, which he had not been 
able to do for over twelve months" 

In 1970, the Practitioner published its 
first major review of psychotropic drugs 


for three vears ; Nardil was selected as the 


8 most valuable drug for combination 
t IS therapy in the treatment of phobic states. 
“And patients with atypical depression, 
ө 


particularly those in whom phobic 
anxiety symptoms are prominent, 
man IS an will respond dramatically and almost 
specifically to the combination 
© | i d ofan MAO inhibitor, such as phenelzii 


with chlordiazepoxide or diazepam”? 
Nardil is supplied as tablets 
containing 15 mg. phenelzine as the 
dihydrogen sulphate. 

т Brit. J. Psychiat., 117, 237, 197 


2 Practit., 205, 307, 1970. 


NARDIL 


l'ull information available on request. 
William К. Warner & Co. Ltd., 
Eastleigh, Hants. 


Telephone Eastleigh 3131 = 
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By SIR MARTIN ROTH 


This is not the time for an appraisal of 
Eliot Slater’s achievements or of his place in 
the history of British psychiatry. He continues to 
make it plain that there is more to come. His 
recent Mapother Lectures broke new ground in 
the exploration of the philosophical foundations 
of knowledge in psychiatry. He has written in a 
thoughtful and provocative vein on the ethical 
and psychological aspects of dying and eutha- 
nasia. In February he delivered the Geoffrey 
Vickers Lecture on the social implications of 
biological differences. A long-standing interest 
in pathography has recently led him into the 
field of Shakespearian studies. The painstaking 
scholarship and breadth of his first major paper 

‚ оп this subject were not matters for surprise; 
but those whose only knowledge of him was 
from a distance may have found the sensibility 
and compassion of his reading of the sonnets 
unexpected. In the manner in which he har- 
nessed psychodynamics to his purpose to trace 
the ebb and flow of the emotions of William of 
Stratford he made it clear that there were more 
layers of the onion remaining to be peeled. 

Here I am mainly concerned to pay tribute to 
Eliot Slater’s work as Editor of the British Journal 
af Psychiatry, which he transformed within a 
decade into a leading international journal of 
psychiatric clinical science. 

The personal and intellectual qualities that 
make a great editor are rare, but there is 
nothing mysterious about them. He must, in 
the first place, be generously receptive to the 
ideas of others. This is particularly true of 
relatively young disciplines whose practitioners 
and investigators are specially prone to conduct 
their thinking within limits set by a con- 
ventional paradigm of what constitutes know- 
ledge and wisdom. In the early stages several 
paradigms frequently command allegiance. 
Conflict and feuds abound; protagonists use 
ingolerance of the standpoints of othefs to 
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buttress confidence in their own. Another 
complication in the setting of uncertainty is 
that *Every Fool that's Кошан thinks him- 
self inspired’. 

Perhaps so. But despite the fact that Dr. 
Slater is by nature and outlook an empiricist, he 
has never delivered judgements from such lofty 
pedestals. And he has fortunately exhibited little 
susceptibility to that malady that leads most of 
us to reject ideas that cannot be accommodated 
within the compass of our hidden assumptions. 
Presented with an idea that is novel or fresh he 
responds with an unmistakable eagerness. If it 
has wide implications or is attractive in other 
ways he would like it to be true. In an editor 
who knows the place of rigour and scepticism, it 
is a bias in the right direction. The most frequent 
nightmare of those who sit in judgement on the 
work of others is, or should be, that they will 
repeat the follies and crimes of erstwhile pedants 
and pedagogues who rejected the work of a 
Pasteur, a Galois or a Cantor. Admittedly this 
particular hazard cannot be reckoned very high 
as far as psychiatry is concerned at the present 
time. But it is only by valuing and nurturing 
contributions of.a modest and diminutive kind 
that the ground can be prepared for the 
advances of wider scope, the saltatory leaps that 
change the whole outlook. .. 

The work of an editor responsible for a 
monthly journal is arduous and tinie-consuming. 
If he continues to be active scientifically he has 
to be the sort of man who is prepared to put his 
editorial duties before his own work in his order 
of priorities. This capacity for taking pains with 
the work of others has throughout been conspic- 
uous in Eliot Slater's way of life in psychiatry. 
It was our singular good fortune to have had in 
the editorial chair a man unusually gifted with 
the ability to put himself in the shoes of other 
workers, to get the feel of their problems, and 
to view them from the inside as well as the 


622 


outside. There must be many young registrars 
who have written to enquire about some 
problem and been rewarded with a prompt 
reply taking up the points raised, offering 
constructive comment: on the problem in 
general and with advice, often in some detail, 
about methods of attack. And always the same 
interest, tact and courtesy, whether it be to 
a novice or to the venerable occupant of a 
famous Chair of Psychiatry. Or the same polite 
‘no’ for reasons that, despite an unflinching 
candour, were rarely ‘wounding. 

This has nothing to do,with editorial circum- 
spection or prudence. The evaluation of findings 
and opinions entirely on the scientific merits of 
the case and imperviousness to dogma and 
authority are characteristic of the man. Through 
his attitude of ‘nullius addictus jurare in verba 
magistri’, Eliot Slater has made a contribution 
of lasting value to psychiatry. 

I have so far laid emphasis on Eliot Slater’s 
tolerance and his respect for ideas. This is as it 
should be. Quantification and methodology 
have contributed something of inestimable value 
in helping modern psychiatry to clear its Augean 
stables. But they are means rather than ends in 
themselves. Slater is incisive in thought and his 
natural flair for figures and firm grasp of 
methodology made him a trenchant critic of 
shoddy work and nebulous reasoning. But, as is 
the case with many of those who really under- 
stand statistical methods, he used his expertise 
with a light and kindly hand. 

As something of a pioneer in the application 
of statistical methods in clinical research, Eliot 
Slater could, had he been another sort of man, 
have influenced British psychiatry in a different 
way. The introduction of modern statistical 
techniques led in certain schools of behavioural 
science to the spread of a malady named by 
Sorokin as *quantophrenia'. This chronic dis- 
order leads the sufferer to an obsessive preoccu- 
pation with problems, mainly of a trivial nature, 
which are investigated by methods of dubious 
validity. The results are analysed by elaborate 
statistical techniques and recorded in grandiose 
and tenebrous language. Eliot Slater always 
retained profound respect for careful and 
discerning clinical observation as the central 
skill of the psychiatrist. And his own work 
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displays the merits of using the smallest hammer 
needed to crack the nut. 

Relatively few people within our College will 
be familiar with the kind of communication 
that has been emerging these past ten years 
from Chandos House and the educational 
influence it has had. An attitude of mutual trust 
soon developed between Editor and referees. 
But they were frequently to be surprised at the 
final form in which the occasional stodgy fare 
they had served up in the shape of an opinion on 
a paper was finally conveyed to the author in 
question. À few quotations from editorial letters 
must suffice to exemplify the quality and the 
style. Here is one extract from an editorial com- 
mentary nearly four pages long: 


'I hope you will not take me amiss if I liken 
your work to a magnificent ruin; one could not 
stand on it without risk of breaking an ankle. But 
it was a splendid enterprise, and has many lessons 
for clinicians, psychologists and geneticists. Its 
weaknesses are nearly all due to the difficulties of 
the terrain on which you were building. Let us 
now come to practicalities. The work clearly 
must be published; but I should like you to’ 
reconsider .. ..° 


And another example: 


‘The last paragraph on page 9 of your original 
manuscript, relating to the regression analysis, is 
not comprehensible as it stands. The results of the 
analysis appear to be embodied in Table 8 and the 
only thing not clearly stated there is the last 
column “Estimated coefficient” which I suppose 
is more or less a loading factor which went into the 
multiple correlation coefficient. The exact means 
by which the figures in this column were calculated 
do not need to be explicitly stated, and you could 
refer the reader to X.Y., 1970. However, you do 
need to say just what this last column signifies. 
Furthermore, in this paragraph you refer to a 
Table 10 which does not exist, and I would 
suppose that what is meant is Table 8. Perhaps 
you could let me have a very short statement, 
the equivalent of the paragraph I mention, which 
could be entered in the new manuscript at the 
bottom of page 112° 


One final quotation must suffice: 


‘May I recommend to you very strongly the 
great desirability of writing scientific communica- 
tiohs in the simplest and most straightforwgrd 
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Editor-in-Chief, The British Journal of Psychiatry 1961-10 


SIR MARTIN ROTH 


English possible. Such polysyllabic words as 
“categorization” should be avoided unless for some 
reason they are absolutely essential. I wonder 
whether you would like to go through your paper 
carefully just from this point of view, with your 
kind assessor’s comments at your side, and see 
whether you cannot write something in a more 
*told to the children" style, which, at the same 
time, conveys all that you really want to say?’ 


Professorships were offered to him, but he was 
always clear where his path lay, and decided 
that his work was elsewhere. The choice has 
probably been greatly to psychiatry's benefit. 
We have been fortunate indeed that a man of 
intellectual distinction was prepared to devote 


- ten years of his life, in which his own creative 
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talents were so unmistakably in evidence, to the 
editorship of our Journal. 

In his recent Geoffrey Vickers Lecture, 
Slater was lamenting the poverty of creative 
contribution made by the general run of gifted 
men to the human heritage. As the investiga- 
tions of Terman showed, people of very high 
I.Q. usually.had mediocre careers. ‘What we 
want from them . . .’ said Slater, ‘is an entry on 
the credit side of the ledger, something that two 
generations later will be recognizable as a 
benefaction to mankind. But, the blandish- 
ments of worldly success notwithstanding, 
entries are sometimes made, and in this casc 
some of them appear in the ledgers of our 
discipline and of our College. 


Brit. J. Psychiat. (1973), 122, 625-36 


The Psychiatrist In Search of a Science 


II. Developments in the Logic and the Sociology of Science 


By ELIOT SLATER 


Karu POPPER AND THE LOGIC or $СТЕМОЕ 

If, at this distance in time, neither Mapother’s 
nominalism nor Golla’s vitalism-holism* are at 
all satisfying, this is because so much has 
happened to the philosophy of science in the 
interval. The writings of Sir Karl Popper have 
had a revolutionary influence; and the important 
work he has done over thirty years or so is 
readily available in The Logic of Scientific 
Discovery (LSD, 1968) 
Refutations (CR, 1969). Popper starts from the 
position that no logical basis for the accumula- 
tion of knowledge can be laid on inductive 
processes (and he also maintains that this is not 
the way the mind of the scientist works). From 
observing crows, and seeing that one after 
another they are all black, one cannot conclude 
that all crows are black.t In general terms, it is 
* See the first paper in this series, “Early Thinkers at 

the Maudsley’, Brit 7. Psychiat., (1972) 121 591-8. 
t Bertrand Russell takes it to a paradoxical extreme: 
*. . . the rejection of induction makes all expectation as 
to the future irrational, even the expectation that we shall 
continue to feel expectations. I do not mean merely that 
our expectations may be mistaken; that in any case must 
be admitted. I mean that, taking even our firmest expecta- 
tions, such as that the sun will rise tomorrow, there is not 
a shadow of reason for supposing them more likely to 
be verified than not.’ (History of Western Philosophy, 1946, 
р. 693). This is, of course, an absurdity, to which one 
might reply by saying, ‘Very well. I take it that, if you 
were a betting man, you would be willing to wager £10 
at even odds that the sun will not rise tomorrow?’ Russell 
has misused the words ‘irrational’ and ‘shadow of reason’, 
There are abundant rational grounds for betting that the 
sun will rise tomorrow, but these are not logically com- 
pelling. Russell's illustration shows the difference between 
logic and rationality. A. J. Ayer (Probability and Evidence, 
London (Macmillan), 1972) concedes the point that, 
certain knowledge may be impossible in the realm of fact 
but asserts that there can still be highly probable know- 
ledge, and this kind of knowledge can be made logically 
respectable if not demonstrable. We do have justification 
for our factual inferences, and we can show our procedures 
to be rational. We have to gamBle. He says that where he 
differs from Hume is in not secing this as a reason for 
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not possible to proceed logically from single 
existential (‘there are . . .") statements to 
universal statements; and an epistemological 
process that based itself on induction would be 
rocky at its very foundations. How is it then 
that science progresses, making mistakes from 
time to time, but recovering from them, 
providing for itself a firmer foundation for 
further work, anchoring it more deeply and 
extending it more widely? This could only be if 
the basic logical processes were not, in fact, 
inductive, as the nineteenth century scientist 
supposed. The search for an acceptable basic 
principle came down to finding a criterion of 
demarcation which would distinguish the em- 
pirical sciences from other branches of learning. 
Popper found it in the principle of refutability. 

Though existential statements cannot be used 
as a basis for asserting universal statements, they 
can be used to refute them. The universal 
statement ‘all crows are black’ is refuted by 
breeding a white crow from a pair of black 
parents. The way science advances, Popper says, 
is by making a universal statement, which 
without logical foundation is, by itself, in the 
nature of a guess or conjecture. It will then be 
refutable by some existential statement; indeed, 
it will imply the prohibition of a class of existen- 
tial statements. A theory, or hypothesis, which 
is in the nature of a universal statement, will be 
the better the wider the range of existential 
statements which it prohibits. The next step will 
be to try to produce one of the forbidden 
phenomena, and if possible one that goes to the 
very heart of the universal statement that is the 
scientific theory. If an experiment can be con- 
ducted in which the forbidden phenomenon is 
shown to occur, then the theory is overthrown; 
if the phenomenon does not occur, then the 
theory is to that extent confirmed. But it is not 
proved; the theory will have other implications 
than the one tested, and a later test may still 
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refute it. Our acceptance of scientific theories, 
then, is always provisional. This formulation 
emphasizes the way in which scientific theories, 
by suggesting ways in which they may be 
tested, provoke experimentation and therewith 
the growth of knowledge. 

A number of important consequences follow 
on the adoption of the criterion of refutability. 
The first is that there is an element of un- 
certainty even about refutation. There can 
always be a mistake made in the conduct of a 
critical experiment, so that the refutation of a 
theory cannot rely on a single experiment 
alone. Refutation experiments or observations 
must be repeatable. Popper writes (LSD): ‘If 
accepted basic statements contradict a theory, 
then we take them as providing sufficient 
grounds for its falsification only if they consti- 
tute a falsifying hypothesis at the same time’. 
The scientist cannot be without his instruments, 
Even if a theory is beginning to break down, 
one has to go on using it for suggesting further 
work to do, until an alternative theory can be 
offered as an instrument in its place. Just as there 
is nothing quite clear-cut about a refutation, 
so there is a theoretical element in every 
observation. For instance, the statement ‘this 
object is made of glass’ clearly contains within 
it a load of physical and chemical theory about 
glass and glass-making. With reference to 
clinical medicine, Popper writes (CR): 

‘Clinical observations, like all other observations, 

are interpretations in the light of theories* and for this 
reason alone they are apt to seem to support those 
theories in the light of which they were interpreted. 
But real support can be obtained only from observa- 
tions undertaken as tests, by attempted refutations; 
and for this purpose criteria of refutation have to be 
laid down beforehand.’ 
It has been said that after a theoretical exposi- 
tion one should always ask, ‘But, sir, what 
experiment could disprove your hypothesis?’, 
and, after every account of an experiment, ‘But, 
sir, what hypothesis does your experiment 
disprove ?? 

Tt also follows from the criterion of refutability 
that no theory is useful, or capable of carrying 
information about the empirical world, unless 
it has implications which are capable of clashing 


* Ttalics in original, here and in other direct quotations. 
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with experience; or, more precisely, unless those 
implications can be systematically tested. Trivial 
theories are those that have trivial implications; 
great theories have wide-ranging implications 
which can be tested in a number of fields, and, 
perhaps, have to be tested over a very wide 
range to be tested at all. One might say that 
this was the case with such a great theory as the 
theory of Evolution. 

We must also take note that the content of a 
theory has an inverse relationship with its 
probability in the Keynesian sense, with its 
plausibility. The less the theory implies, the 
more probable it is, and the more useless for 
heuristic purposes. We can illustrate this from 
our teaching of psychiatry. We teach our 
students that mental disorders are the complex 
products of interaction involving environmental 
stimuli and stresses with the complex psycho- 
biological entity of the individual personality, 
having a constitution derived from genetical 
make-up, early life experiences, strains resulting 
from previous environmental pressures, etc. 
This is the ‘theory’ that Per Dalen has mocked . 
with the comment that it is like saying that bad 
weather is due to the complex interaction of 
geogenic, heliogenic and selenogenic factors. It 
is only by breaking such an extremely plausible, 
‘satisfying’ and almost self-evident (but quite 
unrefutable) theory into its constituent parts 
that we are able to get hypotheses with which 
we can work scientifically. 

Suppose we break off part of the genetical bit, 
and say, ‘there is a genetical component in the 
aetiology of schizophrenia’. This is an existential 
statement, and accordingly irrefutable as it 
stands. It must be translated into a universal 
statement which can be refuted by existential 
statements, i.e. by empirical observations. The 
universal statement is something like ‘all schizo- 
phrenic illnesses occur indifferently of the 
genetical background, i.e. without evidence of 
correlation with genetical factors’. This state- 
ment is refuted by a range of observational data, 
e.g. by showing that the monozygotic twin of a 
schizophrenic is at greater risk than the same- 
sexed dizygotic twin, and so forth. One can then 
advance to a new pniversal statement, which 
might run, ‘there is a genetical contribution in 
all cases of schizophrenia’, or, for practical 
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purposes, ‘it will prove impossible to collect a 
systematic series of schizophrenics, in which 
evidence of genetical predisposition if looked for 
will not be found’. This statement is again 
refuted, since in the case of the schizophrenic 
psychoses manifested by patients with temporal- 
lobe epilepsies a genetical investigation yielded 
a negative result. The dialectical process of 
assertion and refutation leads to one forward 
step after another, leading in fact to a systematic 
advance, every falsification opening the vistas 
of new problems. 

One of the first requisites of a scientific 
theory is that it should be consistent, consistent 
that is to say both with the theoretical structure 
of science on which it abuts, and also, most 
necessarily of all, internally consistent. A self- 
contradictory system is uninformative, since 
from it we can draw any conclusion we like. 
It can be shown by a purely logical argument 
(and Popper has done this) that a self-contra- 
dictory theory can embrace all statements, with 
none being found incompatible. An internal 
contradictoriness is particularly likely to appear 
when a theory involves forces working in oppo- 
site directions. There is no human behaviour of 
any kind which cannot be interpreted in the 
light of interaction, say, between God and Devil, 
or Life Instinct and Death Instinct. 

There are other important virtues to which a 
good scientific theory can aspire, such as 
universality, precision, simplicity and parsi- 
mony. With all this we must bear in mind what is 
the nature of a scientific hypothesis, that is a 
guess, a leap in the dark, the bolder the better, 
risking total destruction. At the back of these 
guesses we see the non-scientific forces that go 
to the inspiration and moulding of scientific 
work: unconscious drives, fantasy, imagination, 
dereistic thinking. 

Popper denies that the central aim of science 
is the accumulation of knowledge.* Instead, it is 
rather to proceed from problems to problems, 
going always to ones that lie deeper. The accu- 


* One must protest even more strongly against the 
view that it is the aim of science, or any acceptable aim 
for the human spirit, to ‘control nature’. It is the mis- 
conceived attempts to control rfature rather than under- 
stand her and live with her that have led to the present 

. qitical disharmony between man and his envirorfment. 
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mulation of knowledge is a by-product; and in 
this knowledge there is no final certainty. ‘Every 
scientific statement must remain tentative for 
ever’ (LSD). It is only in a wrong view of 
science that one can find the craving to be right. 
Popper writes (LSD, 281): 

‹ .. for it is not his possession of knowledge, of 
irrefutable truth, that makes the man of science, but 
his persistent and recklessly critical quest for truth . . . 
Science never pursues the illusory aim of making its 
answers final, or even probable. Its advance is, rather, 
towards an infinite yet attainable aim: that of ever 
discovering new, deeper, and more general problems, 
and of subjecting our ever tentative answers to ever 
renewed and ever more rigorous tests.’ 


Although Popper is concerned with the 
empirical sciences, the generalizations he makes 
are not themselves scientific. Thus, his criterion 
of demarcation is in the nature of a proposal for 
an agreement or convention (LSD, 37), a 
proposition about logic not based on logic but to 
be justified by its results. Again, he does not 
maintain that the concept of causality, on which 
science in effect relies, is anything other than 
metaphysical. But it can be re-worded as a 
methodological rule which supplies the same 
driving force (LSD, 61): ‘that we are not to 
abandon the search for universal laws and for a 
coherent theoretical system, nor ever give up our 
attempts to explain causally any kind of event 
we can describe’. In the same way, his statement, 
quoted above, about the way science progresses, 
is a metaphysical one, irrefutable, non-scientific; 
the logic of scientific discovery is not itself a 
part of science. What Popper gives us here is a 
strategy of advance. It is open to the critic to 
reject it, if he can persuade himself that he has 
something better to offer in its place. 

Nevertheless, the plan is so rationally 
grounded in a basic realism, while it aspires so 
loftily towards truth, that it makes an immense 
appeal to working scientists. These are the men 
who accept the view that there is an adamantine 
reality outside our minds and independent of 
them, which we may aim to understand, and 
which may provide us with an unmistakable ‘no’ 
when our aim shoots wide; who believe there is a 
truth which we can aspire to by way of ever 
increasing verisimilitude; that while there is no 
logical basis for a belief in causality, it provides 
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us with the motive to search for natural laws; 
that there cannot be an empirical statement 
with methodological consequences which would 
make us abandon that search. 


In DEFENŒE oF INDUCTIVISM 


To the working scientist, the picture that 
Popper presents looks rather idealized. It is 
descriptive more of the progress of science than 
of the performance of the scientist. The man 
who has the big idea is likely to fight for it, and 
to seek confirmation rather than refutation. 
The innovator will be happy if he can show that 
his hypothesis explains a range of facts, especially 
if some of them are as yet inadequately accoun- 
ted for. By his achievements in this direction, he 
shows that his hypothesis has the form and the 
content to make it interesting. So he is very 
willing to leave the task of refutation to others, 
wishing them but ill success. The force of 
Popper’s analysis lies in the fact that other 
scientists always do get around in the end to 
attempting refutations, with the result that some 
things stand and others fall. Not only the noble 
spirit of the search for truth, but also the less 
beautiful but still human impulses of ambition, 
envy, and the rest, are channelled willy-nilly 
into an additive self-correcting process. 

Some scientists have also found themselves 
dissatisfied by Popper’s devaluation of inducti- 
vism to a point where it is hardly allowed any 
part in scientific discovery. Neither science nor 
a scientific guess spring from a void; and faced 
by an uncomprehended world, the human 
mind, in the path of comprehension, begins by 
looking at the facts it is able to collect. The first 
step towards astronomy was the making of star 
maps and inventories; and the history of spectro- 
scopy 1870—1900 was one of mapping, in which 
the spectra of the elements were described with 
ever increasing precision (Pearce Williams, 
1970): “There is precious little “refutation” 
gong on here, yet it would be hard to deny 

ngstróm the title of scientist.’ 

Another case in point is the theory of Evolu- 
tion. Darwin relied on inductive reasoning to 
support his arguments. He showed that evidence 
for the processes he hypothesized could be found 
in such a range of biological systems that one 
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might think they involved all life and extended 
over all time. By formulating the hypothetical 
processes of environmental and sexual selection, 
he gave evolution an intelligible machinery. In 
the end the theory of Evolution came te stand 
as an immense unifying conception, no longer 
refutable as a single whole by any limited series 
of observations, but still a good scientific theory 
in the sense that it was richly productive 
heuristically. Such large-scale and complex 
theories, of which Freudian psychoanalysis is a 
psychiatric example, cannot fall victim to 
refutation by any single experiment; they have 
to bleed to death from many wounds, if die 
they must. 

The historical and conceptual background to 
the Darwinian revolution has been described 
by Ernst Mayr (1972), most instructively for 
our present purpose. The age of evolutionism 
began even before Buffon, and there was an 
ever increasing ground swell of evolutionary 
ideas from the beginning of the eighteenth 
century. A great deal of evidence had been 
accumulated by 1830; but professional geologists . 
and biologists remained blind to manifestations 
of evolution staring them in the face. Creation- 
ism dominated the thinking of the leading 
biologists; and if beliefin a single Act of Creation 
had to yield to evidence from the fossil record, 
then repeated Creations must be postulated, up 
to fifty or eighty or more. Refutation, in a 
Popperian sense, was blocked by faith in a 
Creator God and in His wisdom and constant 
attention. 

In the way of advance to a truer understand- 
ing stood roadblocks, built on a firm theological 
foundation and cemented by the prevailing 
philosophy. This was one of an essentialism 
deriving from Plato. The world was modelled 
on fixed types and unchanging essences. It was 
felt that if deprived of their immutability species 
would have no reality. As change was unimagin- 
able, and as species had come and gone, they 
must have been repeatedly exterminated and 
repeatedly replaced. Essentialism and crea- 
tionism, fitting one another like tenon and 
mortise, gave a reinforced solidity to dogma. A 
great time span was,required for its erosion and 
for the acceptance, not only of a new theory, 
but of a new conceptual world. Е 
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Whole groups of new ideas had to make their 
way against these resistances: recognition of the 
great age of the earth; abandonment of catas- 
trophism and creationism, but abandonment 
also of the alternative of a steady state; the 
replacement of essentialism and nominalism by 
population thinking. There had to be a change 
from one Weltanschauung to another, with far- 
reaching shifts of emphasis, perspective and 
significance in religion, philosophy and human- 
ism. Some of the most important of these changes 
are still in process of birth. We still have to be 
weaned from the comforting belief in an auto- 
matic upward evolution; and we are constantly 
forgetting that change and development may 
proceed not only upwards, but in any direction 
whatever, including downwards, or regressively, 
or along a blind alley. In human societies, it is 
usually held, all change or any change is, ulti- 
mately, for the good. We still have very far to go 
to abandon anthropocentrism. The unifying of 
man with the evolutionary stream was an idea 
of extreme distastefulness to the Victorians. Even 
‚ now, to regard man, not as the Lord of nature, 
but as part of Nature, is an idea almost confined 
to biologists, and to all others anathema. 

Mayr maintains that the course of this cen- 
turies-long debate does not fit well with either 
Popperian or Kuhnian models. Those who 
wished to replace the direct intervention of the 
Deity by the operation of natural laws (e.g. 
Chambers in 1844) were faced by demands for 
conclusive proof. Manifestly no such proof was 
possible; there can be no disproof of Divine 
intervention. As Mayr points out, much of 
science consists merely in showing that one 
interpretation is more ‘probable’ than another, 
or is consistent with more facts. Those taking 
part in the debate attempted to ‘falsify’ the 
statements of their opponents, but were often 
quite uncertain what argument or what kind of 
evidence constituted a falsification. There was a 
blind spot for the possibility that there might be 
more than two opposed alternatives, such as 
physical laws vs. plan of creation. It was said that 
the abundant regularities in nature demonstrate 
the plan of a Divine Intelligence, since they 
could not be the result of blind physical forces. 
The pre-Darwinian biologists could not see 
that these arguments were irrelevant to a быга 


629 


hypothesis: descent with modification. Those 
significant regularities could be gradually 
evolved by natural processes such as are daily 
to be observed. None of them imagined that both 
processes, extinction and speciation, were going 
on simultaneously, and the turnover of the fauna 
was the result of a balance. Two alternatives 
may appear to conflict and yet both be true. 


Tuomas KUHN AND THE SOCIAL PsycHOLOGY 
ОЕ SCIENCE 


Mayr’s instructive example shows us that 
science does not have to advance; it may remain 
bogged down for generation after generation. 
The Popperian dialectic of conjecture and refu- 
tation can happily go on, getting nowhere at all, 
if men blinded by their preconceptions are 
aiming their conjectures at a target that exists 
only in their imagination. Then the questions 
that are asked are irrelevant to the crucial 
problems, and the answers reccived are unin 
formative or misleading. The psychiatrist can 
think of other fields than pre-Darwinian biology 
where devoted research goes on for decades, and 
the stream of ideas circulates in an eddy, turning 
over and over, always renewing itself and never 
leaving its origins behind. We have to bear in 
mind, in fact, that science is conducted by 
scientists. 

It is with the behaviour of scientists that 
Thomas Kuhn (1970) has concerned himself; 
and he gives us a very different picture from 
Popper’s, based not on philosophy and logic 
but on a historiographic investigation of the 
development of science. While Popper started 
with a search for a criterion to distinguish 
science from other branches of learning, Kuhn 
begins with a consideration of its basic tools. 
He sees these as paradigms, that is universally 
recognized scientific achievements that for a 
time serve a community of scientists with model 
problems and model solutions. Kuhn emphasizes 
the importance of textbooks, from which the 
beginner learns an idealized version of these 
models, and so finds his place in an ongoing 
tradition. The paradigm is used like a map, and 
tells one about what is known of the country 
traversed so far, where one stands now, where 
one can go to next, and how to go about the 
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process of map-making. By virtue of his 
paradigm, the scientist knows what a datum is, 
by what instruments it may be retrieved, by 
what concepts it may be interpreted. 

There is, of course, a stage before there is any 
consensus at all, before a paradigm can be 
constructed. Perhaps psychiatry is not yet 
entirely out of the pre-paradigmatic stage. At 
such a time there are scientists but not yet a 
science. Fact-gathering then is a much more 
random process than it becomes when the 
paradigm is available. One works on the data 
that lie ready to hand, and some of the material 
is too complex to be at all suitable. As Popper 
says, all facts have a theoretical aspect; and in 
the pre-paradigmatic stage the information 
gained may be uninterpretable, because theory 
is still in its infancy. At this stage, then, there are 
many competing schools, and evidence of 
progress, except within schools, is hard to find. 
The same range of phenomena, though perhaps 
not the same particular phenomena, are seen, 
from these different points of view, in a very 
different way. The differences between schools 
may be resolved by their gradual convergence, 
by one of the competitors losing its dynamism, or 
sometimes quite abruptly, as when biometrical 
genetics and Mendelism were suddenly seen to 
be complementary instead of being rivals. 

The paradigm is always faulty; it never does 
account for all the phenomena to which it can 
be applied. But once it is there the productive 
work of normal science can go on. Problems are 
selected which are amenable to treatment with 
the means available. The means, conceptual 
and instrumental, are further developed and 
refined. The scientist knows what he wants to 
do and how to go about it. Progress is steady, 
and seems assured; there are no conflicts. With 
a wide acceptance of views held in common, the 
body of scientists becomes a community, talking 
to one another, rather isolated from the rest of 
the world. The isolation of the scientist is to a 
considerable extent a consequence of his 
education, which, unlike’ the education of the 
student in the arts and humanities, is not at all 
concerned with the work of the great men who 
have gone before him, but is based upon text- 
books. The community of like-minded and 
limited men then becomes one great team, in 
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which the individual tends to merge, perhaps the 
most efficient organization one could devise for 
the solving of puzzles. 

Paradigms are faulty, and they are nat corri- 
gible. Now, it is in the nature of scientific work 
to push the paradigm as far as it will go, to 
extend its application to the point where it no 
longer provides an adequate fit for the hard and 
knobby face of reality. We then enter a crisis 
situation, in which ordinary science has to give 
way to extra-ordinary science. Before the crisis 
is reached, things have probably been going 
slightly wrong for some time. The basic credo 
of the scientist, that science knows what the 
world is like, necessarily inspires defensive 
reactions. ‘Normal science’, says Kuhn, ‘often 
suppresses fundamental novelties because they 
are necessarily subversive of its basic commit- 
ments.’ But eventually the novelties can be 
suppressed no longer. There comes a time when 
an apparently normal problem, one that ought 
to be solved by the known rules, resists the attack 
of the ablest members of the groups within whose 
competence it lies. Everything is in a partial. 
but uneasy disarray. Ad hoc adjustments to the 
paradigm are made, to the satisfaction of few. 
New ways are tried. Recourse is had to philo- 
sophy and reconsideration of fundamentals. 
Then there comes the discontinuity, the break in 
normal research, and eventually the building of 
a new paradigm. 

This is a painful process, that goes through 
with difficulty and against resistance. The older 
and now inadequate paradigm is never aban- 
doned, whatever its faults, until there is a new 
one there ready for adoption. This needs must 
be, since there is no such thing as research 
without a paradigm. The invention of the new 
paradigm is always the work of men either very 
young or very ‘new to the field. With habits of 
thought not so rigidly fixed, capable of standing 
a greater emotional strain, they are able to 
descend deeper into the disarticulation of the 
existing gestalt, permitting the momentary 
confusion of figure and ground, and, in a 
moment of insight, seeing, all at once, the new 
gestalt. 

The transfer of allegiance from one paradigm 
to another is a conversion experience that cannot 
be forced. It may be beyond the powers of the 
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older men; and, indeed, they are right to resist 
the change since the battle of the paradigms 
must be won and lost on their merits. Perhaps 
the lapse of a generation may be needed for the 
process {о complete itself. Max Planck, in his 
autobiography, made the classic comment: ‘A 
new scientific truth does not triumph by 
convincing its opponents and making them see 
the light, but rather because its opponents 
eventually die, and a new generation grows up 
that is familiar with it.’ 

With two paradigms in the field, we have the 
stage set for the conduct of critical experiments. 
This is something that has recently occurred, 
quite suddenly, in the field of psychiatric 
genetics. That the risk of schizophrenia is 
greater for the sib or the child of a schizophrenic 
than for a member of the general population is 
something that can be explained either genetic- 
ally or by postulating common factors in the 
early environments. The genetical paradigm 
has been taken more or less for granted in 
European psychiatry; but when American 
.psychiatrists became aware of it, it seemed to 
them a heretical newcomer. It was therefore in 
America that it started to inspire doubts and 
questionings, and at last radical attempts to 
settle the question whether family resemblances 
in morbidity risks were to be accounted for ona 
genetical or an environmental basis. We have 
now had three critical experiments: the investi- 
gation of the monozygotic co-twins of schizo- 
phrenic probands; the follow-up of those 
children of schizophrenics who have been 
adopted and brought up in the homes of 
normal foster-parents; and the comparison of 
the liabilities to schizophrenia of the biological 
and foster-parents (and their relatives) of 
adoptees who have eventually become schizo- 
phrenic. Nature's answer to the question 
put to her in these three experiments, 
ie. can the genetical contribution to the 
aetiology of schizophrenia be dismissed ?, is the 
same in each case, an unambiguous ‘no’.* 

There are, of course, many teachers (and 
even a few workers) to whom the clearest of the 


* The twin experiment also puts the corresponding 
question about the environmental cdhtribution to aetiology, 
again with a negative answer; the other two experiments 
are © pon-contributory i in this sense. 
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replies that Nature can give is, simply, un- 
acceptable. For their conversion to a more 
realistic point of view we may have to wait, as 
Planck's principle informs us, for the kindly 
offices of death. But critical experiments cannot 
be dispensed with; without them, argument 
alone is insufficient. The supporters of the two 
paradigms back their fancy by applying them 
each in its own defence. The circularity is 
unavoidable. The two sides talk through one 
another, and for most of the time are at cross 
purposes. The early versions of the new para- 
digm are inevitably crude; no other paradigm 
solves all the problems it defines; cach side 
can see many of the weaknesses of the other, 
and rather less of their own. One of the qualities 
that may help the new paradigm is an aesthetic 
advantage, an aspect of simplicity and elegance. 
Bit by bit more scientists are seduced into trying 
it out; the paradigm is strengthened, stream- 
lined, extended, explored further and further. 
In the end, if it is destined to survive, it will 
explain all that the old paradigm explained, and 
more. With good fortune, it will make contact 
with a neighbouring part of the field and show 
its potentialities for unification. Then, at last, 
it becomes standard and part of the establish- 
ment. The old textbooks that have had their 
day are thrown out, and the new ones are 
written to go onto the students’ shelves. 

Kuhn presents us with a picture of the evolution 
of science which is complex, with linear develop- 
ment and the accretion of knowledge again and 
again being interrupted by a scientific revolu- 
tion. The growth of science is not so simple and 
cumulative as the textbooks make it appear, 
with their re-writing of history and their retro- 
spective falsifications. The nature of the pro- 
blems that have obsessed each successive 
generation have been widely different; and we 
have forgotten more of the problems of our 
predecessors than we have ever solved. 

Can we say then that we approach always 
nearer to an ultimate truth? Perhaps, with 
every Kuhnian revolution, we lose, if not as 
much as we gain, yet something that is an 
essential part of a greater totality. Perhaps that 
greater totality is in any case a figment of our 
imagination. ‘Does a field make progress 
because it is a science, or is it a science 


632 


because it makes progress?" Kuhn points to a 
parallel between the evolution of organisms and 
the evolution of scientific ideas. Darwin abolished 
teleology, beloved of the theologian, from his 
Origin of Species, and’ accounted for evolution 
from the more crude and primitive to the more 
highly adapted and efficient by natural selec- 
tion, without the help of God. Similarly the 
debate between paradigms, by which one is 
abandoned and another survives, can be 
accounted for as a selection based on relative 
efficiencies, judged in the here and now. We 
cannot say that along this path lies the way to 
a transcendental goal. Compared with Popper's 
aspirant optimism, this seems a strangely dis- 
couraging conclusion to reach. 


OTHER CRITICIS AND A CONFRONTATION 


Adherents of Popperian and Kuhnian points 
of view, not all of them fully committed, met in 
a lively symposium in 1965 (ed. Lakatos and 
Musgrave, 1970). Here Kuhn developed his 
thesis and made it more precise. Asked to say 
whether his account of the way in which 
scientists work and science itself moves was to 
be regarded as descriptive or prescriptive, he 
replied that it was both. That was the way 
science was done, and the way in which it 
should be done. The normal phases in scientific 
development, in which puzzle after puzzle is 
solved by the application of a standard para- 
digm, must not be despised. These modes of 
behaviour have certain essential functions; 
lacking an alternative that would serve similar 
functions, scientists should behave essentially 
as they do. This is, of course, no very satisfying 
answer. The fact that a system works gives us 
no reason to think that another system would 
not work better. 

In Kuhn’s view, normal science (= puzzle- 
solving) cannot be validated by any absolute 
criterion, but only by ones which are in the last 
resort subjective. The values by which one can 
decide, for instance, whether a research pro- 
gramme is progressive or degenerative are those 
of the group mind, wholly, and there is nothing 
beyond. Once one has a good working theory, 
the time for steady criticism and theory prolifera- 
tion has passed. One can then work on elimi- 
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nating conflicts between different theories or . 


applications of a theory. It is not good strategy 
to be constantly picking at weaknesses in a 
theory and trying to set up alternatives. One 
should not over-react to anomalies. Of course 
there must be a critical level at which a tolerable 
amount of anomaly becomes intolerable, but 
that does not have to be the same for everyone. 
The approval of the group is what matters, and 
group unanimity is of paramount value. Groups 
try to minimize the occasions for conflict and 
to reunite quickly, even at a price (e.g. by 
excluding a formerly productive member, or by 
subdividing the specialty). 

The Popperian attack on Kuhn’s position 
seems to have been motivated in part by a 
difference in taste. Popper himself said he 
recognized Kuhn’s ‘normal’ science, and didn’t 
much like it; it was, in effect, ‘applied’ science. 
He considered that one would never learn about 
the aims of science by turning to psychology or 
sociology. Compared with physics, these two are 
riddled with fashions and uncontrolled dogmas. 
While the Logic of Discovery has little to learn 
from the Psychology of Research, the latter has 
much to learn from the former. 

However, the spear-point of the critique lay 
in the fact that Kuhn teaches us no way to 
distinguish science from non-science; puzzle 
solving as a criterion helps us not at all. The 
Kuhnian description of ‘normal’ science could be 
just as well applied to, say, astrology, or to the 
increasingly refined techniques of the pro- 
fessional criminal to attain his aims. Science is 
something quite different. One may indeed 
work successfully with a theory without testing 
it, but it is essential that it should be testable. 
Thus one may abandon a theory, without testing 
it, simply because another and more testable 
theory presents itself. Lakatos (1970) comments 
that, in Popper’s view, virtue lies not in caution 
in avoiding errors (as in ‘normal’ science), but 
in ruthlessness in eliminating them. ‘Intellectual 
honesty consists rather in specifying precisely 
the conditions under which one is willing to give 
up one’s position, Committed Marxists and 
Freudians refuse to specify such conditions: this: 
is the hallmark of their intellectual dishonesty. 
Belief may be a regrettably unavoidable bio- 
logtcal weakness to be kept under the cogtrol 
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of criticism; but commitment is for Popper an 
outright crime.’ 

The attack by Popper’s critics does not seem 
to have been made on his criterion, but rather 
on his view of the way scientists behave, the 
critics maintaining that in their human frailty 
the scientists go bumbling along without much 
regard for their logical foundations. Thus Harré 
(1970) points out that in thinking scientifically 
one does not think only in propositions, but also 
in pictures, models, diagrams. We should think 
both of Picturing and Sentencing, both of 
imagining structures and formulating proposi- 
tions. ‘Theory construction is primarily model 
building, in particular in imagining para- 
morphs—imaginary processes among real or 
imagined entities.’ He regards it as a reductio ad 
absurdum of the deductivist position that, in 
accordance with the canons of received logic, 
the only relation theory can have with fact is 
that a theory or hypothesis is falsified by the 
discovery of states implying the contradiction of 
conclusions drawn from the theory. Since 
‘infinitely many theories can imply the same 
consequences, the falsifying of one of them can 
give no guidance in the rational choice of its 
successor. 

Harré is concerned more with what scientists 
actually do and think than with the logical basis 
on which their results can achieve semi-perma- 
nence. He says plainly that his aim is to preserve 
the persistent intuitions of scientists against the 
philosophers. ‘If received logic runs counter to 
an important intuition then I take it as a prima 
facie hypothesis that received logic is inadequate 
in some way.’ Thus it is not in accordance with 
logic that statements can be ordered by the 
relative strengths of belief which scientists give 
them, from those which are easily abandoned 
to those which are treated as practically immune 
to falsification. It is a feature of scientific work 
that theory is sometimes used as a powerful 
corrective to naive acceptance of fact. 

However, Harré is with Popper and against 
Kuhn in holding to the concept of an objective 
reality or truth to which we may make an 
asymptotic approach. He lays great stress on 
‘causes’ (rather necessary counters in a scientist’s 
thinking), and rejects Hume’s view that ‘cause’ 
can be replaced by a statement that X ‘ig the 
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invariable antecedent of’ Y. Causation involves 
understanding of the mechanism by which 
cause produces effect. ‘The aim of science is to 
try to find the structures, states and inner 
constitutions from which the phenomena of 
nature flow . . . to look for the causal mechanisms 
of which the patterns and regularities of pheno- 
mena are the effects . . . to find the inner aspects 
of things of which the phenomena are the 
outward aspects.’ 

Kuhn may perhaps be allowed the last 
word here. Not only does knowledge increase, 
but ignorance also. Theory evolves, and the 
points of attachment between theory and 
nature multiply—but the interstices between 
these points of attachment get ever wider. 


Tse Sormntist AGAINST SCIENCE 


To those who harbour the vain hope that we 
may ultimately achieve total understanding of 
nature, Kuhn’s vision of our achieving only an 
ever-increasing ignorance may seem shattering. 
To everyone else it should be bracing. Whatever 
happens we are set on a journey whose challenge 
and whose interest cannot grow less. But there 
are those who would deny us even this, scientists 
who confront science with a denial of her 
integrity. 

The critics come in the main from the social 
sciences where humane considerations rank 
high and rigour of demonstration is seldom 
sought because so difficult to attain. The criti- 
cism that really goes home concerns not science 
but its practitioners, and less the scientists than 
their employers, the departments of state and 
the great corporations that find the funds and 
call the tunes. There is heavy endowment of 
enquiries designed to provide profits for the rich 
and to give more power to the powerful. Industry 
benefits while spiritual welfare starves. But even 
if what is principally at fault lies in the motiva- 
tions of power politics, scientists cannot be 
entirely acquitted. Scientific enquiry, to be 
effective, has to be conducted in an impartial 
spirit. One cannot be emotionally committed to 
getting one result rather than another. The 
scientist gets trained in emotional detachment, 
and may train himself beyond that to the point 
where he becomes dehumanized. For there are 
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scientists prepared to make a career in any field 
however antisocially orientated, for instance 
even in the further sophistication of armaments 
already powerful enough to destroy mankind. 
But these faults are human faults and not faults 
of the discipline. They do not touch the episte- 
mological status of science, which is attacked on 
other grounds. 

It is said that the scientific paper is a fraud, on 
two grounds. First, the presentation of the work- 
report in standard format, with introduction, 
discussion of previous work, materials, methods, 
results, discussion and conclusions, does not 
disclose the thought processes of the research 
and is a long way from describing how the task 
was performed. 'lhis complaint is without 
substance. A detailed account of how the 
problem was originally envisaged, what false 
starts were made, how it was re-envisaged, how 
a genuine start was eventually made, etc., is not 
germane to the interests of the readers involved 
with similar problems. They wish to be shown, 
in the shortest compass, what the territory is 
that has been cleared, and how clear it is, in 
order that they can get on with their own work. 
A scientific paper is a communication to fellow 
scientists of the information which they wish to 
know; the devious journey by which that infor- 
mation was eventually reached is strictly non- 
relevant —however interesting it may be, in the 
case of a great achievement, to a more general 
public who like to read about human foibles and 
emotional entanglements. 

The second attack on the scientific paper is 
that it is invariably subjectively biased. The 
scientist is the creature of his age and his back- 
ground, full of prejudices, led by presuppositions 
to seek ways of confirming them, providing 
accounts of what he has done which are coloured 
by emotional bias. Science itself is in hopeless 
case, since its subjectivities can never be 
eliminated—any correction will inevitably be as 
biased as what is corrected. Those who make 
this attack are very often men who are com- 
mitted to liberal-humane ideals; and their real 
target is the misuse both of scientific enquiry 
and of technological know-how in the service of 
world atrocities. However, the attack is mis- 
guided in its aim, and leaves its target un- 
touched. It does not matter for the progress of 
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science that scientific enquiry is made by - 
human beings who have the defects, not only of 
those biases of which mention is made, but 
of countless other frailties. The discipline of 
science is such that errors of all kinds, otcurring 
whether from technical or emotional causes, 
once on record, can be subjected to test. Facts 
can be shown to be non-facts, conclusions can 
be shown to be mistaken, in any work which 
can be checked by others. In the end, it can 
only be what is true in an objective sense, true 
for all time and for all persons, that will stand 
up to critical test and retest. The emotional 
biases of scientists, with which the scientific 
left wing is so properly concerned, should not 
cause us uselessly to deny the self-correcting 
nature of scientific advance, but rather set us to 
testing more rigorously the results claimed by 
workers who, we believe, have been sent on a 
wild-goose chase by the demands of their 
unconsciouses. 

However, the attack on science by those who 
are horrified at the way in which science is 
misapplied can lead only to neglect of the real: 
enemy. To take an example from the psycho- 
logical field, we have the sequence: (1) tests of 
IQ have shown American negroes scoring lower 
on average than American whites; (2) this 
observation has been used in argument by 
pressure groups determined to support anti- 
negro social discrimination; (3) those to whom 
such discrimination is an abomination seek to 
deprive their opponents of an argument by 
attacking ‘intelligence’ as an operational con- 
cept, or ‘IQ? as held distinct from intelligence, 
or the psychological tests on which estimates of 
IQ are made. 

This is a mistaken way of thinking, and leads 
to a mistaken strategy for reform. As the socio- 
logist Bressler has pointed out (1968): ‘the 
liberal emphasis on biological equality as the 
basis for social ethics is misplaced because it 
unnecessarily rests on empirical generalizations, 
which are, in principle, subject to verification 
and therefore vulnerable’. If one maintains that 
negroes should not be treated so badly because the 
IQ tests which show them at a disadvantage are 
no true tests of mental ability or potential, one 
runs the risk of being driven further and further 
into a corner with any continuing demonsera- 
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tions, convincing to others if not to oneself, that 
these tests are valid in the context under dis- 
cussion. The only durable strategy for reform is 
to maintain that human rights and human 
differences in mental ability do not belong in the 
same universe of discourse. Negroes should not 
be treated so badly because nobody should be 
treated so badly. To quote Bertrand Russell 
(1954): 

‘Ethical considerations can only legitimately 
appear when the truth has been ascertained: they 
can and should appear as determining our feelings 
towards the truth, and our manner of ordering our 
lives in view of the truth, but not as themselves 
dictating what the truth is to be.’ 


CIONGLUSIONS 


The outstanding feature of scientific advance 
is its capacity for self-correction. This cannot be 
accounted for on the basis of inductive reasoning. 
It would not be enough to accumulate observa- 
tions and then invent theories to account for 
them, for such conjectures would have no 
. power to compel conviction, and a variety of 
theories could be advanced and held according to 
taste. In science theories are advanced, are 
criticized, are destroyed or survive criticism, 
and then perhaps become part of a generally 
accepted scientific world-view. It is important 
to be able to distinguish those argumentative 
processes which are capable of compelling con- 
viction from those which may leave differences 
of opinion for ever unresolved. Karl Popper has 
proposed a criterion of demarcation for this 
purpose: a scientific theory is indeed a guess or 
conjecture, but is one which is capable of 
refutation. It is a generalization, a universal 
statement, which can be disproved by showing a 
contrary instance. If the theory explains how 
things happen one way, it denies that they 
happen another way; and it is the prohibition 
that matters, because this is what can be tested. 
'The test is made by attempting to produce one 
of the forbidden range of phenomena. If such 
attempts at refutation fail, the hypothesis is to 
that extent confirmed. But it is not proved, since 
there will be other implications than the ones 
tested, and a later test шау, refute it. Our 
acceptance of scientific theories is always 
provisional. This requires an attitude іп? the 


635 
scientist of being willing to be proved wrong; 
though he may believe a theory, he should not 
be committed to it, or give it his unreserved 
loyalty. 

A consequence of adopting Popper’s criterion 
is that we are enabled to recognize, among all 
the theories purporting to give information 
about the empirical world, those which are 
worth scientific attention and those which are 
not. It is only theories which involve conse- 
quences capable of clashing with experience 
that are worth such attention. When we adopt 
a theory we must be able to say fairly precisely 
what observations we would accept as refuting 
it, and under what circumstances we should feel 
compelled to abandon it. 

This criterion is a serviceable one, covering 
all that we think of as the empirical sciences. 
The criterion excludes, for instance, law, 
theology, and history, for in them no part is 
played by deductive reasoning from empirical 
observations. It equally excludes philosophy, 
logic and mathematics,* disciplines not pri- 
marily concerned with observational subject 
matter and not dependent on it. If advance 
occurs in any of these fields, it is not because 
contentions are settled by the specific self- 
testing process which is at the heart of science. 

Popper's work still stands, when all the 
criticisms are heeded to which it has been 
subjected. The point has been justly made, by 
Kuhn and others, that scientists are various and 
conform to no invariable pattern in the way they 
work. We cannot deny that they are rooted in 
the ideologies of their era and their society, 


* I am indebted to Dr. Michael Slater for an elegant 
example showing the conceptual difference between 
mathematics and empirical science, the famous result by 
Vinogradov which says that every odd number, from some 
point (X) on, is a sum of three primes. This is meaningful 
and sound mathematically, since the existence of X is 
proved by extracting a contradiction from the opposite 
assertion. But it is not a scientific statement, since there is 
no way of finding what X is, so that the statement is 
incapable of clashing with experience. No number of 
trials producing odd numbers which were not the sum of 
three primes would invalidate it, since they would merely 
show that X had not yet been reached. Similarly, a 
demonstration that all odd numbers from, say, 7 onwards 
up to any finite number are in fact capable of expression 
as the sum of three primes is irrelevant, since no proof is 
provided that X is not still to be reached. 
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brainwashed by their teachers, blinded by 
prejudices, hogtied by obsessions, beguiled 
by will-o’-the-wisps, and at times even tempted 
to cheat and to lie. These lapses cause no more 
than eddies in a river. The curiosity of the 
scientist about the world, his rejection of 
authority and appeal to fact, lead to an in- 
formation flow. Conjecture and refutation are 
integral to the flow, polarities necessarily 
engendered by the curiosity and the appeal. 
They are, in fact, higher order effects, and their 
interaction appertains to science and not to 
scientists. 
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A Two-Year Follow-up Study Comparing Short with Long 
Stay In-patient Treatment of Alcoholics 


By P. J. A. WILLEMS, F. J. J. LETEMENDIA and F. ARROYAVE 


INTRODUCTION 


In 1965, when this study began, there were 
no clear guidelines about the optimum duration 
of in-patient treatment for alcoholics. Davies et 
al. (1956) had reported that at the Maudsley 
Hospital the aim was for a ‘short stay’ of 
between two and three months—but some 
individuals stayed for up to ten months. The 
policy at Warlingham Park Hospital as de- 
scribed by Glatt (1955) was for an in-patient 
stay of at least two months, though ‘on the whole 
about three months is the optimum period’. 

Our own treatment policy had been based 
‘on a minimum requirement of three months 
in-patient stay. A follow-up survey revealed 
that a large majority of those staying for the 
required period had done well; however, a 
small proportion of individuals staying for 
periods of less than two months had also done 
well. A possible explanation of this finding was 
that individuals of good prognosis (based on 
variables other than duration of stay) were 
willing to remain longer in hospital, although 
a minority of equally favourable prognosis were 
not. To test this a study was necessary in which 
patients were randomly allocated to short-stay 
and long-stay treatment groups. In addition 
other variables, relevant to the prognosis of 


alcoholics following treatment, could be 
examined. 

METHOD 
Selection 


The criteria for diagnosis of alcoholism were 
those recommended by the World Health 
Organization (1952). Although the Jellinek 
sub-classification of alcoholism was not em- 
ployed, the overwhelming majority of those 
treated were of the ‘gamma’ type (i.e. ‘logs of 
control" drinkers). All individuals referred were 


637 


2 


accepted for treatment, not excluding vagrants 
or others (e.g. those who deny alcoholism) 
assumed to have a bad treatment prognosis. 
Referrals were accepted from the courts, the 
probation service, the Samaritans and members 
of Alcoholics Anonymous, as well as the more 
usual sources such as general practitioners and 
other hospitals (both psychiatric and general) 
in the area. 


Allocation 

All patients admitted were allocated (using 
a table of random numbers) after one week in 
hospitals to cither a short- or long-stay group; 
some individuals were not admitted to the trial 
at the end of this first week for reasons given 
later. The short-stay group were to remain in 
hospital for no more than four weeks in all; 
they were to be seen in out-patients every three 
weeks in the first six months after discharge and 
then once every six weeks for the next six months. 
The long-stay group were to be in hospital for 
eight weeks at least but no longer than twenty- 
six weeks; they were to be seen as out-patients 
every six weeks following discharge. In the 
second post-discharge year members of each 
group were to be seen every four months. 


Treatment 

One of us set aside for the treatment of 
alcoholics fourteen beds available to him in a 
56-bed unit, geographically separated from the 
main hospital by a public highway. Nursing, 
occupational therapy, ancillary staff and other 
facilities were shared with three other consultant 
psychiatrists, who treated patients suffering from 
illnesses other than alcoholism in the remaining 
beds in the unit. The then research registrar 
had day-to-day clinical care of all alcoholics 
treated. No other staff were specifically allocated 
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to this work. Social problems were dealt with on 
request by a psychiatric social worker, as part of 
her general clinical commitment to the con- 
sultant team. 

On admission acutely intoxicated individuals 
were sedated with chlormethiazole (Hemi- 
nevrin), remaining in bed for two to three days. 
Parenteral vitamins, phenothiazines, anti- 
convulsants and anxiolytics were administered 
if clinically indicated; anti-depressants were 
rarely used. Drugs were not the mainstay of 
treatment; they were used solely to make initial 
adjustment to the regime easier and were 
withdrawn as soon as practicable. 

Treatment was primarily by daily group 
meetings; these were open groups which 
patients began attending from admission. The 
mectings were led by the doctor on four week- 
days and met without him on the remaining 
two days. The tasks of these groups were to 
concentrate on problems of a practical kind 
(e.g. socio-economic) and to modify attitudes 
toward drinking. No attempt was made to 
resolve deep underlying conflicts or to undertake 
major personality reconstruction. In the early 
part of their stay patients were seen individually 
by the doctor, to prepare them for and to 
facilitate treatment in the group. During work- 
ing hours patients took part in a variety of 
practical tasks, including the management 
and cleaning of their ward. 

After working hours there was little restriction 
on their movements, despite ready access to 
local public houses. Under these conditions 
initial abstinence was difficult for a small 
number of patients; seven (two of these in the 
long-stay group) were therefore given disulfiram 
(Antabuse) or citrated calcium carbimide 
(Abstem) for short periods as an aid to manage- 
ment. Only two patients (one from each group) 
could not be managed in this open setting and 
were treated in wards with restricted freedom. 
Individuals who had more than two drinking 
episodes while in hospital were discharged, as 
were those who drank ‘deliberately’ in an 
attempt to delay a planned discharge. If this 
occurred the individuals, without exception, 
took part in the follow-up scheme. An Alcoholics 
Anonymous group met weekly in the unit and 
another dozen A.A. groups function within a 


thirty-mile radius of the clinic; patients were 
encouraged to attend these, as well as that in the 
unit, as frequently as possible. 


Assessment . 


On admission to the trial, all patients were 
initially assessed using the Maudsley Hospital 
history and mental state examination scheme. 
Certain areas of this assessment (and some 
information, including follow-up, later acquired) 
were rated, using scales specifically designed to 
measure variables considered relevant to prog- 
nosis after treatment. * 

The first eight scales* deal with ‘objective’ 
information from three main areas: 

(1) Social adjustment—including family 
status, employment record and legal history 
(items 1, 2 and 9). 

(2) Previous treatment—dealing with the 
extent of and response to this (items 4 and 5). 

(3) Effects of alcoholism—as evidenced by 
three consequences of alcohol abuse. 

(a) Reactive stress symptoms (item 6). 

(b) Delirium tremens/hallucinosis (item 7). 

(c) Physical disease (item 8). 

The ninth scale* deals with a subjective item 
—insight—which was rated at two points in 
time, on admission (item g) and at discharge 
(item 10). 


Follow-up 

All individuals (including any discharged for 
persistent drinking) were followed-up in the 
out-patient department by the doctor responsible 
for treatment. Assessment and ratings of out- 
come* were made one and two years after 
discharge; these were based on personal inter- 
views supplemented in every case by information 
from at least one other source. 


RESULTS 


Patients admitted to hospital from March 
1965 to January 1967 (the 'admitting period") 
were entered on the trial as described above with 


* These scales are described in detail in the accompany- 

ing paper, together with a discussion and an assessment of 

ihe gnter-rater and inter-observer reproducibility wee 
et al., 1973). 
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certain exceptions.* The follow-up continued 
until April 1969, by when all patients had 
completed at least two years since discharge 
from hospital. 

Sixty-nine patients (all male) were entered on 
the trial.* Of these 38 were randomly allocated 
to the short-stay and 31 to the long-stay group. 
The mean duration of short-stay was 20 days 
(range 14 to 30) and that of long-stay was 82 
days (range 50 to 144). There was no significant 
difference between the two groups in respect of 
the items rated nor with regard to age and social 
class. These findings are summarized in Tables 
I and II. The results will be presented in two 
parts: the first dealing with the relationship 
between duration of stay and outcome; the 
second dealing with the prognostic value of the 
variables assessed. 


PART J—In-PatTient Stay v. OUTCOME 

Follow-up 
Seven patients were lost to follow-up during 

the course of the first or second year, all of them 

" from the long-stay group: 

—three died as a direct consequence of con- 
tinuing to drink; two during the course of the 
first year. (One deliberate suicide by overdose 
of alcohol and drugs; one cerebral haemor- 
rhage following a fall while drunk: one death 
from exposure with inhalation of vomit.) 

—one died of a coronary thrombosis during the 
second year, having shown improvement in 
drinking behaviour but not continuously 
abstinent since discharge. 

—one died of carcinoma of the oesophagus 
during the second year, having been con- 
tinuously abstinent since disc 

—two were untraceable after the first half of the 
second year. Both had been drinking in an 
unchanged fashion since discharge. 


* Of the 78 individuals admitted during the ‘admitting 
period', nine were not entered on the trial: 

(1) Seven for ethical reasons such as their physical state 
(c.g. one patient was in liver failure on admission) or the 
presence of another major psychiatric illness (e.g. schizo- 
phrenia). Discharge within four weeks would not have been 
possible, for reasons other than alcoholism. 

(2) Two for a practical reason, It was known that on 
discharge they would be returning to distant parts of the 
country, so that the standard follow-up procedure, could 
nag be applied. 
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Those in the short-stay group were seen in 
out-patients on nine occasions in the first six 
months after discharge and a total of thirteen 
times in the first year; the long-stay group were 
seen eight times in the first year. During the 
second year all individuals from both groups 
were seen on three occasions, including the £inal 
follow-up assessment. Any who failed to keep an 
appointment were visited at home by a psychi- 
atric social worker and encouraged to attend as 
soon as possible after the missed appointment. 
Readmisston 

There were no readmissions to this or any 
other hospital, in outcome class A (‘recovered’— 
continuously abstinent for the year under 
review); this also held true for the two indivi- 
duals who dropped from class A at the one-year 
point to class B (‘improved’) during the second 
year—one of these went on a spree for nearly 
three weeks, was admitted to a general hospital 
with pneumonia and thereafter remained absti- 
nent; the other had three drinking episodes of 
two or three days duration at week-ends which 
all responded to Alcoholics Anonymous help. 
Of the B class, 35 per cent had one brief re- 
admission to this hospital during the first year 
and 15 per cent in the second. Among the C 
class (*worse']—i.e. unimproved) 76 per cent 
had at least one, 60 per cent two and 40 per 
cent three readmissions, to this and other 
hospitals, after first discharge—without pro- 
ducing much improvement overall; however, 
two individuals with two readmissions each to 
this hospital in the first year, improved to class B 
without readmission in the second year. 


Outcome 


Table III illustrates the changes in outcome 
class that occurred between the first and second 
year follow-up points; it is clear that these were 
minimal in classes A and C. Only 2 out of 23 
survivors dropped from class A to B, and only 
3 out of 20 improved from C to B class between 
the first and second year. However, major 
changes occurred in the improved category (В): 
by the end of the second year, out of 20 in the 
class at the one-year point, one had died, 7 had 
shown further improvement to class A (abstinent 
for one year), 9 remained in class B, and only 3 
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Taste II 
Social class—by occupation 
(figures in percentages) 
Number I п ПЕ Iv У 

















10% 
Population of England and Wales .. census 2:70 13°19 48:63 25:34 10° F4 
Initial population: 
Total Е ss gd E 69 10 35 32 7 16 
Short-stay .. zs i ле 38 5 39 32 8 16 
Long-stay .. ТЕ 3 ies 31 16 29 32 6 16 
x? = 7°51 (df 4) 0:2>рр>о `1 
not significant 
Final population: 
Total - m ES Ts 62 IO 95 32 6 16 
Improved (A and 8) outcome .. 42 14 40 36 5 5 
Bad (C) outcome . s 20 о 20 go 10 40 


х = 50-10 (df. 4) o-o01>p 


























ТАВІЕ ПІ 
One-year outcome Two-year outcome 
Short-stay — Long-stay Total Shortstay  Long-stay Total 
A 
Recovered .. 24 II 13 24 15 13 18 
(10A, 5B) (11А; 2B) 
B 
Improved  .. - 16 4 20 II 3 4 
(1A, 9B, 1C) (1A, 2C) 
G 
Unchanged . II 12 23 12 8 20 
(2B, 10C) (18,70) 
Total .. 2 ede 38 29 67 38 24 62 
D ie Uus o o o о а(С) 2 
Died ° 2C 2 о 3 3 
1A, 1B, 1C) 
Short- and long-stay v. Outcome Short- and long-stay v. Outcome 
(one year) (two year) 
x? = 6:32 (d.f. 2) 0:05 p»0:02 x? = 2:48 (df. 2) 0:93 p»0-:2 
not significant 


2nd v. tst year outcome (total population) 
Kendall’s tau — 0-8028 
e Z — 9:91 
0:00003>р 





SS Figs. in parenthesis indicate status at end of 1st year 


642 A STUDY COMPARING SHORT WITH LONG STAY IN-PATIENT TREATMENT OF ALCOHOLICS 


had deteriorated to class C (similar drinking 
pattern to that before treatment with further 
psycho-social deterioration). Kendall’s rank 
correlation coefficient shows the significance of 
these changes. 

Table III also shows the outcome at the one 
and .two-year follow-up points in relation to 
duration of stay. In terms of complete recovery 
(class A) the long-stay group had a better initial 
response; chi-squared comparison reveals a just 
significant difference between the two treatment 
groups at the one-year point in favour of long- 
stay,* but if the improved are combined with the 
abstinent this difference disappears. By the end 
of the second year the short-stay group had 
‘caught up’, and there is no longer a significant 
difference between the two groups.* At two-year 
follow-up, two-thirds of the surviving population 
of each group fell into classes A (abstinent for 
one year) and B (improved). The conclusion is 
clear: in-patient treatment for longer than one 
month is not necessary for the successful treat- 
ment of alcoholism. 


Parr II—ProGnostia VALUE OF THE 
ITEMS ÁssESSED 


To evaluate the importance of the various 
items rated it is necessary to consider the total 
population at the two-year point in terms of 
outcome class, comparing the latter with each 
variable in turn using chi-squared. Because of 
the small expected values in many cells it was 
necessary to combine outcome classes A (‘absti- 
nent’) and B (‘improved’) into one group, 
comparing this with class C (‘unchanged/ 
worse’). This procedure follows the convention 
generally adopted in other studies. 

Table IV summarizes the results of this 
analysis. Isolation in living circumstances, poor 
work and legal records (Items 1, 2 and 3) 
together show that social maladjustment is an 
unfavourable prognostic sign, at the 1 per cent 
level of significance for each. 

Similarly a history of delirium tremens (item 

* These analyses ignore those lost to follow-up by 
death or disappearance. The fact that the losses were 
entirely from the long-stay group is assumed to be un- 
related to the type of treatment. The significance levels are 
not altered by including those lost to follow-up, assuming 
their outcome class at two years to have been the same as 
that at the time of loss. 


7) is significantly related to a poor outcome at 
the 1 per cent level. Table II (bottom half) 
shows that low social class is more significantly 
associated with poor outcome, at the о^т per 
cent level. 

Table IV also shows that ‘high grade’ insight 
on discharge (item 10) is very significantly— 
o-1 per cent level—related to good outcome. It 
is noteworthy that insight on admission (item 9) 
is not associated significantly with outcome. 
Since insight is the only item assessed which is 
susceptible to treatment, these findings are of 
obvious importance. The relationship between 
outcome and insight, on admission and on 
discharge, was therefore further examined for 
trend or linear regression. Table V clearly 
shows that outcome and insight on discharge* 
are very significantly associated and the ‘scatter’ 
(departure from linear regression) is not 
significant; good outcome is related to high 
grade insight. The regression coefficients of the 
admission and discharge data also differ signi- 
ficantly, thus confirming the importance of the 
change in degree of insight, between admission * 
and discharge, in regard to outcome. 

It could be argued that improvement in 
insight is in part attributable to duration of stay 
—i.e. the longer the stay the greater the improve- 
ment in insight. Fig. 1 illustrates change in 
insight in relation to duration of stay; the short- 
stay population showed more change to high 


Insight categories 
N I and 2 3, 4 and 5 
n % n % 
On admission: 
Short-stay 
(mean stay 20 days) 38 7 18:4 зї 81-6 
Long-stay 
(mean stay 82 days) 31 II 35:5 20 64:5 
discharge: 
Short-stay 
(mean stay 20 days) 38 19 50-0 19 50:0 
Long-stay 
(mean stay 82 days) 31 19 61°3 12 38:7 


Fio. 1.—Changes in insight during treatment 


* Nine patients were discharged because of repeated 
drinking in the unit; these were all rated ‘5’ for insight at 
discharge, hence the increase in this grade of insight 
following treatment. The deterioration apparently pro- 
duced by treatment is in fact minimal; seven of these 
individuals were rated ‘4 for insight on admission pu 
the other two were rated ‘9’. 
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TABLE V 
Outcome v. Insight (on admission and discharge) 











2-year outcome 2-year outcome 
Insight A B С Insight A" B а 
grade (re- (im- (un- (re- (im- (un- 
covered) proved) changed) covered) proved) changed) 
——————————M—Ó 
I о 2 ° 
Z 3 о T I 19 
9 2 10 o 4 3 2 10 6 3 
T < 
Е 3 10 5 5 T 3 4 4 4 
= о 
a 4 3 6 II ш 4 I I 5 
< a 
5 2 3 о 5 о I 8 
Admission d.f. x* Significance 
n = 62 Overall es E > in 58 29:950 0'01>p>0:001 
b = —0:36813 Linear regression S. se m 1 6-129 0°025>p>0°01 
V(b) = o:o22111 Departure from regression .. EE 15:821 0°05>p>0'025 
Discharge 
n = 62 Overall i bs ES .. 8 33:189 0'0017p 
b = —1:0625 Linear regression m = I 29:167 о:001>р 
B(b) = о:038705 Departure from regression .. | 4°022 N.S. 
G.R. = 2-82 (significant at 1% level) 
'ТАвгЕ VI 
Tabulation of Kendall’s rank correlation coefficient 
Population 
Short-stay Long-stay Total 
Item (п = 38) © (n = 24) (n = 62) 
(ranked according to ————— ————————— —— —————— 
value of tau) Kendall’s Kendall’s Kendall’s 
т * ур т * 2р т * ор 
2 
(Work) 0:9574 3 * 16.001 0:2718 1:06.55 0*3013 $742.99 
I 
(Social) 0:4196 971.90! 0*3078 2-* 11.91 0:3812 444.99! 
3 
(Legal) 04470 3:95." 0:3534 2:42." 0:3824 4:99." 
7 Р 
О.Т.) 0:4528 4:00.01 04839 3731.99 0:4756 5:42.99! 
Social class 0*4684 4* 14.901 0*5869 4°02, 00% 0*512I 5'93.%1 
10 P 
(Discharge insight) 0:5678 5102.001 0:7263 497.9?! 0:6212 7:15.01 


* e * Superscript indicates upper limits of probability. 
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grade insight than did the long-stay group, but 
this difference is not significant. 

Because of the relative insensitivity of the 
chi-squared analysis and the loss of information 
when this test is used, the significant data were 
forther analysed using Kendall's rank correla- 
tion coefficient (tau). This test of significance 
enables the relationship between each individual 
variable and all three outcome categories to be 
examined; by several applications of the test the 
different populations can be directly compared. 
Table VI tabulates these data, with the individ- 
ual items ranked according to the value of tau.* 

The unfavourable prognostic influence of 
social maladjustment (measured by items 1, 2 
and 3) remains highly significant for the total 
population. There is a seeming differential 
effect in that all three items are at the o: 1 per 
cent level of significance in the short-stay popu- 
lation; in the long-stay group items 1 and 2 are 
at the 5 per cent and item 3 at the 1 per cent 
level of significance. Low social class and a 
greater incidence of delirium tremens (item 7) 
are equally unfavourable, for each sub-group 
and for the total population, at the o:1 per cent 
level of significance. High grade insight on 
discharge (item 10) remains very significantly 
related to good outcome for all groups. The rank 
order of the variables is the same for both 
treatment groups and for the total population. 
The progression in the Table is from the least 
(item 2—employment/work record) to the most 
(item 1o—insight on discharge) important in 
influence on outcome. The much higher levels of 
significance found in some areas are a function 
of a rank correlation test which utilizes more 
data, in this case the inclusion of class B as a 
separate outcome. This is also a possible expla- 
nation of the differences in significance between 
the short and long-stay populations, for a 
much smaller proportion of the latter fell into 
class B (see T'able III). 

Although the influence on outcome of the 
individual items varied, a passing reference 
should be made to the possibility of predicting 
outcome by using the summed scores of the 
scales. It could have been possible to predict 


* Detailed tables giving the raw data are available for 
all the significant findings. They may be obtained on 
request. 


the two-year outcome correctly in 82 per cent of 
the surviving population. We found that the 
appropriate ‘cut-off’ point correctly identified 
8195 of the 42 individuals in the improved 
group (outcome classes A and B) and.85 per 
cent of the 20 individuals in class C. 


Comparison of one-year with two-year follow-up 

Table IIT shows that of the 62 patients com- 
pleting the two-year follow-up, 47 were in the 
same outcome category after two years as at one 
year. The outcome status at one year could 
have been used to predict the two-year outcome 
with a 76 per cent probability of success. If 
outcome categories A and B are combined, 
this probability rises to go per cent. These 
findings add to previous work (Davies et al., 
1965; Gerard et al., 1959; МсСапсе et al., 1969; 
Ritson, 1968; Vallance, 1965) which showed 
similar probabilities. 

As several authors have reported (Davies et 
al., 1956; Gerard et al, 1959; Glatt, 1961b; 
McCance et al, 1969; Rathod et aL, 1966; 
Ritson, 1968; Vallance, 1965; Walton et aL, - 
1966), we also found that a drinking relapse, 
whether B or C type, occurred within six months 
of discharge; except for two individuals who 
began drinking again after one year's abstinence 
(drop from class A to B), all the others relapsed 
within five months of discharge from hospital. 
However, because of the tendency to continuing 
improvement among the B category, the drink- 
ing status during the first six months may not be 
as reliable an index of the longer term outcome as 
is that derived at the end of the first year. 


Discussion 


The age (Table I) and social class distribution 
(Table IT) ofour population were similar to those 
reported from other treatment facilities, includ- 
ing specialist units, in Great Britain (Davies et al., 
1956; Edwards et al., 1967; Glatt, 1961a; Ritson, 
1968; Vallance, 1965; Walton et al., 1966). 

"There was a preponderance of social classes T 
and II with a relative lack of IV and V in 
comparison with the general population. This 
common finding may be due to: (a) class 
differences in prevalence; (b) the referral habits 
and/or ‘class prejudices’ of doctors and other 
agencies; (c) less awareness of alcoholism as gn 
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illness at lower social levels, with consequent 
failure to seek treatment. Further research 15 
necessary to elucidate this. 

There are reports by others of alcoholics 
responding well after only a short stay in 
hospital. Rathod гі al. (1966) found that just 
over one-third of the patients who remained in 
hospital for only half of the recommended 
period (three months) did well. Vallance (1965) 
showed that a very few patients did well after 
no more than four weeks in hospital under a 
non-specialized regime in a general hospital 
psychiatric department, which he described as 
©... first aid management... without adequate 
after-care’. Nonetheless, he stressed the inade- 
quacy of this common approach in the light of 
his findings that less than 5 per cent (three out of 
68 male patients) were continuously abstinent 
for two years following discharge and that only 
25 per cent were found to be improved. 

Our overall results are as favourable as those 
reported by other authors in this country (Davies 
et al., 1956; Edwards, 1966; Edwards et al., 
- 1967; Glatt, 1961b; McCance et аі, 1969; 
Pemberton, 1967; Rathod et al., 1966; Ritson, 
1968; Vallance, 1965; Walton et al., 1966). 
Unfortunately, few trials have been done to eval- 
uate different regimes and types of treatment; 
the results have been unclear and at time conflict- 
ing, partly because of differences in method. 

Griffith Edwards et al. (1967) compared nearly 
nine weeks in-patient stay in a general psychi- 
atric setting with ‘intensive treatment’ on an 
out-patient basis; the latter lasting for nearly 
eight weeks with high intensity psychiatric 
social worker support and psychotherapy. 
Certain categories of patients, particularly the 
vagrant alcoholic, were specifically excluded 
from this trial. After the ‘end’ of treatment, 
every patient was seen at least monthly by two 
separate individuals for one year. There would 
inevitably have been a high ‘treatment content’ 
in these so-called follow-up interviews; assess- 
ment at much less frequent intervals would 
have been more appropriate for follow-up 
purposes. It is difficult to separate what is 
treatment from what is follow-up, but this 
important distinction is often blurred or even 
unrecognized. (In our material also the ‘treat- 
ment content’ in the first year was high; the 
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follow-up proper was therefore that assessed at 
the end of the second year.) One year after the 
‘end’ of treatment there was no difference in 
outcome between the two groups. However we 
are not told whether any individual patient was 
abstinent for the twelve month period. Inspec- 
tion of the data suggests that few, if any, 
individuals had been continuously abstinent; 
the mean outcome for both groups was highest 
in the first month and thereafter tailed off— 
though there was some fluctuation—never again 
reaching the level of the first month. 

Ritson (1968) also compared in-patient with 
out-patient treatment; the in-patient stay being 
in a specialized unit for an unspecified time. 
The allocation of patients was not random; the 
out-patient group consisting of patients who re- 
fused admission, who did not recognize they were 
alcoholic and/or who would not accept other 
stringent requirements for in-patient treatment. 

Nevertheless the out-patients as a group did 
as well as the in-patients, a result difficult to 
interpret since they were assumed to be a 
population with less favourable prognosis: we 
shall return to this point later in the discussion. 
The presentation of results in this paper (Ritson, 
1968) is also unclear in terms of treatment 
outcome; individuals are described as abstinent 
(his Table V) who have demonstrably not been 
continuously so (his Tables ГУ and VII). 

Most authors writing on the treatment of 
alcoholism agree that abstinence is the desired 
therapeutic goal. However, the presentation of 
results is often contradictory and confusing, 
particularly when considering partial improve- 
ment. In our opinion drinking behaviour can 
be used as a simple criterion of success in the 
treatment of alcoholism (this point is discussed 
in more detail in the accompanying paper 
(Willems et al., 1973)), provided that: 

(1) Abstinence is strictly interpreted and 
should be continuous for the period under review. 

(2) That the ‘improved’ category is a broad 
one, without detailed refinements such as the 
number of times an individual has been drinking 
(bearing in mind that the drinking alcoholic is 
less than truthful and is adept at concealment). 

Only in this way will it become possible to 
make direct comparisons between results ob- 
tained at different centres and under different 
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regimes. For the same reason there is a need for 
measuring factors relevant to prognosis in a 
simple, standard fashion; the scales we have 
devised will, it is hoped, contribute to this. 

Our results show that short-stay (less than one 
month) and long-stay (nearly three months) in- 
patient treatment gave similar outcomes; pro- 
longed hospital stay is not necessary for successful 
treatment of alcoholism. In terms of duration of 
stay our long-stay group is comparable to the 
in-patient group of Edwards et al, and our 
short-stay population to Vallance's (1965) 
material. No great reliance can be placed on 
direct comparisons between dissimilar studies, 
but our results seems to indicate that intensive, 
specialized, group-orientated treatment as a 
short-stay in-patient has a better prognosis than 
in-patient treatment of a non-specific type, 
whether this be of similar or three times longer 
duration. In passing it may be noted that the 
out-patient group of Edwards et al. did no better 
than their in-patients, despite the fact that the 
former seem to have had more intensive 
individual care. 

'There are some indications in our results that 
the socially maladjusted individuals in the 
long-stay group may have derived more benefit 
than those in the short-stay population (Table 
VII). It could be that the longer stay only 
sharpened the distinction between outcome 
classes A and B; the statistical differences 
between the two treatment groups shown by 
Kendall’s tau being due to the higher proportion 
of the short-stay group falling into outcome 
status B. Since long-stay does not improve 
insight more than short-stay (Fig. 1) it may be 
that it diminishes the unfavourable prognostic 
effect of poor social adjustment. This may 
operate by allowing more time for adjustment to 
and resolution of family and employment diffi- 
culties and to overcome a legal record. Whether 
this should take place in hospital or in after- 
care hostels has yet to be demonstrated. 

The ‘socially unstable’ alcoholic, described by 
Edwards (1966) as unsuitable for admission to a 
general psychiatric hospital setting, may benefit 
from treatment in a specialized unit and dis- 
charge to a specializedafter-care hostel ofthe kind 
recommended by Edwards et al. (1967), Madden 
(1967) and the Ministry of Health (1968). 


An important therapeutic goal in the treat- 
ment of alcoholism is indicated by our finding 
that the degree of insight on admission did not 
influence outcome, while that at discharge did 
so very significantly.* Once an individual has 
gained or improved in insight, his desire for 
treatment and motivation for this will be 
increased, with probable beneficial effect on 
the outcome of treatment. Ritson (1968) 
denied admission to individuals who did not 
admit that they were alcobolics and who also 
did not agree to other stringent criteria. These 
patients were given out-patient treatment and 
formed a group which was compared to another 
group—composed of those aware that they were 
alcoholics and accepting all the other conditions 
attaching to admission—who were treated as 
in-patients. In the event the out-patients group 
—those who initially ‘denied’ their illness—did 
as well as the in-patient group. One possible 
explanation of this unexpected finding is that 
their insight was improved and the prognosis 
altered in consequence. 

Moore et al. (1961) have concluded that denial . 
of illness in alcoholism is a major obstacle to 
successful treatment, because of the consequent 
lack of co-operation by the patient-individual. 
They devised a four-point scale to rate denial; 
examination of this shows that the concept 
involved is that which we consider to be insight. 
They ascribe this ‘denial’ to unconscious 
mechanisms ‘though it often has apparently 
conscious elements usually described as simply 
lying’. They also found that highest degree 
denial (Grade 4) on admission did not alter 
under their treatment programme and por- 
tended little improvement. Despite the similarity 
of their approach and ours to the treatment of 
alcoholism (tackling drinking as the main 
problem), this finding does not tally with our 
experience; five patients admitted to our trial 
with insight rating ‘5’ (equivalent to Moore's 
Grade 4 denial) all did well—four of them in 
the short-stay group. This is not a large number, 
but it does indicate that unawareness (a preferable 


* The mean scores for insight at discharge in the 
different outcome categories at the two-year point were as 
follows: abstinent" (n = 28) —1:75 

" improved (р = 14) —2:50 
unchanged (п = 20) —3:90 e- 
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term than denial in this context) of illness should 
not debar an individual from treatment in- 
cluding admission to hospital. This is all the 
more important since we have shown, in our 
population, that it is not the level of insight on 
admission but rather that achieved during 
treatment which is of relevance to the outcome. 
An individual in our society who acknowledges 
his drinking of alcohol as an illness, or as the 
symptoms of an illness, possesses considerable 
perspicacity or insight. It is therapeutic nihilism 
to turn away patients merely because they are 
unaware that they are ill. 

In the studies we have considered (Edwards 
et al., 1967; Ritson, 1968) and in our own, a 
roughly similar proportion of patients in each 
and every treatment group showed improve- 
ment; this despite the differences in selection and 
assessment. It would appear either that some 
individuals get better whatever the treatment or 
that sub-groups respond differently to various 
types of treatment. There is need for careful 
description ofany patient population, so that sub- 

‘groups may be identified readily. We consider 
that four main groups of alcoholics may be 
defined in terms of their awareness of illness 
(insight) : 

(1) The first group consists of those individuals 
with full awareness of illness. These probably 
form the majority of those who recover, without 
recourse to medical help, through Alcoholics 
Anonymous or similar agencies; a few may 
require brief admission to hospital for detoxica- 
tion only. (Six individuals referred during the 
‘admitting period’ recovered without specific 
help other than exposure to Alcoholics Anony- 
mous while awaiting admission; they were not 
subsequently admitted, for this was no longer 
necessary and might have biased the trial. They 
provide examples of the proposed category.) 

(2) The second group is comprised of those 
who are aware that there is something wrong 
with them but who do not know that the illness 
exists and are unaware of the criteria for and 
the implications of the diagnosis—i.e. they don’t 
know the language. These will undoubtedly gain 
in insight on admission to a specialized unit, 
where the illness and its nature can be explained 
to them and these explanations confirmed by 
other alcoholics. 


647 


(3) The third group are individuals unaware 
that anything is wrong and/or rejecting the 
diagnosis for various causes—e.g. unconscious 
reasons, lack of intelligence, personality disorder. 
They may gain from admission in a similar way 
to the second group, but will need more intensive 
individual help with prolonged specialized after- 
care and support if they are to be returned to a 
semblance of normal function. (The majority 
of our category С, who remained unchanged 
despite repeated admissions, probably fall into 
this group.) 

(4) The fourth group are those who have 
already been so damaged by alcohol abuse 
that they are incapable of awareness (insight). 
These will require long-term supportive care, 
including repeated ‘crisis’ admissions, ending 
with permanent admission to some form of 
institution. 

These suggested groupings cut across many 
of the existing preconceptions about the poor 
response to treatment of certain types of alco- 
holics. Though our numbers are too small to 
permit of statistical analysis, many vagrant 
alcoholics, including a number of crude spirit 
drinkers, were found to be in our second group. 
Conversely some individuals in our outcome 
category C were ‘socially stable’ and from social 
classes I, II or III, yet they undoubtedly fell 
into our third group. 

Studies of the type described in this paper 
inevitably miss finer points of importance and 
relevance to the treatment and management of 
alcoholism. However, broad studies of this kind 
are necessary in order to indicate areas requiring 
more detailed investigation. Arising from our 
results it is clear that research into the socially 
maladjusted alcoholic is necessary to determine 
the most rewarding types of treatment and after- 
care. Of even greater importance is the examina- 
tion in detail of the operation of insight; how best 
to assess it and how to modify it by treatment. 


SuMMARY 


A comparative trial of short-stay (mean 20 
days) and long-stay (mean 82 days) in-patient 
treatment of male alcoholics revealed no differ- 
ence in outcome in 62 patients (38 in the short- 
stay group) followed-up two years after dis- 
charge. The overall results were comparable 
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with results obtained in other studies; nearly 
50 per cent had been abstinent for one year 
preceding the follow-up point and two-thirds 
had shown considerable improvement. 

Several variables considered relevant to 
prognosis were examined for their influence on 
outcome. It is shown that low social class, 
greater social maladjustment and a history of 
delirium tremens are significantly related to a 
poor outcome. Insight on admission was not 
related to outcome, but the level of insight on 
discharge very significantly influenced the 
prognosis; longer stay in hospital did not 
improve the attainment of insight. 

The discussion defines therapeutic goals in 
the treatment of alcoholism and also describes 
four groups of alcoholics in terms of their 
awareness of illness. 
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A Categorization for the Assessment of Prognosis 
Outcome in the Treatment of Alcoholism 






By P. J. A. WILLEMS, F. J. J. LETEMENDIA and F. ARROYAVE 


For the study reported in the accompanying 
paper (Willems et al, 1973), a number of 
variables, thought to be of prognostic relevance 
in alcoholism, were selected and categorized in 
a rank order. These can be regarded as ordinal 
scales, since in every case (a) each category 
differs from the others, and (b) each is related 
to the others. In each case there can be said to be 
an underlying continuum and in all cases a 
higher number indicates, in our opinion, a less 
‘desirable’ state. 

The variables selected cover four areas: 

Soctal adjustment which includes three separate 

items, dealing with family/social environment, 
employment/work record and legal record 
(Scales 1-3); 

Previous treatment of alcoholism and response to 
this (Scales 4-5) 

Effects of alcoholism, including one physical 
and two psychiatric manifestations of alcohol 
abuse (Scales 6—8); 

Insight, dealing with the individual’s awareness 
of illness (Scale 9). 

The first eight variables were chosen because 
they could be determined objectively. Although 
previous personality has been reported as a 
prognostic factor by many authors (e.g. Davies 
et al, 1956; Glatt, 1961; Mindlin, 1959; 
Vallance, 1965), no attempt was made to 
assess it as such. It is widely accepted that the 
clinical assessment of personality is notoriously 
difficult and is a composite of a number of other 
factors (social and marital stability, work 
performance, etc.), therefore best rated sepa- 
rately. 

The ninth variable assessed is the degree of 
insight; this was chosen because it affects atti- 
tude to treatment and could influence outcome. 
Other authors have assessed ‘motivation’, which 
is clearly a related concept to insight. *The 


desire for treatment often used as an index of 
motivation (Davies et al., 1956; Edwards, 1966; 
McCance et al., 1969; Mindlin, 1959) or com- 
mitment to treatment (Ritson, 1968) may be 
no more than a reflection of the degree of 
insight attained. Ritson (1968) suggests that, for 
an out-patient, ©... continuing relationship with 
the clinic... (is ап)... important factor in... 
recovery’. It could be thought that regular 
attendance at out-patients is a consequence of the 
patient’s motivation, due to the degree of 
insight previously attained, and is not in itself the 
cause of the improvement. Attendance at 
Alcoholics Anonymous would probably do 
equally well as a measure. Motivation itself can 
only be assessed by performance over a period of 
time; this is necessarily retrospective and cannot 
be used as an initial prognostic indicator. 

Outcome is assessed using a three-point scales 
abstinent, improved and unaltered following 
treatment. For the purpose of the scale, un- 
changed drinking behaviour is considered 
synonymous with further psycho-social deteri- 
oration of the individual; any attempt to 
distinguish between the two would be difficult 
and arbitrary. 

Abstinence and unaltered drinking behaviour 
are easily determined. The remainder are 
grouped together under the category of ‘im- 
proved’, rather than attempting to distinguish 
sub-groups in a quantitative or qualitative 
fashion. To classify improvement in terms of the 
number of relapses (e.g. Ritson, 1968) renders 
the assessment very dependent on the veracity of 
the patient or on the powers of observation of 
other informants. To qualify the improvement 
(e.g. Pokorny et al., 1968) makes the assessment 
very dependent on the observer’s value judge- 
ments. 

There is an underlying assumption in the 
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construction of the outcome scale: that absti- 
nence or improved drinking behaviour is 
associated with improvement in other psycho- 
social areas. Hill ef al. (1967) stated that absti- 
nence could only be' used as a meaningful 
criterion of improvement when it had been 
'shown that this change in drinking bebaviour 
was correlated with other forms of adjustment. 
Subsequently Pokorny et al. (1968) showed a 
clear correlation between improved drinking 
behaviour and improvement in other areas of 
psycho-social function. 


TYPE ОЕ SOALE 


Sensitivity has been sacrified in order to 
facilitate reproducibility; the number of points 
in the scales are few and clearly defined. The 
steps between points are not of equal interval, 
but these are ordinal scales, with a higher score 
in each indicating either a greater degree of 
(a) failure in social adjustment, (b) failure of 
previous treatment, (c) damage produced by 
alcohol; or a lesser degree of insight. The greater 
the total score the less good the prognosis, as is 
shown in the accompanying paper (Willems et 
al., 1973). 


REPRODUCIBILITY 


= An essential requirement of any rating scale 
is that the scores obtained from the same 
material by different observers should be com- 
parable. When the scale is a means of ordering 
factual data, and has been constructed in a 
manner which reduces misinterpretation (of the 
individual steps) to a minimum, the agreement 
between observers/raters should theoretically be 
complete. Error can still arise if the information 
to be rated has been unclearly or inadequately 
recorded; also if a mistake is made by a ‘slip of 
the pen’: By careful technique, both in the 
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initial accumulation and recording of data and . 


in the later transposition of this into scale form, 
such errors can be minimized if not abolished. 

In scales of the type presented here it is 
sufficient to know: (1) whether two raters 
independently assessing a set of clinical records 
concur in their ratings; and (2) whether two 
observers independently interviewing one 
patient derive the same data and hence the 
same rating. To test the first of these, two of the 
writers independently rated a set of case 
records on patients discharged from hospital 
more than two years earlier. Following Harris 
et al. (1967), the ratings were compared to 
determine whether they agreed or disagreed; 
the results are given in Table I. (The value 


number of identical ratings 


T = 
total number of ratings 


.) The high 
coefficients of agreement found confirm the 
simplicity of the scales in use as much as the 
quality of the information recorded. 

The two-observer situation was tested by one 


of the authors and a research worker. Table II. 


presents these results (scale 8 was omitted from 
this test because the research worker has no 
medical training). It can be seen that only the 
assessments of insight showed disagreement and 
it is considered that there are two possible 
explanations for this: (1) the lack of special 
skills on the part of one of the observers; and (2) 
the more subjective nature of the concept rated. 
None the less the coefficients found are still of 
high correlation. Kendall's Coefficient of Con- 
cordance—W—when calculated for insight on 
discharge (item 10 using scale g) gives a value 
for y^ of 33:8472 (d.f. = 18; 0-02 > p > 0:01). 


SCALES 
These scales are to be applied to the situation 


TABLE I 


Agreement between different raters 
Two raters at an interval of two years, from case records of 40 patients 





Prognostic scales 


I 2 3 4 5 6 7 








I 0:875 0-80 0'925 0:925 0:825 1-0 0-90 0-875 
68 





Insight Outcome 
8 Admission Discharge 1st year 2nd year 
0:875 0:925 1'0 0°95 





— 
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ТАВІЕ П 
Agreement between different observers 








Two raters separately assessing 














Two raters separately assessing and rating patients on same day and rating patients within 
2 24 hours 
Prognostic scales (n=21) Insight scale 
Admission Discharge 
1 2 3 4 5 6 7 (n=20) (n=19) 
I 1:0 1'0 1-0 1:0 1.0 1*0 1:0 0:83 0*79 








appertaining at the time of assessment (i.e. to 
the period preceding first contact) except where 
Specifically indicated otherwise. 


Social Adjustment 
1. Family|social environment : 

1. Married (or single), living at home and/or 
in close touch with family (there may be disputes 
over drinking, but these are not disruptive). 

2. Divorced or separated, and/or estranged 
- from family, and/or living in digs. 

3. Living in institutions (Church Army or 
probation hostels, etc.). 

4. No fixed abode. 

Individuals living in doss-houses or shelter- 
type accommodation (e.g. Simon Community 
houses) shall be considered of no fixed abode. 


2. Employment[work record: 

I.No more than yearly changes of job in 
previous three years, and/or infrequent time off 
work (no more than one month in previous 
year). 

2. More frequent job changes (inability to 
keep employment but still capable of finding 
work), and/or between one to three months off 
work in previous year. 

3. Difficulty in finding as well as in holding 
jobs, and/or more than three months off work in 
previous year. 

4. Unemployable. 

Changes of job and/or periods of unemploy- 


ment due to alcoholism (and/or instability as a ` 


consequence of alcoholism) are the considera- 
tions to be taken into account in applying this 
scale. Where time off work is due to illness and/or 
obher causes unrelated to alcoholism, such periods 


are to be ignored for the purpose of this scale. 
Tf an individual has been in prison for an alcohol 
offence (or offences), the period should be 
rated as if he had been unemployed during the 
time in prison; if this latter time be one year or 
more, then the previous employment record 
should be used to determine the rating. 


3. Legal record : 

1. No conflict with the law. 

2. Occasional appearances in court (no more 
than twice) for ‘alcohol offences? excluding 
motoring ones; found guilty with or without the 
imposition of fines. 

3. Serious debt incurred through drinkipg, 
and/or appearance in court for one or more 
motoring 'alcohol offences', and/or more than 
two convictions for other ‘alcohol offences’, 
and/or one probation order for an ‘alcohol 
offence’. І 

4. Repeated court appearances (more than 
five convictions in previous two years), and/or 
repeated probation orders for ‘alcohol offences’, 
and/or one prison sentence for ‘alcohol offence’. 

5. Repeated prison sentences for ‘alcohol 
offences’. 

‘Alcohol offences’ are defined as any and every 
illegal act committed as a consequence of 
alcoholism and/or the way of life resulting from 
alcoholism. 


Previous Treatment (for Alcoholism) and Response 
4. Treatment record: 


1. No previous treatment. 
2. General practitioner advice—‘cut down (or 
out) consumption’. 
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3. Psychiatric out-patient and/or Alcoholics 
Anonymous contact. 

4. One previous admission to hospital. 

5. Repeated admission. 


5. Sobriety (abstinence) in previous five years : 

1, For a consecutive period of two years or 
more. 

2. For periods of one to two years duration. 

3. For periods of one to twelve months dura- 
tion. 

4. For periods of less than one month. 

‘Enforced’ abstinence—i.e. in a place of 
treatment or in prison—should be disregarded in 
this assessment. 


Effects of Alcoholism 
6. Stress (reactive) symptoms: 

1. Negative history. 

2. Anxiety/depressive symptoms. 

3. Suicidal attempt(s). 

The area to be considered is that of psycho- 
genic symptomatology reactive to the social 
situation(s) produced by alcohol abuse. The 
symptoms must be more than morning-after ‘fits 
of the blues’. 


7. Delirium tremens| Alcoholic hallucinosis : 
=x, Negative history. 
2. History of either or both in the past. 
3. Either or both present. 


8. Physical damage: 

1. No physical damage. 

2. Slight impairment of liver function tests 
without clinical signs (other than palpable liver) 
and reversible without specific treatment, and/or 
slight signs of peripheral neuropathy. 

3. Liver function clinically impaired but 
reversible on treatment, and/or frank peripheral 
neuropathy, and/or transient central neuro- 
logical signs (including reversible memory 
impairment). 

4. Irreversible damage as in 3, but not 
crippling. 

5. Gross permanent impairment. 

This scale can obviously not be rated at first 
interview or on admission but has to be modified 
in the light of clinical developments during the 
period of treatment. 


THE ASSESSMENT OF PROGNOSIS AND OUTCOME IN THE TREATMENT OF ALCOHOLISM 


Insight 
g. Insight assessed on admission (item 9) and on 
discharge (item 10) : 

1. Sees need for active participation in making 
adjustments in addition to stopping drinking. 

(Accepts—volunteers—being an alcoholic; 
sees this diagnosis as involving more than 
just drinking behaviour. Has strong desire for 
continuing abstinence; recognizes need for 
this and actively seeks help to achieve it—i.e. 
does not regard goal as easily achieved. Sees 
need for changes in outlook as essential for 
stable sobriety and actively participates in the 
process of change. Accepts full responsibility 
for actions and takes active steps to repair past 
damage to others.) 

2. Sees need for other adjustments but does 
not appreciate his part in this. 

(Prepared to admit being an alcoholic and is 
willing to have treatment—i.e. to be treated as 
opposed to active participation. Passive rather 
than active co-operation/participation in 
treatment. Sees that continuing abstinence 
might require changes in outlook; agrees this - 
but takes no active steps to achievement. 
Fear of consequences of drinking is mainstay 
of continuing sobriety.) 
3. Sees alcohol as the only problem. 
(Recognizes drink as harmful but does not 
see himself as an alcoholic. Prepared to 
accept and may ask for sanctions—e.g. Anta- 
buse—because cannot visualize not drinking 
without them. Undergoes treatment expecting 
some ‘magical’ solution—'rabbit out of a hat’ 
attitude to therapist. Tends to consider 
possibility of controlled drinking and wishes 
this could be achieved.) 

4. Alcohol regarded as a problem, but accepts 
treatment only as a consequence of external 
pressures. 

(Only superficial awareness of drink as a prob- 

lem, as the cause of his coming to hospital— 

e.g. as evasion of difficulties at home (wife, 

rent, writs, etc.) or under compulsion (proba- 

tion orders, etc.). Seeking material help and 
stops drinking for this purpose—‘con man’. 

Bewildered by and/or rejecting of other 

aspects of treatmant.) 

5. Denial of alcohol as a problem. 

(Absolutely no reason to stop drinking. Dripk 
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по problem—all the rest of the world at fault; 

this may give rise to drinking in an attempt to 

delay discharge. Resentment of treatment 
and/or sanctions. Drinking repeatedly in 
hospital, which may lead to discharge.) 

The notes under each point of this class are 
intended only as guide-lines to the concepts 
involved. The notes do not exclude other 
considerations within the concept of each scale 
point, and they should not be regarded as 
necessary components in the rating. 


Outcome Assessment 
A—Recovered : 

Abstinent from alcohol for period under 
review, with overall improved adjustment to 
family, job, etc. 

This category may include individuals who 
have had an ‘accidental’ drink—but not drink- 
ing for more than one day—on one occasion 
during the period under review; this exception 
must be very rigorously assessed. 


. B—Improved : 

Overall improvement in drinking behaviour 
despite one or more relapses into drinking, but 
with the maintenance of improved status of 
psycho-social adjustment and without physical 
deterioration. 

This category may include individuals for 
whom further brief periods in hospital—for no 
more than a fortnight—were necessary during 
the period under review, provided that other 
improvements remain. 


C—Unchanged: 

Continuing unmodified drinking behaviour 
with further deterioration of psycho-social 
adjustment, and/or psychiatric, and/or physical 
status. 

This category should also include all indivi- 
duals in hospital or in prison at the time of 
follow-up. Conceptually the category is syno- 
nymous with ‘worse’, 


D—Unknown: 
Individuals lost to follow-up. 
The assessment of outcome must be based on 
personal interview with the individual (anless 
Ф 
3 
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known to be in hospital or prison), supple- 
mented in every case by information from at 
least one other source (e.g. wife, doctor, proba- 
tion officer, employer, social worker visit to the 
home, warden of residential hostel, fellow A.A. 
member, etc.). 


SUMMARY 


Rating scales are described for the assessment 
of prognosis and outcome in the treatment of 
alcoholism. The prognostic scales deal with 
insight, some effects of alcoholism, previous 
treatment of alcoholism and certain areas of 
social adjustment. Each scale is briefly dis- 
cussed and then the general principles of these 
types of scales are described. Finally the 
reproducibility of the scales is tested. 
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Familial Incidence of Gilles de la Tourette's Disease, 
with Observations on Aetiology and Treatment 


By PATRICK B. FRIEL 


Gilles de la Tourette's disease is a relatively 
rare condition characterized by multiple motor 
tics and an irresistible compulsion to swear. It 
was first described by Itard in 1825. Many 
years later, at the Salpétriére under the tutelage 
of Charcot and Brissaud, Georges Gilles de la 
Tourette made a study of nine cases, including 
Itard's original one, and published his account 
of the disorder in 1885. He defined it as a 
nervous affliction characterized by motor in- 
coordination accompanied by echolalia and 
coprolalia. He distinguished it from the large 
number of conditions which previously had been 
grouped under the heading of chorea. He 
. pointed out similarities between this syndrome 
and the ‘jumping Frenchmen of Maine’ de- 
scribed by Beard in 1880 and the ‘myriachit’ 
of Siberia described by Hammond in 1884. 
Other authors however, question whether these 
conditions are really part of the same disorder. 

The rarity of the syndrome is exemplified by 
the fact that at the Mayo Clinic the diagnosis 
has been made on only seven patients from 
among a total of approximately one and a half 
million patients admitted from 1935 to 1965. 
Fernando reviewed the literature in 1966, and 
found sixty-five cases which met established 
diagnostic criteria; he also reported four 
additional cases. 

This paper will deal with three cases occurring 
in the same family, two sisters and the son of 
one of them. Although Gilles de la Tourette 
suggested that the disorder might be hereditary, 
this is actually the first published familial 
instance. Continuous contact with two of the 
patients for a nine-year span afforded an 
excellent opportunity to test the effectiveness of 
various treatments, to study the outcome of the 
disease, which has an uncentain prognosis, and 
to do chromosomal studies and form some 
opinions about possible causation. 3 
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The following two patients are Caucasian 
sisters who have been under treatment at the 
Out-patient Psychiatric Clinic at St. Francis 
Hospital, Hartford, Connecticut, since 1962. 
They are the sixth and fifth siblings respectively 
in a family of four boys and two girls. Their two 
eldest brothers died in cbildhood, one of 
congenital heart disease, the other from an 
unknown cause. They have two older brothers 
who are alive and in good health. There is no 
family history of nervous or mental disorder. 
Their mother is characterized as quiet and good- 
natured; the father they describe as a nervous, 
high-strung individual who has to be constantly 
and compulsively occupied, and in his relation- 
ship with his children has been demanding and 
intolerant. 


Case 1, B.S. 

A 28-year-old divorcee who sought psychiatric help 
because of increasing difficulties at work. Her repeti- 
tive vocal grunts, and at times utterance of profanities, 
were a source of great embarrassment to her. The 
situation at work had become so difficult that she 
had to be removed from a large, multi-desk secretarial 
floor to a small office where she would be less of a 
distraction to her fellow workers. While this move 
afforded some relief, it increased the patient’s feelings 
of estrangement, and when she came to the clinic 
she was so acutely distressed and disturbed that it 
was thought she might be on the verge of an acute 
schizophrenic reaction, probably of the paranoid type. 
This clinical impression was confirmed by psycho- 
logical testing. Her pre-morbid personality make-up 
revealed many hysterical character traits. 

The patient’s difficulties began at about the age of 
11 with motor tics involving the face and neck and 
later spreading to the upper extremities, the trunk, 
and the lower extremities. This was followed by the 
development of vocal grunts at around age 16, and 
later by occasional profanities. There was no echolalia 
or echopraxia. 
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Case #42, M.S. 

A 34-year-old, married woman, who came to the 
clinic on the advice of her sister because of multiple 
motor tics, repetitive sniffing, and the uttering of 
inarticulate sounds with a guttural nasal quality. 
Her symptoms began at the age of 11; as far as the 
patient could recall, the vocal tics appeared first. 
Thesymptoms were a source of embarrassment to her, 
particularly the echokinesis, which forced her to 
withdraw more and more from social contacts: 
when in public, she had a compulsion to imitate any 
movement she observed that she thought was ‘un- 
necessary or embarrassing’. She lived close to a centre 
for defective children, and this was a constant source 
of difficulty because she felt such a strong compulsion 
to imitate the bizarre dystonic movements of some of 
these children. Even in the seclusion of her own home 
she would be forced to imitate movements she 
observed on television. 


Both of these patients had a trial at combined 
psychotherapy and pharmacotherapy. The 
agents used were various phenothiazines— 
chlorpromazine, thioridazine, fluphenazine, tri- 
fluoperazine and perphenazine; tricyclic anti- 
depressants, including amitriptyline hydro- 
chloride and imipramine; and anti-anxiety 
agents, including meprobamate and diazepam. 
Three years of such therapy helped reduce some 
of the secondary manifestations of anxiety, but 
їе was no appreciable or observable effect 
upon either the motor or the vocal tics. In 1965, 
three years after the patients entered the clinic, 
it was decided, after appropriate permission had 
been obtained from both of them, to start them 
on haloperidol, which at that time was in the 
clinical stages of its experimental development. 
Reports from the State University of Iowa 
suggested that the drug had a palliative effect 
in the treatment of this disease in children. 
Within one month of instituting the medication 
there were significant signs of improvement in 
both cases, with virtual disappearance of the 
tics, both vocal and motor, and control of the 
echokinesis and coprolalia. 

Both patients have been followed for six years 
since the drug was first administered, and the 
improvement has been maintained on a dose of 
1-2 mgm. of haloperidol per day. Both patients 
have, on various occasions, tried to reduce or 
discontinue the drug, only to discover that 
within a relatively short time the symptoms 
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returned in their original intensity and form, but 
were quickly brought under control by re- 
instituting the medication. 

Case #43, Т.б. s 

This 11-year-old-grade schoolboy was brought to 
the clinic in September 1967, by his mother, B.S., 
because of motor tics of one year’s duration and vocal 
grunts for the last three months. The symptoms caused 
the boy a good deal of social disability in school. He 
was the butt of much ribbing by the other students and 
was virtually ostracized. All this aggravated problems 
that already existed because of his small stature and 
his obvious feminine traits. 

Immediately after admission to the clinic, he was 
started on a course of haloperidol o: 5 mgm. t.i.d. and 
there was prompt symptomatic improvement as far 
as the motor and vocal tics were concerned. He 
continues to be seen in psychotherapy, but treatment 
at this time is aimed more at helping to alleviate other 
problems resulting from his being brought up in a 
broken home without any significant male figure in his 
family. 

In all of these cases, routine physical and 
neurological examinations were within normal 
limits. Complete blood counts and urinalyses, . 
routine and microscopic, were reported as 
normal, and clectroencephalographic studies 
failed to reveal any significant abnormality. All 
three patients had chromosomal studies per- 
formed and were reported to have normal 
karyotypes. 

The sisters had a total of six children, and 
all of these were seen at the clinic. Four of the 
six had definite and obvious multiple motor 
tics, but only one the pathognomonic vocal 
component. 

All of these three patients fulfil the diagnostic 
criteria set forth by Fernando: (1) childhood 
onset, below the age of sixteen; (2) multiple 
motor tics; (3) unprovoked loud utterances 
which may progress to the forced shouting of 
obscenities (coprolalia). 


Discussion 

This uncommon affliction has attracted much 
attention, with over fifty articles appearing in 
the medical literature during the 1960s. This 
degree of interest is due not only to the bizarre 
nature of the disonder and the immeasurable 
suffering of those afflicted but also to the divided 
opiniéns as to whether the condition has,a 
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psychodynamic or an organic aetiology, and 
until recently treatment methods were varied 
and of doubtful outcome. 

The search for a cause has prompted investi- 
gators to look into various neurological, psycho- 
dynamic, pathophysiological and, more re- 
cently, biochemical possibilities. Mahler and 
Rangell theorized on the basis of the clinical 
symptoms that psychodynamic factors alone 
could not account for the disease, and they 
postulated an underlying defect in the strio- 
pallidal connections. This was an astute 
clinical prediction, especially in the light of 
Balthasar's later publication of post-mortem 
findings that included an increase in the number 
of small cells in the corpus striatum. Recent 
advances in the field of brain chemistry, and the 
efficacy of haloperidol, a butyrophenone com- 
pound, in controlling the symptoms of the 
disease, lend further support to the concept of 
striatal involvement. 

The catecholamines, norepinephrine and 
dopamine, are presumptive neurotransmitters in 
. the brain. In most areas of the brain dopamine 
functions as a metabolic precursor of norepine- 
phrine, but in the corpus striatum dopamine is 
the predominant catecholamine and is a puta- 
tive neurotransmitter in its own right. Tics 
similar to those of Gilles de la Tourette’s disease 
have been observed as a side effect in parkin- 
sonian patients treated with L-dopa. Snyder 
et al. have postulated that there is a hyper- 
activity of dopaminergic systems in the corpora 
striata of Tourette patients. Whether this 
hyperactivity is produced by enhanced release 
of dopamine, impaired inactivation of dopa- 
mine or hypersensitivity of the receptors is a 
matter of speculation. The dopaminergic 
concept of the disorder is supported by an 
evaluation of the differential efficacy of drug 
treatment. A large number of psychotropic 
drugs have been administered to patients with 
discouraging results, whereas dramatic thera- 
peutic effects have been reported with the 
use of haloperidol. It has been proved 
that haloperidol is an effective and potent 
central dopaminergic blocking agent; it is more 
effective on a milligram for milligram basis than 
trifluoperazine, chlorpromazine, and thiorida- 
zige. The dopaminergic neurones of the 
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corpus striatum have the highest affinity 
for the neuroleptic drugs, and those same 
neurones are depressed by the lowest active dose 
level of the group of drugs which includes 
haloperidol. * 

The dopaminergic theory would explain the 
similarity of the tics in Gilles de la Tourette’s 
disease to those observed as a side effect of 
L-dopa treatment, the role of the striatal area, 
and the unique effectiveness of haloperidol, a 
potent central dopaminergic blocking agent, in 
controlling the symptoms of the disease. The 
evidence, while suggestive, is not conclusive. 
Direct demonstration of the biochemical abnor- 
mality in patients suffering from the disease 
would be required to constitute proof. 


SUMMARY 


The three cases presented represent the first 
published familial occurrence of this rare condi- 
tion that Gilles de la Tourette thought might be 
hereditary. Recent advances in the field of brain 
chemistry suggest the condition may be due to 
hyperactivity of the dopaminergic systems in the 
corpora striata. This theory would explain the 
similarity of the tics to those observed as a side 
effect in parkinsonian patients treated with 
L-dopa; the unique efficacy of haloperidol, а 
potent central dopaminergic agent, in con- 
trolling the symptoms; and previous clinical 
impressions supported by post-mortem findings 
of subcortical involvement. Haloperidol controls 
but does not reverse the basic pathology, so that 
maintenance therapy is necessary. 
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Organic Factors in Gilles de la Tourette’s Syndrome 


By ARTHUR K. SHAPIRO, ELAINE SHAPIRO, HENRIETTE WAYNE 
and JOHN CLARKIN 


Gilles de la Tourette’s syndrome had been 
considered an organic, often hereditary illness 
for many years after it was first described in 
1885 (1, 2), but when medicine became psycho- 
logically oriented, the syndrome was more 
frequently classified as a psychological illness 
(3), and patients have been said to be schizo- 
phrenic, psychotic, obsessive-compulsive, hys- 
teric, to have inhibited aggression, and eventually 
to deteriorate intellectually and psychologically. 
However, no support for common psycho- 
pathological and dynamic factors was found in 
our previous study of 34 patients or in a review 
of the literature (4). Recently, as medicine has 
. shifted back from a psychological orientation, 
and as case histories have accumulated, an 
organic aetiology has been more frequently 
postulated. 

The aim of this study was to evaluate the 
hypothesis that organic impairment of the 
central nervous system is aetiologically related 
to Gilles de la Tourette's syndrome. 


PROGEDURE 


Thirty-four patients were extensively evalua- 
ted between 1965 and 1971. Parents, spouses, 
and relatives were interviewed whenever possi- 
ble, and extensive records of previous evalua- 
tions and treatments by other physicians, 
psychologists, and social workers were obtained 
on each patient. Twenty-seven patients were 
male and seven were female. The median age of 
onset was 6:5 years (range 3:0 to 13:0); 
median duration of illness was 12:6 years 
(range 3:5 to 54:0); median age at which the 
syndrome was first diagnosed was 14:0 years 
(range 6:0 to 55:0); median age when first 
seen by present investigators was 16-6 years 
(range 6-0 to 63-0); and median present age 
(August 1971) was 19:0 years (range 8:6 to 
65:0). à 
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Although projective psychological tests have 
poor reliability and validity, they were used 
rather than other psychological tests of organi- 
city for the following reasons. Many patients 
had such testing as part of their previous records; 
projective tests are used extensively (in the 
United States) in evaluation and have been the’ 
basis for many theoretical formulations about 
Gilles de Ia Tourette’s syndrome; the use of 
these tests in many more patients than usually 
reported, and an attempt to assess their reli- 
ability by comparing the ratings of two senior 
clinical psychologists, would provide a more 
meaningful evaluation of concepts about the syn- 
drome which have been so based. In addition, 
limited financial resources, and the patient's 
weariness of being tested extensively throughout 
their lives, precluded the use of other methods. 
Finally, a review of the literature of other 


psychological tests for assessing the виш . 


organicity that we expected revealed poor 
validity and intercorrelations among the various 
tests. 

For brevity, the procedure, results and 
discussion will be condensed into the next 
section. 


RESULTS 
Ratings of organicity 


Patients were rated by all raters on the 
following crude comparative scale for degree of 
organicity or abnormality of the central nervous 
system: (0) none, (1) mild, (2) moderate, (3) 
marked, and (4) severe. The rating scale was 
not defined because the intention was to permit 
clinicians to evaluate the degree of abnormality 
according to clinically meaningful categories. 
The ordered rating scale also provided an 
opportunity to assess reliability among raters. 

The distribution of ratings, and the number 
of agreements and disagreements for the ratings 
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of the two psychologists, two electroencephalo- 
graphers, neurologist and psychiatrist, are 
summarized in Table I. 


Psychiatric ratings ; 

A rating of organicity by the psychiatrist was 
based on a history of hyperactivity, clumsiness, 
awkwardness, or perceptual problems during 
childhood, and on the clinical observation of 
perseveration, confabulation, and disturbed 
cognition. 

The clinical impression of the psychiatrist 
was that 17 patients (50 per cent) had ‘mild’ or 
‘moderate’ impairment of the central nervous 
system. Fourteen patients had a childhood 
history of distractability and hyperactivity. One 
adult patient had poor memory and persevera- 
tion. ‘Mild’ or ‘moderate’ ratings were consi- 
dered clinically significant. This finding, to- 
gether with a high percentage of left-handedness 
(85:3 per cent) suggests early central nervous 
system difficulty. 

Our results were close to those of Lucas et al. 
(5) who found that 9 of 15 patients (60 per cent) 
had various learning difficulties in school. 
Mahler et al. (6) reported that many patients 
had what would be diagnosed today as hyper- 
kinetic reactions of childhood (although most of 


о -<te patients did not seem to have Gilles de la 


Tourette's syndrome), Fernando (7) and Kelman 
(8) reported lower percentages of abnormality, 
but their findings may have been less reliable 
because their studies were retrospective reviews. 
Even our findings, largely retrospective for our 
adult patients, may be a lower estimate of 
abnormal development. 


Psychological ratings 

Two psychologists rated organicity in 90 of 
the patients who completed the following 
psychological tests: 


WAIS or WISC. A difference of 17—19 points 
between the Verbal and Performance Scale 
IQs was scored as ‘mild’; 20 points or more was 
scored as ‘moderate’ (9). 

Nine of the 16 adults had a discrepancy of 19 
or more points between the Verbal and Per- 
formance Scale IQs. The frequency of a differ- 
ence of this magnitude occurring in the normal 
standardization populations of the WAIS is 
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3 per cent (9). Only two of the children had a 
Verbal-Performance Scale IQ, discrepancy of 
I9 points or more; however, a significant 
difference between the VS-PS IQs is. rarely 
found in children's records. Verbal .IQ is 
heavily weighted towards the retrieval of 
acquired information; perceptual-motor diffi- 
culties, hyperactivity, and distractibility result 
in learning difficulties and lower the Verbal 
Scale І.О. 

Rorschach. Each Rorschach protocol was 
scored using the Piotrowski (10) signs for 
organicity. Of the 30 patients, 6 were rated as 
having ‘mild’ and 5 were rated as having 
‘moderate’ organicity—a total of 36:7 per cent 
with some degree of organicity (see Table Т). 

Bender-Gestalt. Ratings for the Bender-Gestalt 
utilized the Hutt (11) system for scoring organi- 
city in adults, and the Koppitz (12) system for 
children. 

Two psychologists independently rated the 
patients and agreed about their ratings in 27 
of the 30 patients. The correlation between the 
raters was 0°96. Twenty-four patients (80 рег. 
cent) had ‘mild’ to ‘marked’ organicity (see 
Table I). 

Lucas et al. (5) reported бо per cent with 
abnormalities. No other large series of patients 
with psychological tests have been reported, 
although several isolated case histories have 
been published which report no abnormality on 
psychological testing. 

Overall organicity. The overall rating was based 
on an integration of the WAIS or WISC, 
Bender-Gestalt, and Rorschach. The psycholo- 
gists agreed on all of their ratings for patients 
(see "Table I). T'wenty-three patients (76:7 
per cent) had abnormalities on the overall 
ratings. 


Electroencephalograms 


Twenty-four electroencephalograms, utilizing 
unipolar and bipolar montages with 22 scalp 
leads, and the records for eight patients obtained 
from other sources, were evaluated indepen- 
dently by two senior electroencephalographers. 
The difference between the ratings were 
averaged. D 

Sixteen patients (50:0 per cent) had ‘mild’ to 
‘marked’ abnormalities on the EEG ratings. 
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The abnormalities were characterized as non- 
specific, but included both fast and slow fre- 
quencies as well as paroxsysmal activity with 
posterior preponderance. Reliability of ratings 
is also- indicated by the correlation between 
raters of 0:87. 

An incidence of abnormal electroencephalo- 
grams in 50 per cent of our patients, and varying 
in the literature from 26:7 to 85-7 per cent 
(5, 19, 14, 8, 15, 16), is higher than the 15 per 
cent of abnormal EEG's usually reported in 
norma] control subjects (17). 


Neurological ratings 

A neurological examination was completed 
on 21 patients, and 13 patients were evaluated 
from reports of other neurologists. 


Eighteen patients (53:8 per cent) had ‘mild’ 
to ‘moderate’ neurological abnormalities (see 
Table I). Mild motor asymmetries were notice- 
able in 11 patients; one patient had a left 
Babinski sign and mild ‘clumsiness; two younger 
patients had short attention spans, clumsiness, 
and hyperactivity. ; 

None of the studies and reviews considered in 
this paper reportet neurological abnormalities, 
except Kelman (8) who found 42 per cent of the 
reviewed patients with abnormal neurological 
signs. 

Intercorrelation and consistency of ratings. The 
intercorrelations of the ratings of the psycholo- 
gists, electroencephalographers, neurologist, and 
psychiatrist are presented in Table II. Although 
the correlations among raters were low, a total 


Tase I 
Rating of central nervous system abnormality 








Ratings Number of 
Clinical test or ————— % Total 
evaluation Moder- Mark- Agree- Disagree- Agree- abnormal 
None Mild ate ed Severe Total ments mens ment (%) 
Psychological tests 
Bender-Gestalt 
Psychologist A 4 8 10 8 — 30 27 3 go 
Psychologist B 6 6 II 7 — 80 ==, 
Average 6 6 її 7 — 30 80-0 
Rorschach 
Psychologist A e 1g 6 5 — — 30 30 о 100 
Psychologist B .. IQ 6 5 — — 30 
Average... 4 19 6 5 — — 30 36:7 
WAIS ог WISC 
Psychologist А .. I9 4 7 — — 30 30 о 100 
Psychologist В .. 19 4 7 — — 30 
Average .. . 19 4 7 — — 30 36:7 
Overall rating 
Psychologist A 7 16 7 — — go 30 о 100 
Psychologist В 7 16 7 — — go 
Average 7 16 7 — — 30 76:7 
Electroencephalogram 
EEG'erA  .. 2e IBS 7 5 5 — 32 29 9 74 
EEG’ er В ete .. 16 9 4 3 = 32 
Average... .. 16 9 3 4 = 32 50-0 
Neurological 
Neurologist .. . 16 1g 5 — — 34 — — — 53:8 
Prychiatric i 
Psychiatrist .. „17 10 7A — — 34 — — — 50-0 


-—.— 
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Тавіх П 
Intercorrelations (PMR) among ratings of central nervous system abnormality 
Psychological tests 
Clinical test or Neuro- Psychi- 
evaluation ` Bender- WAIS or Overall EEG logical atric 
Gestalt Rorschach WISC rating 
Psychological tests 
Bender-Gestalt .. — *30 25 -67 "06 16 "32 
Rorschach ia .. Фо — o 58 ‘12 -38 -28 
WAIS or WISG $5 *25 +08 — 28 *02 :28 ‘07 
Overall rating .. { -67 -58 28 — -06 *40 '37 
Electroencephalograms *o6 *12 *02 *06 — 18 `98 
Neurological wee Не “16 +38 -28 "40 18 — "4I 
Psychiatric , 32 +28 *07 *28 23 41 — 





of 19 patients (65-5 per cent) had abnormalities 
on three or four of the test parameters (see 
Table III). Only two patients had no abnor- 
malities on any of the test parameters. 





"TAsrz ПІ 
Number of test parameters with central nervous system 
abnormality among patients 
Central nervous system abnormality 
Number of Number of Per cent of 
test parameters patients patients 
4 7 24'1 
3 12 41'4 
2 2 6-9 
I 6 20:7 
о 2 6:9 
29 100.0 





Parameters: Psychological tests, EEG’s, neurological, 
and psychiatric evaluations. 

Patients with data on all parameters = 29; 5 patients 
had incomplete data on one or more parameters. 


The low correlations among raters may be 
related to differences in measurement or in 
what was being measured. Correlations were 
not applicable for some of the ratings because 
the distributions were skewed or restricted (e.g. 
the Rorschach, WAIS or WISC). 

An important finding of this study was the 
high percentage of patients who had some degree 
of abnormality: 76:7 per cent on psychological 
tests, 50 per cent on psychiatric examination, 50 
per cent on electroencephalograms, and 53 per 
cent on neurological examination. 


A serious shortcoming of this study is the 
absence of an independently and blindly assessed 
control group. The impression of clinicians who 
participated in the evaluations was that more 
patients had abnormalities than would normally 
be found in a comparable sample. Concerning 
the recurrent issue of the literature about 
whether Gilles de la Tourette’s syndrome has 
an organic ог a psychological aetiology, it is . 
perhaps significant that most of the authors who 
postulated a psychological aetiology studied 
very few patients (18, 19, 20, 21, 22, 29). 
Morphew et al. (24), the one exception, de- 
scribed six patients and summarized data on 43 
patients from the literature. Most of these 
papers postulated a direct correlation between 
the symptoms and inhibition of aggression. 

Our previous study (4) failed to find common 
psychopathological factors (schizophrenia, un- 
derlying psychosis, obsessive-compulsiveness, in- 
hibition of hostility, hysteria or hypochondriasis, 
or significant family history of tics, mental ill- 
ness or psychopathology), and thus gives no 
support to the hypothesis of a psychological 
aetiology. 

Our position, based on extensive clinical ex- 
perience with patients and on analysis of our 
data, is that the syndrome is due to an organic 
impairment of the central nervous system and 
does not require secondary psychological factors 
for the development of symptoms. Observed 
pathology may be part of the basic impairment 
of these patients or secondary to the prolonged 
burden of chronic and extremely stressful 
symptoms. These patients do not manifest 
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common psychopathology (4) or family his- 
tories (25), and their symptoms are not predict- 
ably or permanently responsive to psychological 
treatment (26). We consider postulating a dual 
aetiology (organic and psychological) to be 
unparsimonious. Although psychological and 
environmental factors may influence, increase, 
or decrease symptomatology, as pointed out by 
Eisenberg et al. (27), this cannot be considered 
proof of psychogenesis, and arguing from clinical 
phenomenology to hypothesized origin must be 
inconclusive. 

Other studies and reviews have concluded 
that the aetiology is unknown (27, 8, 13, 7) or 
that the condition is caused by an underlying 
abnormality of the central nervous system inter- 
acting with psychological factors (5, 14, 28), or is 
a neurophysiologic disorder of the central 
nervous system, probably of the basal ganglia 
(29, 30, 31, 32, 33, 34, 35, 36, 37, 38, 39, 40, 
28, 2). 

Support for an organic aetiology is incom- 
plete, since all patients do not demonstrate 


. organic stigmata. The most likely explanation is 


that of Pasamanick et al. (41) who hypothesized 
a ‘continuum of reproductive causality’ caused 
by prenatal, perinatal, or developmental brain 
damage. The brain damage may vary from 
minimal (not detectable by our tests) to more 
extensive impairment (which was measured by 
our tests). Some support for this explanation is 
to be found in the poor correlation among 
different parameters of organic impairment. In 
addition, of 29 patients with complete data on 
all parameters 27 had one or more abnormali- 
ties, and only two patients were without 
abnormalities. 

However, precise and definitive evidence for 
an organic aetiology requires demonstration of 
neurophysiologic or anatomic pathology. None 
is available at the present time, except for the 
speculative inductive reasoning that the weight 
of observational evidence supports an organic 
aetiology. 

In the author's opinion, Gilles de la Tourette’s 
syndrome is a neurophysiologic and not a 
psychiatric disease. Definitive evidence about 
its aetiology is likely toecome from ‘neuro- 
physiologic rather than psychologic investiga- 
роз. 


SUMMARY 

Our hypothesis that patients with Gilles de la 
Tourette’s syndrome have an impairment of the 
central nervous system is supported by analysis 
of data on 34 patients. Abnormalities were 
found in 76-7 per cent of patients on psycho- 
logical testing, 50-0 per cent of electroencephalo- 
grams, 50 per cent of psychiatric, and 53-8 per 
cent of neurological examinations. The short- 
comings of our data are discussed, especially 
the absence of an independently and blindly 
rated control group. 

The failure to find organic impairment in all 
patients on all tests can be attributed to a con- 
tinuum of central nervous system abnormality 
varying from minimal to more extensive 
pathology. 

Our data, and our interpretations of the 
data from the literature, do not support a 
psychological aetiology, and the burden of proof 
is on those claiming it. Although considerable 
indirect evidence supporting an organic aetiology 
has been presented, definitive evidence is not yet 
available. 
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Failure to Establish Control over Tics in the Gilles de la 
Tourette Syndrome with Behaviour Therapy Techniques 


By PATRICIA L. SAND and COLDEVIN CARLSON 


INTRODUCTION 


The Gilles de la Tourette syndrome is a 
puzzling disorder, usually beginning in child- 
hood. It is characterized by (1) facial and bodily 
tics progressive in involvement and frequency, 
(2) grunting and barking noises and, (3) copro- 
lalia (i.e. compulsive obscenities). Although this 
pattern of behaviour has been described with 
striking uniformity over the past century 
(Gilles de la Tourette, 1885; Fernando, 1967; 
Kelman, 1965; Lucas, 1967; Prabhakaran, 
1970), no specific neurological or psychological 
aetiology has been found. 

A number of investigators have demonstrated 
experimental control over tic behaviours not 
identified with the Gilles de la Tourette syn- 
drome. Barrett (1962), for example, used free 
operant conditioning methods with an adult 
patient showing frequent facial and bodily tics. 
Interruption of music contingent on tic produc- 
tion produced a significant reduction in tic rate; 
tic-contingent white noise and continuous music 
had a less marked decelerating effect. Barrett 
concluded that contingent environmental con- 
sequences can control tic rate. She also made 
several excellent methodological suggestions 
for recording and consequating tics. 

Yates (1958), Rafi (1962), and Walton (1961) 
have described reductions in tic rate following 
massed practice. The theoretical framework they 
use is Hullian learning theory. They account for 
reduction in tics following massed practice 
through rapid build-up in reactive inhibition 
during massed practice; subsequent dissipation 
of inhibition during rest serves, they suggest, as 
as reinforcing state for responses occurring 
during the rest period (i.e. not being able to 
perform the tic). Yates (1958) examined experi- 
mentally the effects of various durations of 
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massed practiceeon tic rate. Walton (1961) 
reports a reduction in tic movements following 
massed practice with continued improvement 
shown in five-months or yearly follow-ups. 

Only one investigator (Clark, 1966) indicates 
successful use of a behavioural treatment tactic 
with subjects clearly showing behaviours asso- 
ciated with the Gilles de Ia Tourette syndrome. 
Clark used massed practice with three adult 
patients whose tics had begun in childhood. In 
each case the patient was asked to repeat his 
currently most frequent obscenity as often and 
as loudly as possible during two thirty-minute 
treatment sessions daily. When the patient 
substituted other words, an electric shock just 
below the pain threshold was administered. 
Frequency of repetitions over each thirty-second 
interval was recorded by the therapist using a 
unit counter. Thus ongoing records showed the 
rate of repetitions over time and the total 


number of repetitions the subject made Бебе. 


he could no longer say the obscenity at least 
once every minute. During later treatment 
sessions patients showed progressively fewer 
responses until they could no longer emit the 
agreed-upon obscenity (conditioned inhibition). 
Clark reported cessation of coprolalia in two of 
three patients treated, over 25 and 49 condition- 
ing sessions respectively. These two patients 
remained able to work and had not consulted 
physicians with any other significant emotional 
or physical disorders over the year following 
treatment. A third patient discontinued treat- 
ment after ten sessions and retained her 
symptoms. 

Clark's treatment was focused on the copro- 
lalic behaviour. He does not comment directly 
to any changes in rate of facial or bodily tics, 
although generalized behavioural improvement 
is implied by his statement that his patients 
remained ‘symptom free’. 

Less satisfactory results are reported by two 
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other investigators (Feldman and Werry, 1966; 
Stevens and Blachley, 1966). Feldman and 
Werry report an unsuccessful effort to reduce 
tics consisting of head jerks and eye blinks. 
Though they do not characterize their 134-year- 
old patient as showing the Gilles de la Tourette 
syndrome, they do indicate that he had begun 
making grunting noises approximately two years 
before their study; however, ethese noises were 
not present at the time treatment began. The 
combination of facial, head, and vocal tics they 
describe and the sequential pattern of tic 
development is quite consistent with the usual 
description of Gilles de la Tourette syndrome. 
Feldman and Werry selected the head jerk 
for massed practice with eye blinks and facial 
grimaces retained as control measures. Baseline 
measurements of tic frequency were obtained 
over fifteen minute periods during interview 
with the therapist. Treatment consisted of five 
minutes of massed practice after fifteen minutes 
of observation within each therapy session. The 
child was also instructed to practise the tic at 
home for five minutes three times daily. Massed 
practice was discontinued after fifteen weeks 
because all tics had worsened both within 
observational periods and at home. Also, an 
audible throat noise not present at the beginning 


eaeb-weatment reappeared. Massed practice only 


during therapy sessions was tried, but the child’s 
tics continued to increase and his family dis- 
continued treatment. 

Feldman and Werry concluded that increased 
anxiety could be one outcome of the treatment 
procedure itself. For patients who respond to 
massed practice with increased anxiety, they 
indicate that increased tics may result from 
increased drive level. It should be noted that 
Feldman and Werry used massed practice time 
intervals much shorter than those reported by 
Clark. Also unsupervised massed practice at 
home provided much less information and 
control over ongoing changes in tic rate. 

Behavioural treatment of a 13-year-old girl 
diagnosed as showing the Gilles de Ja Tourette 
syndrome is reported in a summary by Stevens 
and Blachley (1966). Drs. Frank Strange and 
Fred Kanfer worked with Stevens and Blachley 
in this child’s treatment. Initially, control in an 
experimental setting through use of an electric 


shock was attempted. Following each muscle 
jerk, the child received a brief, therapist- 
administered electric shock to her finger. When 
ten minute tic free periods were achieved, self- 
administered electric shock was introduced. 
Using self-administered shock, the child main- 
tained nearly 100 per cent tic freedom. However, 
when the apparatus was removed tic rate 
resumed pre-conditioning levels. Self-reinforce- 
ment using the word ‘shock’ also reduced tic 
frequency in the laboratory without carryover 
to school or home. Reinforcement contingencies 
which might be maintaining tic behaviours were 
explored, without success. Stevens and Blachley 
summarize ‘after six months of weekly condi- 
tioning treatments with shock plus interim 
verbal reinforcement, insight therapy, relaxa- 
tion therapy, and hypnosis, the patient was 
distinctly worse, having added a loud hissing 
noise through her teeth ten to fifteen times each 
minute to the motor tics’. After trial of several 
drugs the investigators found that tic behaviours 
could be controlled with daily administration of 
haloperidol. . 
It should be noted that the vocal tics described 
in both of the above cases developed under 
diverse behavioural techniques (massed practice 
у. aversive conditioning). One aspect of treat- 
ment held in common was the view that the 
child had a potentially remediable learned 
disorder; also, more attention may have been 
focussed on the symptomatic behaviours. How- 
ever, considering the sequential development of 
tics characteristic of this syndrome, it remains 
quite possible that vocal tics began or increased 
their occurrence quite independently of the 
treatment methods being applied. 


CASE PRESENTATION 


The present authors treated a g-year-old boy 
with Gille de la Tourette syndrome over a 
thirteen month period. Behaviour therapy 
techniques used with this child included (a) 
alteration of reinforcement contingencies sur- 
rounding tic behaviours at home and school, 
(b) parental and subject’s counting of tic 
behavipurs, and (cà massed practice. A brief 
descrigtion will follow summarizing his personal 


characteristics and tic behaviours. 25 
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Patient history 

J.R. was a healthy 93-year-old boy with a normal 
birth history. Detailed neurological examination 
revealed no abnormality of coordination, gait, sensa- 
tion, cranial nerve function, or of motor control other 
than tics. An electroencephalogram in the waking 
state was within normal limits. 

Ј.В. tended to show domineering, highly competi- 
tive behaviours socially and was not well liked by other 
children. His school achievement was at, or above, 
grade level, and his intellectual functioning, as indi- 
cated by performance on the Wechsler Intelligence 
Scale for Children (WISC) fell in the ‘superior’ range. 

Though there were significant conflicts in the 
marital relationship between the patient’s parents, 
no consistent relationship between variations in 
parental dissension and his tics was observed. A 
younger, severely retarded sibling remained at home 
and required extra parental care and attention. 

Frequent eye blinking and facial tics were first 
noted by the patient’s kindergarten teacher. Tics 
involving face, neck, and shoulders and repetitive 
throat sounds were noted by the patient’s parents 
when he was seven years old. Tranquillizers (Librium, 
Valium) prescribed by his private paediatrician had 
been ineffective in reducing tics. 

At the time of his referral to the authors, J.R. had 
begun interspersing tic-like swear words in regular 
conversation (coprolalia). He also shouted individual 
words within sentences. Other vocal tics consisted of 
loud clucking sounds, sometimes audible outdoors 
across a distance of a city block. Though his thought 
content was logical and well-organized, the above 
bizarre vocal behaviours often made his speech 
difficult to understand, especially in telephone con- 
versations. A variety of movements occurred during 
tics of his face, neck, and shoulders. A sharp sidewise 
movement of his head to the left with upward move- 
ment of this shoulder was most frequent. 

Rate of bodily and vocal tics during interview 
appeared to vary with the child’s fatigue and with 
the stressfulness of interview content. With neutral 
content, the modal rate for facial/shoulder tics was 
10-12 per minute, Verbal tics (i.e. ‘clucks’, shouted 
words, and coprolalia) occurred during interviews 
2-6 at a rate varying from 14 to 51 per minute. 


TREATMENT METHODS AND RESULTS 
Baseline 
The patient was seen for out-patient inter- 
views two times per week during the baseline 
period. A second five minute interval\during 
each interview was selected as the int&val in 
. hich quantitative records were kept of tic 


frequency; during this interval, J.R. was asked 
to discuss his activities over the past few days. 
Two automatic wrist watch counters were used 
for convenience. 

The following were classified as ‘vocal’ tics: 
(a) coprolalic responses, (b) words shouted with- 
in stentences, and (c) loud clicking sounds. 
Facial/bodily tics consisted of each instance of 
tic movement. Sometimes multiple facial and 
bodily movements occurred simultaneously, but 
these were recorded as one event if they occurred 
at the same time. 

More detailed recording of various tics this 
patient showed would have been desirable, but 
was impracticable without use of an additional 
observer. Videotape recordings were kept of 
some sessions. Videotaping of all sessions with 
subsequent tabulating of tic rate should be 
considered by subsequent investigators studying 
this syndrome, in view of the typically high 
frequency' of several tics. Also, videotaping 
would allow for more objective evaluation of 
changes in response topography, as well as 
frequency. In our patient, for example, vocal 
‘clucks’ initially were extremely loud, explosive 
sounds; they changed over the course of trcat- 
ment toward far less obtrusive, gasping sounds. 
Both were counted as vocal tics in the present 
recording system. 

During the baseline, the patient and his family 
were reassurred that he was not ‘crazy’ or 
intentionally disruptive, but instead that he 
showed a rather unusual tic disorder which 
might be reversible with behavioural methods. 
All members of the family seemed relieved, and 
it was observed that the subject's coprolalia 
diminished both in interview and at home. By 
session 7 it had disappeared completely. No 
subsequent recurrence was noted. 


Contingency change 

During week 7, treatment was initiated. Fig. 1 
summarizes tic frequency during baseline and all 
subsequent treatment periods, with tic frequency 
averaged over consecutive sessions. An attempt 
was made to alter some of the environment con- 
sequences which had followed J.R.’s tic re- 
sponses. One week before his referral, J.R.’s 
parents had been instructed to keep him home 
from school, since his sounds had become 


© me, 
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intolerably disruptive in a regular classroom. 
Prior to his receiving home instruction, however, 
he had been asked to go home whenever his 
sounds had become especially loud or frequent. 
This was quite likely to occur during arithmetic 
class, and arithmetic was a subject that J.R. and 
his teacher both agreed was most difficult for 
him.” Before session 8, school officials were 
persuaded that J.R. should, be returned to 
school, and should under no circumstances be 
sent home or excused from work because of his 
tics. T'he classroom teacher was instructed to seat 
J.R. toward the back of the class for most of the 
time, but to allow him to sit nearer her during 
intervals when she noticed his tics were less 
frequent. 

During interviews with J.R.’s parents the 
therapist became aware that a disproportionate 
amount of their time was spent with J.R.'s 
severely retarded younger sibling. This was 
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somewhat unavoidable, since the retarded 
sibling was totally dependent for dressing, feed- 
ing, and toileting. As J.R.’s tics had become 
louder and more frequent, his parents, had 
become more attentive to him, though often this 
attention was negative. For example, both 
parents sometimes shouted or angrily left the 
house when the tics became especially noisy and 
irritating. 

Both parents were encouraged to make no 
comments on J.R.’s tics and as far as possible to 
show essentially no reaction to tics. When he was 
especially quiet, it was suggested that they 
should make a special point of spending extra 
time with him. Both parents tried to follow 
these guidelines. 

During the contingency management period, 
J.R. showed somewhat fewer tics during obser- 
vation intervals than had been observed in 
the baseline. Also, his parents seemed to feel that 
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tics at home had improved somewhat. At school, 
J.R. was reported to be doing good work 
academically, but he continued to be avoided 
at school by schoolmates who imitated his 
peculiar tics. The guidelines indicated above 
continued to be followed while subsequent 
treatment methods were being employed. 
Couftting 

To supplement the above treatment approach, 
J.R. and his parents were given wrist counters, 
and were instructed to count the frequency of 
vocal tics during one-half hour in the morning 
(breakfast) and one-half hour in the evening 
(dinner). This intervention was based on 
evidence that self-recording can often influence 
the frequency of undesirable behaviours. 

J.R. usually came to treatment sessions with 
lower figures representing tic frequency than 
did his parents. He appeared resentful and less 
communicative with the therapist than he had 
been during earlier periods of treatment. He 
expressed discouragement about not improving 
sooner, and repeatedly asked if there was any 
' hope that the tics would be gone before summer 
baseball started, since he felt that they would 
compromise his selection to play in games. His 
awareness of the tics appeared to increase, and 
some change in their topography began to 
occur, with softer vocalizations becoming more 
frequent. Fig. 1 indicates a further slight 
reduction in tic frequency. 


Massed practice 

Massed practice was started during the fourth 
month of treatment. During treatment sessions, 
J.R. spent two consecutive five-minutes intervals, 
broken by three-minute rest intervals, practising 
vocal ‘clucks’ and the most usual shoulder/head 
tic. Thus, a total of 26 minutes at each session 
was devoted to massed practice. J.R. was also 
instructed to go through the same sequence 
twice a day at home; one home session was to be 
with his mother observing, and the other by 
himself. It was felt that the supervised practice 
session was performed consistently. J.R. also 
performed the second individual massed practice 
session, though the time intervals may have been 
shortened. , 

Tic rates for both vocal and facial/bo tics 
digninished considerably during this interval, 
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but still remained above socially acceptable 
levels. Further change in the topography of both 
vocal and facial bodily tics occurred. Instead of 
the facial grimace and shoulder movements 
which had been characteristic before, a much 
less marked facial grimace with rolling of his 
eyes appeared. Also, at this point, a soft gasping 
sound almost totally replaced the initial explosive 
‘clucking’ sound. e 


Follow-up 

J.R.s parents were instructed to continue 
massed practice at home, once a day, during the 
sessions grouped in Fig. 1 under the ‘follow-up’ 
category. During therapy sessions, observations 
were taken as before. There was also an inten- 
sified effort to work with J.R.’s parents on 
setting appropriate disciplinary limits at home 
and on general child rearing guidance, in rela- 
tion both to J.R. and to his retarded sibling. 


Medication 

An additional reason for seeking more rapid 
effective symptom removal was provided by the 
anticipated transfer of the patient's father to a 
job in a distant location. J.R.’s mother expressed 
considerable ambivalence about relocating the 
family and attempting J.R.’s treatment with 
new therapists. We decided at this point to try 


the use of haloperidol, since favourable resultem. 


had been reported (Lucas, 1967; Stevens and 
Blachley, 1966). Haloperidol was started initially 
at 0:25 mg. four times per day; vocal tics 
disappeared during the observational periods 
and occurred at a very low rate (one to four 
times day) at home. Facial/bodily tics also 
decelerated dramatically. 

Though the patient and his family expressed 
much satisfaction with this result, they con- 
tinued to feel concern about the use of the drug 
which in tbis country is still classified as experi- 
mental. Also, our earlier emphasis on beha- 
vioural techniques may have made them feel 
that the medication was a ‘last resort’, though we 
had tried to present this change in treatment 
method much as earlier changes had been 
presented. 

Reports from the child's current physician 
indicates that J.R. has had recurrences of tics 
when he has refused or discontinued his medica- 
tion, but generally remains tic-free. 
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CONCLUSION 

In retrospect, it would appear that the interval 
over which behaviour therapy techniques were 
used should have been shortened. Medication 
with haloperidol would appear to be the treat- 
ment of choice. If embarrassing, socially un- 
acceptable behaviours can be eliminated 
promptly, that is probably preferable. 

It is of interest, however,ethat reduction in 
frequency of tics and changes in the topography 
of the tics did indeed occur during behaviour 
therapy. Longer intervals of supervised massed 
practice may prove to be a suitable treatment 
method. However, we suggest that if behaviour 
therapy is not fully successful in reducing the 
symptoms characteristic of Gilles de la Tourette 
syndrome, a trial period of medication should be 
considered. 

The aetiology of this tic disorder remains 
unclear, but we are less inclined to view it as 
essentially the product of operant learning than 
we were initially. Further clinical and labora- 
tory studies of this unusual tic disorder will be 
needed for an adequate understanding of its 
causes and appropriate treatment. 


SUMMARY 


Contingency management, self-recording, 


easmasced practice, and medication (haloperidol) 


were used with a 9-year-old subject diagnosed as 
showing Gilles de la Tourette syndrome. The 
frequency of vocal and facial/bodily tics over 
consecutive treatment sessions is graphed. 
Though significant changes in both the topo- 
graphy of tics and frequency of tics occurred 
using behavioural tactics, none of the behaviour 
therapies used decreased the tics to socially 
acceptable levels. Massed practice appeared to 
have a greater effect on tic frequency and 
topography than did the other behaviour 
therapies. Longer and, more rigorously con- 
trolled application of massed practice may hold 
potential for the control of the tic behaviours 


observed in this syndrome. The subject studied 
showed a documented and prolonged reduction 
in tic frequency with medication аваар 
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ABSTRACT 


Familial Pre-senile Dementia: The Relevance of a 
Histological Diagnosis of Pick’s Disease 


By MYRE SIM and К. N. BALE 


The literature of familial pre-senile dementia is 
adequately reviewed by McMenemey (1963) and 
Pratt (1967) and that on familial forms of Alzheimer’s 
disease by Tandy and Bain (1970). In non-familial 
cases of Alzheimer’s disease it has been possible to 
correlate the clinical features with the histological 
diagnosis obtained from cerebral biopsy (Sim and 
Sussman, 1962; Sim et al., 1966), and the present 
paper is an attempt to see whether, by using similar 
diagnostic criteria as listed in Table I, including 
cerebral biopsy, a similar consistency could be 
demonstrated in the affected members of each family. 

These are shown in the genetic charts (A, Band C), 
and the relevant data are listed in Table I. Table I 
indicates that there are wide variations between each 
family in Age of Onset, Age of Death and Duration of 
Illness. In the clinical features, such as Personality 
Deterioration, Psychotic Behaviour, Early Memory 
Loss, Late Memory loss, Dysarthria, Pyramidal Signs, 
Extra-Pyramidal signs, Spinal Changes and Epilepsy 
there is frequently greater consistency between indi- 


vidual members of different families than between 
members of the same family. A similar discrepancy is 
evident in the laboratory studies, ie. EEG and 
pneumo-encephalography. 

Of those patients who had a cortical biopsy only 
one in family C (119) had a histological diagnosis of 
Pick’s disease, and another of that family (11°°) had 
the macroscopic appearances of Pick’s disease. Yet 
these two patients were in many other respects 
similar to members of the other two families whose 
frontal lobe biopsies did not show the features tradi- 
tionally regarded as diagnostic of Pick's disease. In 
fact, the histology was no more consistent or reliable 
as a diagnostic criterion than any one of the clinical 
and laboratory features listed, a situation which is 
very different to the extremely high correlation 
between the biopsy findings and the clinical and 
laboratory features of Alzheimer’s disease. 

In a previous study (Sim et al., 1966) it was shown 
that in a very large series of cerebral biopsies in 


patients with pre-senile dementia the histoldyict— 
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* diagnosis of Pick’s disease was very rarely positive, 
though the clinical features were in many respects 
similar to those of patients in whose case histology was 
regarded as non-specific. A similar situation has now 
been demonstrated in familial cases of non-Alzheimer 
pre-senile dementia. This is of particular interest in 
that the family with the patient who had a positive 
diagnosis of Pick’s disease in the biopsy had many 
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clinical similarities with the affected members of the 
other families. 

This study therefore casts further doubt on the 
specificity of the Pick’s histological changes. These 
certainly do not correlate highly with the clinical 
features of the disease, and even though tHe latter 
are not as consistent as is found in Alzheimer’s disease 
they are sufficiently different from Alzheimer’s 


orsus 


GENETIC CHART 
OF FAMILY 'A' 


GENETIC [ 
OF FAMILY 'B' ө: 





(2) 


BY MYRE SIM AND R. N. BALE 


10 120) 


Ife (CA 30) +С)? "CY x) €) °€ ШӨ 


| ,OOOQO» | dr EU 


GENETIC CHART 


OF FAMILY 'С' 
KEY ТО SYMBOLS (ШАМ озат?) 
g - AFPFICTID. MEMBER Q ммди их =“ = DICEASID мїм 
©” oe Ov -mu ME О, = NUMBER OF OFFSPRING 
eo = SCHIZOPHRENIA O = SEX UNKNOWN ; 


disease to make them clinically distinguishable. The 
presence or absence of a histological diagnosis of 
Pick’s disease is therefore not specific in diagnosis, and 
is only of limited value in the overall picture. To say 
that a patient with most of the clinical and laboratory 
features of non-Alzheimer’s disease but with a positive 
histology for Pick’s disease is suffering from Pick’s 
disease, and that those with similar clinical and 
laboratory features but with non-specific histological 
changes are not, does not help in the elucidation of 
the various clinical varieties which go to make up the 
non-Alzheimer group of primary pre-senile dementias. 
If histological authority is to be maintained in the 
diagnosis of Pick’s disease it should rest on a more 
secure clinico-pathological relationship. If a similar 
situation existed in cancer pathology where a ‘positive’ 
histology was found in only a small percentage of 


similar clinical syndromes, the histology would be 

discredited. 
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Concurrent Schizophrenia-Like Psychosis in Monozygous 
Twins Suffering from CNS Disorder 


By ALBERT WEST 


Twin studies and investigations into the 
relationship between schizophrenia-like psy- 
chesis and cerebral dysfunction are of consider- 
able interest. Refinement in twin studies has 
led to less emphasis being placed upon the 
genetic factor, but the pitfalls surrounding twin 
techniques, especially with regard to mono- 
zygous pairs and the similarity of their environ- 
ment, have led Penrose (1971) to the opinion 
that twin study ‘is especially useful, not for 
genetical researches but in assessing the effects 
of environmental influences which lead to 
discordance in identical twin pairs’. 

The literature regarding the schizophrenia- 
like psychoses has recently been reviewed 
(Davison and Bagley, 1969), and, although the 
exact mechanism is in doubt, in the majority of 
cases occurring in association with organic CNS 
disorder it seems that the CNS disorder causes 
rather than precipitates the psychosis. 

In the following case report a schizophrenia- 
like psychosis occurred almost simultaneously in 
a pair of 24-year-old monozygous twins. Both 
have an identical CNS disorder and both were 
psychiatrically normal before the onset of the 
psychosis. 


Cask REPORT 


During the night Edward, aged 24, was heard 
calling for help. This recurred the next night, but his 
father noticed no abnormality beyond his son’s 
apparent fear of something which he could not 
explain. Thirty-six hours after the onset his father 
found him spring-cleaning the bathroom in the 
belief that his mother was not dead but was coming 
home. He dressed-and undressed himself constantly, 
made strange movements with his hands, and at times 


held his head to one side as jif listening. other 
occasions he was tearful, physically retard§d and 
would not eat or wash. His father thought fat on 


ocasions his conversation was mixed up, and not 
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only did he speak of his mother being alive, but he 
also claimed to be God. 

When interviewed he said that he was a freak and 
was changing sex. He believed that in some way he 
was being hypnotized and his mind was under 
external control, as foreign thoughts entered and 
others disappeared. He said that God had placed a 
tape recorder in his head and that his life was 
dependent on its presence. He could hear unknown 
men and women discussing him in a neutral or hostile 
way and he believed himself to be discussed on 
television. When in hospital he claimed that hidden 
cameras on the ward were focused upon him, and 
that, apart from his brother, he had a double on 
the ward. 

When first seen at his home, his behaviour was 
bizarre, He squatted and strained as if in the second 
stage of labour and when questioned about his actions 
he said, ‘You go like that and you produce a woman. 
I don't want to be joined together’, There was no 
clouding of consciousness and he showed fórmalT"* 
thought disorder; his behaviour being excited and 
impulsive. 

George, Edward's twin, was anxious about his 
brother's nocturnal shouting, and during the second 
night he put on fancy dress and tried to cheer him up. 
When this failed he attempted ‘hypnosis’ and finally 
encouraged him to perform physical exercises. 
During the second evening (forty-eight hours from 
the onset of disturbance in Edward) when the refri- 
gerator motor switched on he noticed the immediate 
presence of a ‘pill’ in the centre of his forehead. This 
‘pill’ moved around his body and was controlled by 
external sounds such as the refrigerator motor, light 
switches, the flushing of a toilet or jingling of milk 
bottles, a knock on a door and even the song of a 
bird. He found that he could break this control by 
uttering a certain (undisclosed) word. In addition he 
believed that control of his thoughts had been taken 
from him and he did not need to think for himself. 
He claimed to have a special hypnotic power and he 
said that he had seen God; in fact he had had the 
sudden idea that he was God but he rejected this on 
the grounds that there could not be two Gods. He 
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claimed that local authority spies were watching his 
home, and when in hospital he thought they were still 
watching him. He believed that if he rubbed his head 
in a certain way it was of special significance to him. 

Although he gave the onset of his symptoms as 
forty-cight hours after the onset in his brother, his 
father noticed no abnormality until about the sixth 
day of Edward’s illness when George became tearful 
and retarded, though less so than his brother. His 
talk was occasionally mixed-up afid he also said that 
his mother was alive. 

When interviewed George was less co-operative 
than Edward, though there was no clouding of 
consciousness. He insisted upon performing bizarre 
breathing exercises until finally he held his breath for 
a very lengthy period. He said that he was doing it 
‘to save’ his family. Like his brother he showed formal 
thought disorder and his behaviour was very 
impulsive. 

The twins were admitted informally to a mixed- 
sex, open admission ward on a psychiatric unit, but 
as far as possible they were nursed apart from each 
other. The disturbance of thought and talk continued; 
for instance when George was asked to interpret the 
proverb ‘a rolling stone gathers no moss’, he replied 
‘that’s been all the records. Going along like this. 
Next thing I heard was yellow jaundice’. Both were 
disturbed by hallucinatory voices, and in particular 
George would spend long periods listening to or 
replying to the hallucinosis. His behaviour was the 
yo disturbed, though both could be excited, 
impulsive and unpredictable. 

Oral medication was refused, and intramuscular 
chlorpromazine (800 mgm. daily) and haloperidol 
(40 mgm. daily) were strongly resisted. After a week 
of medication and lack of any appreciable response 
they were given electroconvulsive therapy—George 
received seven treatments and Edward eight, and a 
slow improvement occurred. They were discharged 
from hospital, symptom-free, eight wecks after 
admission and have remained well during a follow- 
up period of over two years. For the first few months 
as out-patients they received chlorpromazine, but 
this was then stopped. 

The twins’ past medical history had been un- 
eventful until the age of 14, when it was noticed that 
they both had a tremor of the right hand which 
later involved the head and neck. There is no 
family history of psychiatric or neurological illness. 
Their mother died of carcinoma of the pancreas 
five months before the onset of the twins’ psychosis. 

Physical examination (Dr. L. A. Liversedge, 
Consultant Neurologist, Manchester Royal Infir- 
mary) showed that the twins suffer from a degenera- 
tive affection of the basal ganglia resulting in a mild 
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degree of extrapyramidal involvement, more pro- 
nounced on the right than the left, and a little more 
obvious in George. Relevant findings were those of 
a slight cogwheel effect in the right arm with a 
variable tremor of the outstretched hand, more 
pronounced on the right than the left, and more 
exaggerated on action, especially in George. Tremor 
of the head and neck was also more easily detected 
in George. Cranial nerves were normal, as were 
individual finger and toe movements, but reflexes in 
both twins were slightly increased in the right arm. 
Plantar responses were flexor, sensation was normal, 
and Wilson’s sign was negative. 

Blood group results (Dr. F. Stratton, Directpr, 
Manchester Blood Transfusion Service) and dermato- 
glyphics (Dr. A. Pauline Ridges, Senior Lecturer in 
Biochemical Psychiatry, University of Liverpool) 
were used to establish monozygosity. Using the 
combined method of Smith and Penrose (1955), 
the absolute probability of monozygosity is 0-96. 
(Full details of investigations, including the identical 
1.Q.’s, are available to correspondents on request.) 


Discussion 


The case histories are presented in detail in 
order to establish the diagnosis of schizophrenia- 
like psychosis. There was no evidence of drug 
abuse, and neither twin improved when 
removed from any possible source of supply. 
Folie а deux in George would seem to be 
excluded in that his illness began with a symp- 
tom not described by his brother; in addition, he 
was the more disturbed and he did not improve 
upon admission to hospital and separation from 
his brother.'Certain other features of ће psycho- 
pathology were different in each twin, but there 
were some similarities where one could not 
exclude a degree of contagion. Both twins, for 
example, claimed that their mother was alive, 
and both had the idea that they were God, 
though this was rejected by George on theo- 
logical grounds. They both displayed behaviour 
disturbance, formal thought disorder and an 
initial depressive mood. Edward, however, was 


very concerned about change of sex and de- 


scribed what seemed to be a doppelgänger 
experience rather than a reference to his brother. 
George, on the other hand, presented with reflex 
halluciposis and continuous auditory hallu- 
cinosi : 

As f the aetiology of the psychosis it is not 
possible to know whether or not it would haye. 
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occurred in the absence of bereavement. The 
less emotionally resilient twin became ill first, 
but there was no psychological stress immedi- 
ately preceding the onset of the illness. The more 
resilient twin became ill a few hours later when 
faced with the acute and severe psychological 
stress of his brother’s illness. There is evidence 
that basal ganglia dysfunction ‘often has a 
prominent mental component which may take 
a psychotic form’ (Davison and Bagley, 1969), 
so that one cannot exclude the possibility that 
in the twins described the psychosis would 
have occurred in the absence of stress; but the 
more likely explanation is that psychological 
stress had an adverse effect upon an already 
disturbed neurophysiology and the resulting 
changes were sufficient to bring on a psychosis. 


SUMMARY 


A case report is presented in which a pair of 
24-year-old monozygous twins who suffer from 
a basal ganglia disorder developed within a few 
hours of each other a schizophrenia-like psy- 
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chosis. It is possible that psychological stress 
may have disturbed an already impaired 
neurophysiology, thus producing the factors 
necessary for the psychosis to occur. 
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Toward a Definition of the Schizoid State: Evidence from 
Е Studies of Twins and Their Families* 


INTRODUCTION 


Over the years investigators have described 
psychiatrically abnormal individuals in the 
families of schizophrenics. These unusual per- 
sons have been given a variety of names: 
schizoids, schizoid psychopaths, and the condi- 
tion called schizoidia or schizophrenia-spectrum 
illness (Kahn, 1923; Planansky, 1966). With 
recent developments in family and adoptive 
studies of schizophrenia which have indicated 
a genetic factor playing a causative role, the 
schizoid state has assumed more importance, 
especially in estimating the type of inheritance 
. (Heston, 1970). Furthermore, the schizoid state 
is of considerable interest from a clinical stand- 
point since it may represent a ‘forme fruste’ of 
schizophrenia, and as such a study of schizoids 
from the point of view of the factors which may 
have prevented a full-blown schizophrenic 
process would be of great interest. 

Although the schizoid state is of potentially 
great importance, its description unfortunately 
is not at all clear. In reviewing descriptions of 
schizoids, it is evident that at least two distinct 
types of conditions have been described: (1) A 
temperament or characterologic state charac- 
terized by usually life-long or chronic aberrant 
behaviour patterns, and (2) ‘Neurotic’ condi- 
tions characterized by psychiatric symptoms 
such as anxiety attacks, phobias, neurasthenia, 
depression and hypochondriasis. To the former 
state belongs the typical 'schizoid'—from the 
shy, retiring loner, or the ‘schizoid psychopath’ 
described by Kallmann (1938), to the varieties 
of personality disordered characters described 
by Slater (1953). Occasionally schizoid indi- 
viduals are described with both charactegologic 
problems and ‘neurotic’ symptoms. From ¢xam- 


* This work supported, in part, by U.S.P.H.S. Grants 
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ples of the ‘neurotic’ symptoms it is evident that 
they need not be lifelong but can be episodic in 
nature—e.g. depression. 

This breakdown of schizoids into at least two 
classes is backed by such findings as Heston’s 
adoptive study (Heston, 1966) where more 
characterologically aberrant (mainly antisocial) 
and psychoneurotic individuals were found 
among the offspring of the schizophrenic 
mothers than in the control group. Furthermore, 
Heston (1970) states that there are sex differ- 
ences in schizoids, more females than men being 
afflicted with the 'neurotic' type, although no 
evidence is given for this. 

The purpose of this paper 1s to examine the 
kinds of psychiatric illness occurring in indivi- 
duals who might be expected to develop 
schizophrenia, and to relate the ‘schizoid’ 
conditions to factors such as sex and the subtype 
of schizophrenia. For this purpose we have 
chosen, firstly, monozygotic twins, since the 
expected rate of illness in the second twin, 
given that one is affected with schizophrenia, is 
generally quite high. The rationale is that M-Z 
twins who are discordant for schizophrenia 
should be most likely to show a schizoid-type 
illness and thus demonstrate the range and 
variety of the ‘schizoid state’. A similar approach 
was described by Rosenthal and Van Dyke 
(1970), who used psychological tests to measure 
personality abnormalities in twin partners. 
Since dizygotic twins, sibs and parents of 
schizophrenic families also carry a diathesis for 
illness, our second choice has been to examine 
these for schizoid-type illness as well. A further 
purpose of the paper is to investigate whether 
these two schizoid types (character disorder or 
neurosis) are indeed a characteristic of schizo- 
phrenic families. If schizoids represent a ‘forme 
fruste’ or aberrent kind of schizophrenic illness 
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then the incidence of such conditions should be 
higher in families with a schizophrenic diathesis. 
This approach requires a comparison with a 
suitable group such as a normal population, or at 
least a different psychiatric illness as a contrast. 


METHODS 


We have selected from the published data on 
twin research (mainly in English), those series 
in which enough details were given on each 
individual twin or family member to determine 
the presence of characterologic abnormalities or 
‘neurotic’ symptoms. In addition we separated 
from each series probands who were suffering 
from schizo-affective or schizophreniform dis- 
order, since these individuals have a better 
prognosis than those with process schizophrenia 
and probably represent a different illness type 
(Fowler et al., 1972; Mitsuda, 1967; Langfeldt, 
1939). These schizophreniform individuals and 
families were used as a comparison group for the 
final analysis (Table VI). The main sources have 
been the twin series of Essen-Móller (1941), 
Kringlen (1964, 1967), Slater (1953), Mosher et 
al. (1971) and Tienari (1963). 

Individuals were classified as having charac- 
terologic abnormalities on the basis of the 
published description or a diagnosis of ‘schizoid’ 
or personality disorder, except for the Slater 
series where the concept of ‘psychopathy’ is so 
broad as to include many with mainly neurotic 
symptoms. Individuals were classed as having 
‘neurotic’ abnormalities if they were so judged 
by the original source or were described as 
suffering from definite anxiety attacks, phobias, 
obsessions, neurasthenia, hypochondriasis, or 
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hysterical symptoms. In the sub-classification of 
type of schizophrenic disorder the decision of 
the investigator of the particular series was 
followed whenever given. Sometimes no subtype 
was given, so that certain analyses on portions 
of the data could not be used (e.g. Essen-Moller). 


RESULTS 

Overall findings with monozygotic twins 

In five twin series (Slater, Kringlen, Tienari, 
Еѕѕеп-МӧПег, Mosher et al.) there was a rather 
high rate of either neurotic or character dis- 
order among the discordant monozygotic twits. 
In a total of 64 discordant pairs in the series 
(omitting the few pairs where the proband had 
schizo-affective or schizophreniform illness) 28 
or 43:7 рег cent of the discordant twins could be 
classed as having a personality abnormality or 
neurotic symptoms. Interestingly, none of those 
diagnosed as personality disorders were classed 
as alcoholics by the investigators, though rare 
heavy drinking was recorded. Thus in the dis- 
cordant monozygotic pairs neurotic symptoms 
and/or character disorder seemed to account for 
practically all of the psychiatrically abnormal 
individuals. The remainder of this report will 
accordingly focus on these two classes of 
psychiatric conditions. 


The effect of sex on the type of ‘schizoid’ illness 
There were four series in which monozygotic 
twins of both sexes were studied. Examining the 
discordant twins’ condition in Table I we find 
that in three of the four series there is a trend for 
individuals with neurotic symptoms to be 
female, and those with character abnormalities 


TABLE I 
Quality of ‘schizoid’ state and sex of individual monozygotic twins 











Males Females 
Series Character Neurotic Character Neurotic 
Normal abnormality symptom Normal abnormality symptom 
Essen-Moller 3 I о І I о 
Slater .. 4 І о 5 І 3 
Kringlen 7 4 з 4 6 о 6 
Mosher 3 2 І { 7 8 I 3 
р 
Total 17 8 4 19 3 12 
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Taste ЇЇ 
Quality of ‘schizoid’ state and sex of individual dizygotic twins 


a 
































Males Females 
* Series Character Neurotic Character Neurotic 
Normal abnormality symptom Normal abnormality symptom 
Essen-Moller 6 4 2 8 о 3 
“Slater .. be 22 22 7 27 | 15 8 
Total 28 26 9 35 15 її 
. ТАВІЕ ПІ 
Quality of ‘schizoid? state and sex of individual first-degree relatives of monozygotic twins 
Males Females 
Relatives 
Series studied Character Neurotic Character Neurotic 
abnormality symptoms abnormality symptoms 
Slater Parents and sibs IO 2 4 14 
Kringlen Parents and sibs 12 12 IO 21 
Mosher .. Parents 5 o 2 4 
Total 27 14 16 39 
'lAnrg IV 


to be male. Testing the total of the four series 
we find a significant association between sex 
and a characterologic or neurotic diagnosis: 
more neurotic individuals are female and more 
character disorders male (probability by Fisher's 
test, <-02). Results of a similar analysis for 
other relatives in other twin families appear in 
Table II (for dizygotic twins) and Table III 
(parents and sibs of concordant and discordant 
monozygotic twins). The dizygotic twins do not 
show a significant association of schizoid 
types with sex; however, the first-degree relatives 
of the concordant and discordant monozygotic 
twins’ families do show a significant relationship 
of sex to schizoid type similar to that shown by 
the discordant M-Z twins themselves. Thus, 
the findings in the families confirm those sex 
differences in the monozygotic twins. 


The relationship between schizoid type and 
schizophrenic subtype 

Table IV shows the breakdown of schizoid 
type and schizophrenic subtype for discordant 
monozygotic twins from three series. One-third 
to two-thirds of the discordant twins in three 


The relationship between schizoid type and schizophrenic 
subtype in discordant M-Z twins 
(Series of Slater, Tienari, and Kringlen) e 





Schizoid type 
Schizophrenia ———————— — ——————— — 96 
subtype Nor- Character Neurotic affected 
mal abnormality symptoms of total 
Paranoid 6 6 8 65% 
Hebephrenic.. 5 o 5 50% 
Catatonic 6 о о 0% 
Combination of 
above types 8 I 4 33% 


subtypes are schizoid according to our definition, 
the fourth condition, catatonia, showing no 
schizoids. However, catatonia is not significant 
when compared to the total of the other three 
conditions. Interestingly, the results of a similar 
analysis for parents and sibs of M-Z twins 
(Table V) shows catatonics with fewer schizoid 
relatives, though again the difference between 
catatonia and the remaning conditions is not 
statistically significant. That this apparent 
difference is likely a chance one is supported 
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Taste V 
The relationship between schizoid type and schizophrenic 
subtype in sibs and parents of M-Z twins 








(Series of Slater and Kringlen) 
Schizoid type 
Schizophrenic t——_______ % 
subtype Nor- Character Neurotic affected 
f mal abnormality symptoms of total 
Paranoid ^. I2I I0 * 15 1796 
Hebephrenic.. 49 5 7 20% 
Catatonic .. 66 5 I 8% 
Combination of 
above . 127 17 18 22% 





by the findings in dizygotic discordant twins 
from the Slater data (not shown in table form) 
where approximately the same percentages of 
schizoids are found in the discordant twin of 
catatonic probands as in the remaining three 
schizophrenic subtypes. 

The other point demonstrated by Tables IV 
and V is that no particular schizoid type—either 
neurotic or character disorder—seems to be 
associated with one of the schizophrenia sub- 
types, though the numbers are necessarily small. 
I have not attempted to relate the number of 
schizoids to concordance rates in these series 
since concordance rate is so variable and is in 
parf determined by the sampling method and 
the seriousness of the proband’s illness, all of 
which varied markedly from series to series. 


The relationship between schizoid conditions and 
schizophrenia 

From the data analysis so far it is not possible 
to conclude that the schizoid types of character 
abnormality or neurotic symptoms are neces- 
sarily a characteristic of schizophrenia families. 
‘Neurotic’ symptoms are certainly ubiquitous in 
general populations, and could even be con- 
sidered a product of a bias or halo effect in 
the twin investigations, since they were not 
done blindly. A demonstration that such types 
occur more frequently in M-Z as opposed to D-Z 
twins discordant for schizophrenia would be 
indirect proof of such a relationship. This 
analysis was not tried with the present data, 
since most of the series did not detail individual 
findings in dizygotic twins completely enough, 
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but a more direct demonstration was attempted 
by comparing schizophrenic families with a 
‘control’ group—in this case schizophreniform 
illness. In several of the twin series, the schizo- 
phrenic families could be divided into good and 
poor prognosis schizophrenia—good prognosis 
including schizo-affective disorder and schizo- 
phreniform illness which are currently thought 
on the basis of family studies to be more related 
to affective disorder (Fowler et al., 1972), and 
poor prognosis including the chronically ill, 
nuclear schizophrenic. By searching the litera- 
ture it was possible to find other series with ggod 
and bad prognosis schizophrenic probands in 
which family members were studied and the 
presence of neurotic or characterologic disorders 
noted. In order to utilize all the available data, 
we determined, for each series, whether a 
family contained an individual with a character 
disorder or neurotic symptoms or both, and on 
this basis classified the family as ‘neurotic’ or 
‘character disordered’.* Thus the analysis was 
carried out with the family as the basic sampling 
unit rather than the individual. In this way we , 
could utilize some series in which illness was 
reported as familial incidence. The results of 
this analysis appear in Table VI. The relatives 
whose diagnoses were used in classifying each 
family appear in the first column in parentheses 
following the series name. The three series 
using twin probands show results similar to the 
remaining family-type studies, and all show 
similar consistency from series to series in 
demonstrating a trend for more families with 
character disorder to have bad prognosis or 
nuclear schizophrenia. Thus the results confirm 
that at least character disorder may be a 
schizoid type associated with nuclear schizo- 
phrenia, but that the relationship of neurotic 
symptoms is unproven. This point will be 
developed further in the ‘discussion. 


Discussion 


The literature on the schizoid state suggests 
that it is composed of neurotic conditions and 


* If a family contained an individual with a character 
disorde# and another with neurotic symptoms it would be 
counted twice. This occurred in the family studies group in 
only 10 of the families, and not at all in the twin studies 
(Table VI). 
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Tase VI 
Presence of ‘schizoid types’ in good and bad prognosis schizophrenia families 























Schizoid type 
Number of Neurotic Character 
families symptoms abnormalities 
Good Poor Good Poor Good Poor 
ә 
Twin studies ° 

Inoue (1970) (M-Z twin) х9 51 o 5 o 15 
Guggenheim etal. (1969) Cee of discordant 

M-Z twins) II о 3 — — 
Eringlen (1967) (M-Z twin). 11 23 4 6 I 

Family studies 

Alanen (1958) (mothers) vi 41 54 13 12 12 27 
Kety et al. (1968) (adoptees) .. 8 7 16 о 4 І 3 
Fowler and McCabe (unpu lished) ` 

(1° relatives) T 28 25 2 9 I 6 
Winokur et al. (1967) (1° relatives) 48 59. 5 5 o o 
Kant (1942) (families) 50 50 14 21 — — 
Kurosawa (1962) (1? relatives) 33 38 o — — 
Total 227 327 38 70 15 56 
% of Total 17% 21% 7% 17% 

Xa diff. = 1°57 X? diff. = 12°34 
P=N.S., d.f.=1 P<-oor, d.f. =1 





especially character disturbance. In this study 
we have examined M-Z twins discordant for 
schizophrenia in order to determine the kinds 
of psychiatric abnormalities present, and have 
discovered that over half of the discordant 
female twins had a condition characterized by 
neurotic symptoms and that approximately half 
of the discordant males showed a characterologic 
disorder. The association of character disorder 
and neurotic symptoms with sex was highly 
significant. Furthermore these two kinds of 
schizoid disorder were found in first-degree 
relatives, and in dizygotic twins as well, and 
seem to account for the majority of psychiatric 
illness in these families (aside from psychotic 
illnesses). However, whether both these types 
of illness are characteristic of schizophrenic 
families has not been easy to demonstrate. The 
present material (Table VI) suggests that the 
characterologic disorder is aefeature of niiclear 
schizophrenic families. This demonstration re- 
quires the assumption that in the control group 


used, of good prognosis or schizophrenifarm 
illness, the incidence of similar neurotic or 
characterologic disorders is at least represen- 
tative of population values. However, the inci- 
dence of these psychiatric conditions in such a 
control group could well be higher than in a 
normal population, so that our failure to find a 
difference between the incidence of neurotic 
illness in the good and bad prognosis schizo- 
phrenics might be explainable on that basis. 
Certainly studies such as Heston’s (1966) 
suggest that the incidence of neurotic illness in 
schizophrenic families could well be higher 
than population values. The higher incidence of 
characterologic disorders in this study confirms 
the concept of a schizoid character disorder, 
which appears to be more manifest in males 
than females. The reasons for this sex difference 
are not clear. Before interpreting this difference 
as reflecting some significant biologic or socio- 
logic factor it will be necessary to eliminate 
methodological sources of error, such as a 
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tendency to question for more neurotic symp- 
toms in females and for more characterologic 
manifestations in males. For example, since 
men are usually wage earners it is likely that 
character difficulties would interfere with this 
activity and thus be more detectable, while the 
same character traits in women could be over- 
looked. 

Regarding the sex diffemence in character 
disorder, other series which can be analyzed 
for this effect seem to show variable results. 
The Kahn data (Kahn, 1923) show more males 
with personality disturbance, but this series 
suffers from considerable problems with sam- 
pling in that character-disturbed individuals 
were used as probands if there was schizophrenia 
in the family tree. This could result in a pre- 
ponderence of males, since other studies 
(Robins, 1966) have shown that individuals 
referred to psychiatrists with character disorders 
are more likely to be male. A family study of 
schizophrenia by M. Bleuler (1931) described 
each family member diagnosed as ‘schizoid’. 
From the description of the 84 schizoids it was 
possible for the present author to classify them 
as neurotic or personality disorders, and the 
incidence of personality disorder was signifi- 
cantly higher in the males. However, three 
othtr published studies have not confirmed this 
higher incidence of schizoid personality disorder 
in men. In Alanen's study of schizophrenic 
families (Alanen, 1966) 8 mothers and only 3 
fathers were designated schizoids, a difference 
in incidence which though not significant in 
itself is at variance with the findings in the 
present study. Inoue (1970) gives a sex break- 
down of schizoids in a series of Japanese twins, 
which shows a greater incidence of schizoids 
in female discordant twins than in males, again 
at variance with the twin findings in this study. 
The reasons for this variability are not clear, 
and the last mentioned series raises the question 
of the role of racial or cultural differences in the 
manifestation of schizophrenia or the schizoid 
state. The third series by Hoffmann (1921) 
describes the findings in children of schizo- 
phrenic probands. He reports almost equal 
incidence of schizoids between the sexes, though 
males have a slightly higher incidence. From the 
short individual case descriptions it is clear that 
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Hoffmann’s schizoids are of the characterologic 
type, not the neurotic variety. 

The finding that no particular subtype of 
schizophrenia is associated with the schizoid 
condition confirms the earlierreports of K.4llmann 
who described approximately equal incidence 
of schizoidia in relatives of each of the 4 classical 
subtypes of schizophrenia (Kallmann, 1938). 
This, as well as the higher incidence of character 
disorder in nuclear schizophrenia families in this 
study, suggests that process schizophrenia may 
be a more homogeneous disease entity despite 
the appearance of several subtypes, and çon- 
firms in a different and new way that process 
schizophrenia is different from schizophreniform 
or good prognosis schizophrenia. 


SUMMARY 


Monozygotic twins discordant for schizo- 
phrenia were found to have a high proportion 
of individuals with significant character abnor- 
malities or neurotic symptoms. More males 
demonstrated a character disorder, and more 


females neurotic symptoms. Schizoid state as * 


defined here by character abnormalities and 
neurotic symptoms did not appear to be 
especially correlated with the classical schizo- 
phrenic subtypes. A comparison of families of 
nuclear schizophrenic probands and schizo- 
phreniform probands showed that character 
abnormality seemed to be more associated with 
nuclear schizophrenia. 
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ABSTRACT 


A Physiological Difference Between Hallucinosis and 
; Schizophrenia 


By RUSSELL MEARES and THOMAS HORVATH 


Boulton (1971), in an authoritative review, has 
pointed out that biochemical research into schizo- 
phrenia has depended upon the assumption that 
hallucinogens, such as mescaline and LSD produce 
a state similar to schizophrenia, and that such 
research has therefore principally been concerned 
with attempts to find hallucinogens, or substances 
closely related to them, in the bodily fluids of schizo- 
phrenics, Since this model has been criticized on 
phenomenological grounds, we decided to make a 
comparison between states of visual hallucinosis and 
of schizophrenia with thought disorder, using a 
measure which tests a common hypothesis concerning 
the origin of schizophrenic symptoms. This hypothesis 
suggests that the symptoms of schizophrenia are 
. manifestations of failure of a hypothetical sensory 
‘filter? (Broadbent, 1958). This mechanism deter- 
mines the individual’s ‘selective inattention’ to the 
irrelevancies of his environment. Its function can be 
assessed by a study of habituation, which is the 
process whereby a randomly repeated stimulus fails 
in time to elicit an orienting response. 


METHOD 

Habituation rates were determined in 10 schizo- 
phrenics, whom three psychiatrists independently 
considered to be suffering from schizophrenic thought 
disorder. They were compared with those of 15 
normals, and also with those of another 11 patients 
who suffered from visual hallucinosis as part of an 
acute brain syndrome. LSD was the cause of hallu- 
cinosis in two cases. All patients were alert when 
tested, and none were taking psycho-active medication. 
The ages were 36:2 years (s.c. 4:0) for the schizo- 
phrenics, 42:4 years (в.е. 4:7) for the normals, and 

47*1 years (в.е. 5*7) for those with visual hallucinosis. 
None of these differences reach significance when 
the t-test is applied. 

The data were analysed according to standard 
practice (Lader, Wing, 1966), so that changes in skin 
resistance were calculated as change in log skin 
conductance. The mean change in log condBctance 
for each stimulus was plotted against the log stimulus 
number, and a regression line was drawn, using the 
mgthod of least squares. 
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RxsurTS 

The regression lines displayed in Fig. 1 show that 
the schizophrenics had no tendency to habituate, 
while on the other hand the subjects with visual 
hallucinosis habituated significantly more rapidly 
than normals, The mean changes in log skin conduct- 
ance for each stimulus point are displayed in a 
table, which has been omitted for reasons of space, 
but can be supplied on request. 

Using Student's t-test, the first significant difference 
between the schizophrenics’ and the normals’ re- 
sponse is at the fourth stimulus point, while the first 
significant difference between those with visual 
hallucinosis and normals is at the fifth stimulus point. 


06 
Change іп Log. 
04 
Conductance 
-02 


pmho 
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Fic. 1.—Log/linear regression lines of stimulus number 
against log skin conductance change. For schizophrenia 


(8): = — 2559, b = -o364, m = — 008, and y = 
*096-:003X. For those with visual hallucinosis (А), 
т = —'9424, b = :051, m = —-063, and y = :051- 


-o63X. For normals (Ж) г = —:9334, b = :035, 
m = — :028, and у = :035-:028X. 


Discussion 

This study suggests that schizophrenia and visual 
hallucinosis of toxic origin diverge from normal in 
opposing directions when the parameter is habituation 
rate, and that they may be therefore quite dissimilar 
in physiological terms. Conclusions must be tentative, 
since the subject numbers are small and the bases for 
the acute brain syndromes disparate. Nevertheless, the 
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results are consistent with evidence that non-paranoid 
schizophrenia is a high ‘arousal’ state (Venables, 
1967), and also, in contrast, that ‘LSD and other 
catechol and indoleamine hallucinogens have some 
effects which are pharmacologically ‘‘depressant’”’ 
(Halasz, Formanek, Marrazzi, 1969). 

Since these findings do not support the assumption 
that schizophrenia is comparable to states of visual 
hallucinosis induced by LSD or other toxins, they 
have implications concerning jhe validity of the 
‘model psychoses’ as starting points in the search for 
the genesis of schizophrenia. 
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IQ and Fertility in Schizophrenia 


By MARSHALL B. JONES 


tn recent years workers in the area have 
reached and secured several points of critical 
importance in the aetiology of schizophrenia. 
Studies carried out on children born to schizo- 
phrenic mothers but separated from them at 
birth or in early infancy have established that 
genetic factors play a major role in the disease 
(Heston, 1966; Karlsson, 1966; Rosenthal et al., 
1968). The index children in these studies be- 
come schizophrenic at roughly the same rates 
(10-15 per cent) as children reared by their 
schizophrenic mothers and much more com- 
monly than control children separated from 
non-schizophrenic mothers early in life and 
placed through the same agencies to comparable 


. foster or adoptive homes. 


Other findings force a re-evaluation of the 
traditional assumption that schizophrenia and 
mental retardation are unrelated kinds of dis- 
ability. The chief results concern relations 
between schizophrenia and retardation or low 
IQ in the same person, in contrast to relations 
mediated through relatives of schizophrenic or 
retarded probands. Retardation is diagnosed in 
6 to 10 per cent of schizophrenic persons 
(Hallgren and Sjógren, 1959), two to three times 
the rate in the general population, and the true 
figure may well be higher, since schizophrenia 
is difficult to detect and seems superfluous in a 
context of retardation. Psychosis or schizo- 
phrenia in children is often indistinguishable 
from retardation, and many children diagnosed 
as psychotic appeaf to be retarded when 
followed up into adulthood (Bender, 1953; 
Eisenberg, 1956). 

In studies of schizophrenia it is common to 
exclude complicated cases, and moderate or 
even mild retardation is usually considered a 
complication; hence, the extent of lpw IQ, 
among schizophrenics tertds to be obscured. 
Moreover, in retrospective studies investigators 
.qfien exclude patients who attended special 
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classes as children (Albee, Lane, and Reuter, 
1964; Heath, Albee and Lane, 1965; Lane and 
Albee, 1965). When they are not excluded, 
schizophrenic probands who went to special 
classes may account for as much as one third 
of the whole (Lane and Albee, 1963). Offord 
and Cross (1971) found that half of their schizo- 
phrenic patients had failed a grade in elementary 
school, significantly more than controls matched 
for age, sex, race, and social class of origin. 
Several investigations have found that schizo- 
phrenics tend to have lower childhood IQs than 
their siblings (Lane and Albee, 1970; Offord 
and Cross, 1971; Pollack, Woerner, and Klein, 
1970). 

In the past, poor performance on intelligence 
tests by schizophrenics was sometimes dis- 
counted as secondary to the disease. However, 
evidence now exists to the effect that, with the 
exception of acute phases, IQ does not deter- 
iorate with schizophrenia (Albee et al, »963; 
Batman, Albee, and Lane, 1966; Heath, Albee, 
and Lane, 1965). These studies show that the 
IQs of schizophrenic patients, while often low, 
were just as low in elementary school. 

In addition to these findings, pointing toward 
lower levels of IQ, among schizophrenics as a 
group, several lines of evidence indicate that 
low IQ is associated with poor prognosis among 
schizophrenics. Patients with low IQ, tend to 
have an earlier onset (Belmont, Birch, Klein, and 
Pollack, 1964; Pollack, 1960; Offord and Cross, 
1971), stay in hospital longer (Offord and Cross, 
1971) and improve less while there (Pollack, 
1960), to remit less often (Stotsky, 1952), and to 
make a poorer adjustment after leaving hospital 
(Pollack, Levenstein, and Klein, 1968) than 
patients with normal or high IQ. 

Finally, schizophrenics have fewer children 
than other people, particularly the men (Bóók, 
1953). This being so, the possibility presents 
itself that IQ and fertility (number of liveborn 
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children surviving infancy) may be positively 
associated in schizophrenia. Failure to make an 
adequate heterosexual adjustment, is closely 
linked with schizophrenia if not part and parcel 
of the condition itself. Therefore, if IQ relates 
positively to prognosis, it should also relate 
positively to sexual adjustment and fertility. 
This paper reports a direct test of this possibility. 
. 
MATERIAL AND METHODS 


Three samples of schizophrenic patients were 
collected, the first by a colleague in the course of 
another study (Offord and Cross, 1971). The 
patient pool consisted of all white men and 
women born after 1920 and admitted to the 
Harrisburg State Hospital before 1 January 
1971, with a diagnosis of schizophrenia. Schizo- 
phrenics with a secondary diagnosis of mild or 
moderate retardation were included, but schizo- 
phrenics with other secondary diagnoses such as 
alcoholism, epilepsy, chronic brain syndrome or 
any other mixed diagnosis were excluded. 

To be included as a proband a patient had 
(1) to have been diagnosed as schizophrenic in 
adulthood before the age of 45 with nothing in 
his record to suggest that he could have been 
diagnosed as psychotic in childhood, (2) to have 
attegded elementary or junior high school in the 
Harrisburg, Pennsylvania, school system, and 
(3) to have a school record containing at least 
one determination of IQ in the first nine years 
of school. 

To these conditions I added another, namely, 
that the patient be at least 30 years old at the 
time the data were collected. This sampling 
resulted in 34 males and 61 females. Where more 
than one IQ appeared in the school record, the 
figures were averaged. Information as to 
marital history and children was taken from the 
hospital records. In addition, a member of the 
patient's family usually a parent, was inter- 
viewed in 23 male and 39 female cases; in the 
' remaining cases the family refused to co- 
operate. Where more than one source of 
information was available, the most recent was 
used. 

The second sample was collected specifically 
for this study. It was an in-patient sample of 33 
men and 46 women drawn from the same 
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hospital as the first sample but having no 
overlap with it. Most requirements were the 
same as in the first sample: a diagnosis of 
schizophrenia, whites only, no secondary diag- 
noses other than mild or moderate retardation, 
diagnosis before 45, and at least 30 years'old at 
the time the data were collected. However, 
schooling in the local area and childhood IQs 
were not required, because the patients were 
tested at the hospital. All patients were admini- 
stered a modified form of the Wechsler Adult 
Intelligence Scale (Satz and Mogel, 1962) by a 
medical student working under my direction. 
All patients were chronic and almost all wêre. 
on medication at the time of testing. Information 
as to marriage and children was collected at the 
same time and checked against the hospital 
records. 

The third sample consisted of 47 schizophrenic 
men at the Veterans Administration Hospital in 
nearby Lebanon, Pennsylvania. The same re- 
quirements were imposed in this as in the first 
two samples. Testing was carried out by the 
hospital psychology department as part of the 
regular discharge procedure. All patients were ' 
administered the General Aptitude Test Battery 
(GATB) of the U.S. Employment Service. Test 
G, for ‘general intelligence’, was used in the 
analysis. Information about marriage and 
children was obtained from the hospital records. 


RESULTS 


Table I presents summary figures for age, IQ, 
fertility, and whether or not the patient was 
ever married in the three samples, broken down 
by sex. Women tend to be older than men, and 
the Harrisburg in-patients tend to be older than 
patients in the other two samples. Residential 
men are roughly three years older than the 
veterans or consecutive male admissions, while 
residential women are almost six years older 
than consecutive female admissions. The means 
for IQ are all well under the population mean of 
тоо. In this connection, the test taken by the 
veterans, test С in the GATB, was rescored so 
as to make it comparable to the WAIS and other 
tests with respect to variability; the GATB tests 
are normed to a mean of roo and standard 
deviation of 20 instead of 15. In any case, the 


veterans have a somewhat higher mean than 
ai 
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TABLE I 
Mean age and IQ, average number of children, and 
proportion ever married in three samples of schizophrenic 








patents 
. Average Proportion 
Sex Sample N ————————————— емег 
Age IQ Fertility married 
Male 1 34 396 87-6 1*15 AA 
Male а 39 4v2 86:7 0°55 3° 
Мае 3 47 398 940 0°89 40 
Female тп бї 40:5 96:3 1°52 -66 
Female з 46 464 76:8 1715 "43 





the other two samples of men, possibly because 
IQ was a consideration in the discharge process. 
The difference іп IQ between the two female 
samples is highly significant. IQs among the 
residential women ranged from 50 to 95, while 
more than half the women in the series of con- 
secutive admissions, 33 out of 61, have IQs over 
95. Average number of children and proportion 
ever married are both very low in comparison 
to the general population, particularly in the 
residential samples. 

Table II presents the data for IQ in relation 
to number of children. The basic datum in each 
sample is the net count (S) of concordant pairs 
(Siegel, 1956, p. 216). It leads to a measure of 
association, Kendall’s rank correlation (7) and 
a test of significance, the latter by way of the 
standard error of S (SE,) and the critical ratio 
(z). In the three male samples т is uniformly 
positive, though low, and the over-all correla- 
tion within samples (Jones, 1957) is significant. 








Tase П 
IQ in relation to number of children in three samples of 
schizophrenic patients 

Sex Sample т, 5 SE, z P 
Male 1 +-160 + 70 59:5 1:18 ns. 
Male 2 +146 + 47 45:8 1:03 ns 
Male 8 +:203 +160 91:4 1:75 пз. 
Male Ict2-Fg +179 +277 118-3 2°34 <'o2 
Female I +:149 +297 152:7 1°55 n8. 
Female 2 4:000 + 5 96-1 $45 пз. 
Female 1+2  -:100 +e42 180:4 1:34 ns. 
Both all  -:150 +519 215:7 2°41 «-0a 
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The correlation is zero among residential 
women but positive, though non-significant, 
among consecutive female admissions. 

Table ITI presents the data for IQ in relation 
to ever-married. Here the basic data are the 
Mann-Whitney U statistic, its standard error, 
and the critical ratio. The relation is positive, 
that is, patients with high IQs more often tend 
to be married, insall three samples. The result is 
significant both overall and among the veterans. 
In the female samples the relation is inconsistent 
as to direction and not significant. 








Tas III 
IQ in relation to ‘ever married’ in three samples of 
schizophrenic patients 
Sex Sample (0—0) SE, z р 
Male 1 + 37:5 28:8 1:30 па. 
Male 2 + 40 25°5 1:57 n8. 
Male 3 +107 46:1 2:32 <:02 
Male 1t2+ 3 +184°5 60-1 3:07 <-003 
Female 1 + 79 65-8 I'20 ns. 
Female 2 — 11:5 4y1 —0:26 ns. 
Female 1+2 + 675 798 + :85 ns. 
Both all +252 99:9 +2:52 <:02 





Fig. 1 presents the same data in graphic terms. 
In each curve the data are cumulated, starting 
with the lowest IQ and moving up. Thus, the 
first point in the fertility curve for consecutive 
male admissions (on the upper left) is the 
average number of children for the eight 
patients with IQs of 71 or less. The next highest 
IQ is 78. Therefore, the next point is the average 
number of children for the nine patients with 
IQs of 78 or less. Each subsequent point involves 
the patient or, in the case of ties, the two or three 
patients with the next highest ІО. This process 
is continued until we arrive at the patient with 
the highest IQ, in this sample 116. We then plot 
the last point on the curve, representing the 
average number of children for all 34 patients. 
The curve for ever-married is plotted in the 
same way except that each point reflects a 
proportion instead of an average. 

The male fertility curves are all much the 
same. Patients with low IQs tend to have very 
few children. Then, as more and more patients 
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4 
Fro. 1.—Average number of children and proportion ever-married, both cumulated, a*functions of IQ in three samples 
of schizophrenic men (on the left, numbering 34, 33, and 47 cases) and two samples of schizophrenic women (on the right, 
numbering 61 and 46 cases). The number of cases on which the first point is based appears in parentheses at the left of 
each curve. 
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with broadly normal IQs are added, the curve 
rises and finally flattens out somewhere between 
go and 100. Meanwhile, the curves for propor- 
tion ever-married follow a similar course, rising 
from a very low value when only men with low 
IQs are included to a higher though still low 
value for the sample as a whole. In the sample 
for residential women (on the lower right) both 
curves are essentially flat, while in the sample for 
consecutive female admissions (on the upper 
right) the curve for fertility looks much like the 
male fertility curves but the curve for proportion 
ewr-married is shallower. 

The relation between IQ and age is relevant, 
because in principle it could be mediating the 
relations with fertility and ever-married. It 
happens, however, that the overall correlations 
within samples between IQ and age are — :00 
for men and + -02 for the women. It follows that 
age is not a mediating variable in the main 
results. 


Discussion 


The data for male patients are consistent. 
The overall rank correlation within samples of 
-179 between IQ and fertility corresponds to a 
product-moment correlation of -28—not large, 
but encouragingly consistent from one sample to 
the next and apparently independent of when 
the IQ testing is done, whether in childhood or 
as an adult patient. The mechanism seems to be 
a simple matter of not getting married. Schizo- 
phrenic or pre-schizophrenic men with low IQ 
tend strongly to be bachelors. Hence their 
chances of having children are all but non- 
existent, since schizophrenic men, unlike their 
female counterparts, hardly ever have illegiti- 
mate children. Also, in our data the married 
men seem to have normal fertility, though 
adequate controls are lacking; however, in much 
larger studies aimed directly at this point, other 
workers have found that married schizophrenic 
men have essentially the same number of 
children on the average as non-schizophrenic 
men (Erlenmeyer-Kimling, Nicol, Rainer, and 
Deming, 1969). It seems likely, therefore, that 
among men the relationship between jow IQ, 
and reduced fertility is m&diated wholly or in 
large part by failure to get married. 

. e The data for women are less clear. First, the 
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relation between IQ and fertility, if it exists at 
all, is weaker and less consistent, though our 
within-sample statistics may underestimate the 
strength of the IQ-fertility relation in the 
women. The first sample of women had a 
higher average IQ and higher fertility than the 
second or residential sample. Conceivably, 
therefore, schizophrenic women who have 
never been in hespital may well have normal 
IQs and reproductive rates. If so, IQ, and 
fertility among all schizophrenic women would 
be firmly associated. Something similar may 
be true for the men as well, since the male 
residential sample also had both the lowest IQs 
and fewest children. 

Second, the mechanism is uncertain. Many 
more schizophrenic women than men are 
married at some point in their lives, and failure 
to get married does not play so central a role. 
Schizophrenic women with low IQ, may have 
fewer children even when they are married, 
perhaps, because of early, prolonged and re- 
peated admissions to hospital. Many women in 
both samples were admitted to hospital before 
the age of 20 or spent as many as four or five 
years in bospitals before reaching 30. Since 
these women tended to have low IQ, and 
admission to hospital is known to reduce the 
probability that a schizophrenic womare will 
get married or, though to a lesser extent, have 
children if she already is married (Stevens, 
1969), hospitalization could mediate between 
low IQ and reduced fertility. However, other 
mediating mechanisms are also possible. For 
example, evidence exists that schizophrenia in 
women actively interferes with successful con- 
ception and pregnancy, particularly when the 
foetus is male (Shearer, Davidson, and Finch, 
1967; Sobel, 1961; Taylor, 1969; Wiedorn, 
1954). Altogether, the relationship between IQ, 
and fertility seems to be weaker among women 
than men and more varied in the mechanisms 
through which it works. 

Table IV presents the relation between IQ, 
and fertility in the normal population, as 
reported by the Reeds (1965) in their now classic 
study of familial retardation in Minnesota. The 
function is essentially flat from 60 to 130. Ferti- 
lity does not fall off until IQ drops down into 
definitely retarded ranges. In its essential 
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features, specially the flatness or slight positivity 
for IOs over 60, these results have been con- 
firmed by other investigators (Bajema, 1963; 
Waller, 1971). Among schizophrenics, parti- 
cularly men, fertility begins to fall around IQ go 
and is definitely depressed before the normzl 
break-point at 60 is reached. The implications 
of this difference are several, and I propose to 
draw them out in another paper. There is one 
interpretive question, however, which cannot 
wait. How are we to understand the relation 
between IQ and schizophrenia? Is it that 
schizophrenia itself lowers IQ, making low IQ, 
a prodromal symptom of the disorder, or are 
the two conditions independent as to origins 
but interactive when they affect the same 
individual? 
Taste IV 
Average number of children and proportion ever married 


as functions of IQ in a large sample from the general 
population (Reed and Reed, 1965, p. 67 











Average 
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IQ married number ever of 

married children 
55 and below II 29 +38 1:98 
56-70 xu 64 74 86 2-46 
71-85, 202 208 '97 2:939 
86-100 572 583 А 2:16 
101—115 768 777 +98 2:26 
116-130 263 269 `98 2°45 
181 and above 25 25 1.00 2-96 





Аз I read the evidence, it strongly favours the 
second possibility. To begin with, we have 
already noted that IQ does not appear to 
deteriorate with clinical schizophrenia. It is 
essentially the same in childhood as in the adult 
patient. Hence, if schizophrenia does lower IQ, 
it does so early on, when the patient is only a 
child and the schizophrenia only a latent condi- 
tion. In addition, the relation to be explained is 
a positive association between IQ and clinical 
course among schizophrenics. If the low IQs of 
severely affected patients are due to the schizo- 
phrenic process itself, we must assume not only 
that schizophrenia lowers IQ while still latent, 
but also that it does so quantitatively. The more 
severe the illness will be the more it lowers ІО, 
in advance of onset. 


IQ, AND FERTILITY IN SCHIZOPHRENIA 


There are other difficulties. If severely affected 
schizophrenics have low IQs because of their 
Schizophrenia, then their unaffected relatives 
ought to have no lower IQs than unaffected 
relatives of patients with milder cases and good 
IQs—or only slightly lower, due to undetected 
schizophrenia in the relatives. The facts, how- 
ever, do not support this conclusion. The rela- 
tives of schizophrenics with low IQs tend to have 
low IQs themselves, as do the relatives of low- 
IQ normals (Offord and Cross, 1971). IQ is 
transmitted in the context of schizophrenia 
much as it is anywhere else, that is, in white 
populations at any rate, on a largely genetic 
basis (Erlenmeyer-Kimling and Jarvik, 1963; 
Scarr-Salapatek, 1971). 

It would appear, therefore, that schizophrenia 
and IQ are best understood as largely genetic 
but independently transmitted traits. When it 
happens, as it often must, that a person inherits 
low IQ as well as schizophrenia, things go 
considerably worse for him than they would 
have if he had inherited normal or high IQ. 
The low IQ interacts with the schizophrenic 
tendency, causing it to run a more malignant 
course than it otherwise would. This interaction 
may be genotypic-molecular or phenotypic- 
molar—in my view more probably the latter. 
It may also be only one of a series of interac- 
tions adversely affecting clinical course in 
schizophrenia. For example, pregnancy and 
birth complications seem to interact adversely 
with the schizophrenic genotype (Mednick, 
1970). In any case, the consequences for fertility 
are the same. Schizophrenics with normal or 
high IQs have more children than schizo- 
phrenics with low IQs. 


SUMMARY 

The relationship betwéen IQ and fertility, 
that is, number of liveborn children surviving 
infancy, was studied in three samples of schizo- 
phrenic men and women in hospital. One of 
these samples was a series of consecutive 
admissions to a state hospital in Central Penn- 
sylvanig, and the IQs were obtained from the 
patients’ school recòrds. Another was an in- 
patient sample from the same state hospital; and 
the third was a sample of men from a nearly . 
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Veterans Administration Hospital. In the 
second and third samples IQ testing was done 
at the hospital. 'T'he results showed a significant 
tendency for men with normal or high IOs to 
be mare often married and have more children 
than men with low IQs. For the women the 
results were more equivocal and non-significant, 
thpugh in the same direction. It is hypothesized 
that low IQ and schizophrenia are inherited 
independently but interact unfavourably, 
causing the schizophrenic illness to begin 
somewhat earlier and run a more deteriorative 
cqurse than it otherwise would. One of the 
consequences of this interaction is that normal 
and high-IQ schizophrenics are more likely to 
get married and have children than low-IQ 
schizophrenics. 


ACKNOWLEDGEMENTS 


The author would like to thank Dr. David R. Offord for 
making his data available for the purposes of this study, 
Mr. Steven Margles for doing the IQ testing in the in- 
patient sample at Harrisburg State Hospital, and Dr. 
Harold L. Blackburn for his help in connection with the 
sample of veterans. 


REFERENCES 


Auer, С. W., Lanz, E. A., Corcoran, C. and 
Wernecge, A. (1963). ‘Childhood and intercurrent 
intellectual performance of adult schizophrenics.’ 
Journal of Consulting Psychology, 27, 364-6. 

—— —— and Reuter, J. М. (1964). ‘Childhood intelli- 
gence of future schizophrenics and neighborhood 
peers.’ Journal of Psychology, 58, 141-4. 

Bajema, C. (1969). ‘Estimation of the direction and 
intensity of natural selection in relation to human 
intelligence by means of the intrinsic rate of natural 
increase.’ Eugenics Quarterly, 10, 175-81. 

BATMAN, R. H., ALBRE, С. W., and Lane, E. A. (1966). 
‘Intelligence test performance of chronic and re- 
covered schizophrenics’, in Proceedings of the 74th 
Annual Convention of the American Psychological Associa- 
tion, Chicago. Е 

Вғеімомт, I., Bros, Н. G., Kiem, D. F., and PorzAok, М. 
(1964). ‘Perceptual evidence of CNS dysfunction in 
schizophrenia.’ Archives of General Psychiatry, то, 
895-408. 

Benver, L. (1953). ‘Childhood schizophrenia.’ Psychiatric 
Quarterly, 27, 663-84. 

Вббк, J. A. (1953). ‘A genetic and acheter aa © investi- 
gation of a north-Swedish pepulation.' Acta ica ot 
Statistica (Basel), 4, 1. 

Exsenpere, L. (1956). ‘The autistic child in adolescence.’ 

. e American Journal of Psychiatry, 112, 607-12. 


695 


Евткнмкүкв-Кимымо, L., and Jarvix, L. F. (1963). 
‘Genetics and intelligence: a review.” Science, 142, 
1477-9- 

—, Nicot, S., Ramer, J. D., and Desing, W. E. (1969). 
*Changes in fertility rates of schizophrenic patients in 
New York State.’ American Journal of Psychiatry, 125, 
916-27. 

FIALLGREN, B., and SjóonzN, Т. (1959). ‘A clinical and 
genetico-statistical study of schizophrenia and low 
grade mental deficiency in a large Swedish rural 
population.’ Ada Psychiatrica et Neurologica Scandi- 
navica, Supplement 140, Volume 35. 

Hears, E. G., Arngz, С. W., and Lang, E. A. (1965). 
‘Predisorder intelligence of process and reactive 
schizophrenics and their siblings’, in Proceedings of the 
79rd Annual Convention of the American Psychological 
Association. Washington, D.C. 

Heston, L. (1966). ‘Psychiatric disorders in foster home 
reared children of schizophrenic mothers. British 
Journal of Psychiatry, x12, 819-25. 

Jones, M. В. (1957). ‘An addition to Schaeffer and Levitt's 
“Kendall’s Tau". Psychological Bulletin, 54, 159-60. 

Karson, J. L. (1966). The Biologic Basis of Schizophrenia. 
Springfield, Ш.: C. C. Thomas. 

Lane, E. A, and Arse, С. W. (1963). ‘Childhood 
intellectual development of adult schizophrenics.’ 
Journal of Abnormal and Social Psychology, 67, 186—9. 

(1965). ‘Childhood intellectual differences 

between schizophrenic adults and their siblings." 

American Journal of Orthopsychiatry, 35 747-53. 

. "Intellectual antecedents of schizo- 
phrenia’, in Life History Research in Psychopathology 
(eds. М. Roff and D. F. Ricks). Minneapolis: Univer- 
sity of Minnesota Press. ч 

Мкрмок, S. A. (1970). ‘Breakdown in individuals at high 
risk for schizophrenia; possible predispositional 
perinatal factors.’ Mental Hygiene, 54, 50-63. 

Оғтовр, D. R., and Cross, L. A. (1971). ‘Adult schizo- 

ia with scholastic failure or low IQ in child- 
hood.’ Archives of General Psychiatry, 24, 431-6. 

Porracx, M. (1960). ‘Comparison of childhood adole- 
scent, and adult schizophrenias. Archives of General 
Psychiatry, 2, 652—660. 

— — LzVvENSTEIN, S., and Krem, D. F. (1968). ‘A three- 
year post-hospital follow-up of adolescent and adult 
schizophrenics.’ American Journal of Orthopsychiatry, 38, 
94—109. 

——— Woerrner, M. G., and Krem, D. Е. (1970). ‘A 
comparison of childhood characteristics of schizo- 
phrenics, personality disorders, and their siblings’, in 
Life History Research in Psychotherapy (eds. M. Roff and 
D. F. Ricks). Minneapolis: University of Minnesota 
Press. 

Ввкр, E. W., and Rezen, S. C. (1965). Mental Retardation: 
A Family Study. Philadelphia: Saunders. 

RosENTHAL, D., WeNpER, P. H., Kery, S. S., Sagur- 
SINGER, F., WELNER, J., and OsTERGAARD, L. (1968). 
‘Schizophrenics’ offspring reared in adoptive homes’, 
in The Transmission of Schizophrenia (eds. D. Rosenthal 
and S. S. Kety). New York: Pergamon Press. 





696 

Satz, P., and Моокг, S. (1962). ‘An abbreviation of the 
WAIS for clinical use.’ Journal of Clinical Psychology, 
28, 77-9. 

Saann-SALAPATEX, S. (1971). ‘Race, social class, and IQ.’ 
Science, 174, 1205-95. 

SurARER, M. L., Davipson, R. T., and Емон, S. М. 
(1967). ‘The sex ratio of offspring born to state 
hospitalized schizophrenic women.' Journal of Psych- 
iatric Research, 5, 349-50. 

SEEL, S. (1956). Nonparametric Statistics for the Behavioral 
Sciences. New York: McGraw-Hill. 

Soper, D. Е. (1961). ‘Infant mortality and malformations 
in children of schizophrenic women.’ Psychiatric 
Quarterly, 35, 60-65. 


IQ AND FERTILITY IN SCHIZOPHRENIA 


Stevens, B. C. (1969). Marriage and Fertility of Women 
Suffering From Schizophrenia or Affective Disorders. 
Maudsley Monograph No. 19. London: Oxford 
University Press. 

Ѕтотвку, В. A. (1952). ‘A comparison of remitting and 
nonremitting schizophrenics on psychological tests.’ 
Journal of Abnormal and Social Psychology, 47, 489-96. 

Tavron, М. A. (1969). 'Sex ratios of newborns: Associated 


WALLER, J. (1971). ‘Differential reproduction: Its relation 
to IQ test score, education, and occupation.’ Social 
Biology, 18, 122-36, 

Wrporn, W. S. (1954). "loxemia of pregnancy and 
schizophrenia.” Journal of Nervous and Mental Diseases, 
120, 1-8. ° 


A synopsis of this paper was published in the January 1973 Journal. 


Marshall B. Jones, B.A., M.A., Ph.D., Associate Professor of Behavioral Science, Milton S. Hershey Medical 
Center, Pennsylvania ‘State College “of Medicine, Hershey, Pennsyloania, 17033 


(Recewed & August 1972) 


Brit. J. Psychiat. (1973), 122, 697-703 


Psychiatric Illnesses in the Families of Female Criminals: 
І A Study of 288 First-Degree Relatives* 


Sociopathy, alcoholism, and drug dependence 
have been shown to be the only psychiatric 
disorders more frequent among convicted male 
felons than in the general population (4,5). 
In these studies, sociopathy, regardless of other 
disorders, was found in nearly 80 per cent. An 
increased prevalence of sociopathy, alcoholism, 
drug dependence, and hysteria, or Briquet’s 
Syndrome (3), was found among the first-degree 
relatives of these felons; hysteria (Briquet’s 
Syndrome) among the female relatives and the 
other disorders predominantly among the male 
relatives. Overall, 44 per cent of the male felons’ 
first-degree relatives received a psychiatric 
diagnosis (6). 

More recently, a group of 66 convicted women 
felons have also been studied psychiatrically (1). 
All the women were found to be psychiatrically 
ill. Sociopathy, alcoholism, durg dependence, 
hysteria, and homosexuality were encountered 
more frequently than would be expected in the 
general female population. Sociopathy or 
hysteria was found in 80 per cent (regardless of 
other diagnoses) : sociopathy alone, 39 per cent; 
hysteria alone, 15 per cent; and both, 26 per 
cent. The high prevalence of hysteria, 20 times 
greater than is found in the general population, 
was the most striking finding. 

The present investigation was undertaken to 
determine what psyghiatric disorders charac- 
terize the first-degree relatives of the convicted 
women. 


METHOD 


The selection of the index cases is described else- 
where (1). The names and addresses of biological 
parents, full siblings, and children were obtained from 
the index subject, parole records, and other relatives. 


* Supported in part by the following U.S.P.H.S. grants: 
» MH-05804 and МН-09247. 
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Half-siblings and step-parents were excluded. Some 
relatives were located through city directories, post 
office forwarding addresses, and police records. 

The interviews took place from September 1969 
to October 1971. Each index subject was asked to 
encourage her relatives to cooperate in the family 
study. The relatives were individually contacted by 
us. Some were offered a small fee, but this was gener- 
ally unnecessary. The interview was usually carried 
out in the relative's home; occasionally it took place 
at Barnes Hospital or at the parole office. A few 
relatives refused to cooperate otherwise, but per- 
mitted an extended telephone interview. Each relative 
was assured that the content of the interview would 
be kept confidential and was asked to sign a release 
of medical information to enable us to obtain informa- 
tion concerning previous hospitalizations and medical 
care, The interview, lasting from one to four hours, 
was the same as that used in the earlier studies 
(т, 4, 5, 6). 

The families of the 66 index women contain&d 288 
first-degree relatives who were 18 years of age or 
older at the time the relatives were studied, or who 
had died after reaching their eighteenth birthday. 
Included were 132 parents, 131 siblings, and 25 
children. We were able to interview 106 of these 
relatives. We did not interview the other 182 for the 
following reasons: dead, 48; not living within 50 
miles of St. Louis, 104; identity unknown (fathers), 
2; not located, 5; refusal by relative, 12; refusal by 
index subject, 11. We thus interviewed 79 per cent 
of known relatives who were alive and geographically 
available: 86 per cent of the black men, 44 per cent of 
the white men, 94 per cent of the black women, and 
82 per cent of the white women. This represented, of 
those alive and available, 60 per cent of the fathers, 
64. per cent of the brothers, 86 per cent of the sons, 
86 per cent of the mothers, 91 per cent of the sisters, 
and 89 per cent of the daughters. Thus, white fathers 
and brothers were under-represented among the 
interviewed relatives. 

The interviews were all conducted by one of us 
(CRC). Diagnoses were made by the other (SBG) 
without knowledge of the index subject’s diagnosis. 
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The specific diagnostic criteria used are described 
elsewhere (4). 

Family history information was obtained from each 
index subject and interviewed relative. Diagnoses 
suspected from these data were based on the same 
criteria used for interviewed relatives. Sociopathy 
was distinguished from alcoholism or drug dependence 
on the basis of a definite history of juvenile onset of 
antisocial behaviour or repeated criminality in the 
absence of alcohol or drug abuse. The only other 
specific diagnoses attempted from the family history 
data were schizophrenia, homosexuality, primary 
affective disorder, and dementia. Differentiation 
between anxiety neurosis and hysteria was not 
attempted. 

Information about relatives was also obtained from 
independent records. Parole records of the index 
subjects were reviewed for information about the 
relatives. Records of the State Board of Probation 
and Parole, which supervizes felons, and of a local 
medium security jail, which holds those convicted of 
minor offences, were reviewed for information about 
relatives. General medical information about relatives 
was obtained from general hospitals affiliated with 
Washington University, with particular attention to 
evidence of alcoholism. The records of affiliated 
psychiatric hospitals were also reviewed for informa- 
tion about both interviewed and non-interviewed 
relatives. Diagnoses from records were based on the 
same criteria as were used in the interviews. 

Statistical analyses were made using the Chi square 
test with Yates’ correction. 


RESULTS 


Personal interview data 

The psychiatric diagnoses of the interviewed 
relatives are presented in Table I. Eighty-four 
per cent received at least one psychiatric 
diagnosis. One out of three relatives received 
the diagnosis of sociopathy or hysteria. Almost 
half received the diagnosis of sociopathy, 
alcoholism, hysteria, or drug dependence. 
Anxiety neurosis occurred in about one out of 
six. Homosexuality, affective disorder, and 
mental retardation occurred in 3 or 4 per cent 
each. There was one case each of schizophrenia 
and dementia. Twenty per cent of the relatives 
were considered to have an undiagnosed psychi- 
atric illness; over half of the undiagnosed cases 
were women with illnesses most like hysteria. 

Sex differences. Men were more often socio- 
pathic than women (31 per cent versus 11 per 
cent, p < оз). Alcoholism was also more 
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frequent in men than women (50 per cent versus 
I9 per cent, p < +02). Hysteria occurred only 
among the women. The women were also more 
likely to have an undiagnosed disorder (27 per 
cent versus 6 per cent, p < +05); this was in 
part related to the number of cases of question- 
able hysteria. Fifty per cent of the subjects 
reported at least one conversion symptom (2). 
Conversion symptoms were more frequent in 
women than in men (61 per cent versus 28 per 
cent, p < сог). 

Racial differences. Hysteria was seen more 
frequently among the 43 black women than 
among the 27 white women (42 per cent versus 
I5 per cent, p < +05). Black women also 
reported conversion symptoms more frequently 
than white women (74 per cent versus 41 per 
cent, р < :02). In contrast, the 24 black men 
were less likely to have anxiety neurosis than the 
12 white men (8 per cent versus 42 per cent), but 
the difference was not statistically significant. 
The high prevalence of anxiety neurosis in the 
men was apparently due in part to a marked 
elevation in the white men. 


Family history data 

Excluding cases where the historian had no 
information about the relative, there was a total 
of 676 independent histories about 286 of the 
relatives, a mean of 2-4 per relative. 

Most relatives were reported to have some 
psychiatric disorder. One out of three were 
suspected sociopaths or alcoholics. Schizo- 
phrenia, affective disorder and dementia were 
suspected in fewer than 1 per cent each. 


Record information 

A diagnosis based on independent records 
could be made in only one out of four of the 288 
relatives. Once again, the most frequent diag- 
noses were sociopathy ап@ alcoholism. None of 
the relatives had evidence of schizophrenia. 


Overall diagnoses 

Diagnoses based on all information available 
about interviewed and non-interviewed rela- 
tives arg presented in Table IT. 

Interviewed relatives Eighty-four per cent of the 
106 interviewed relatives received a psychiatric 
diagnosis on the basis of the interview, and ар. 
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TAB I 
Psychiatric diagnoses based on personal interview only 














Interviewed men Interviewed women Total 
N = 36 N = 70 N = 106 
. Psychiatric diagnosis 
f 76 f 76 f 76 
A en a 
Alcoholism ; 
Definite y ps m vs 15 9 24 
Questionable E vs M 9 4 e. 7 
Total .. os ots vs bs 18 50 13 19 31 29 
E ши E ш ы шытын ыс ыш 
Hysteria 
Definite a zm fa ue 17 17 
@robable ES a T ла 5 5 
Total дА, d 2 is о o 22 31 22 21 
ООШ. дт ме тшу" ы л р шы сш ы ш шы SS сыш LL 
Sociopathy 
Definite vs m у z IO 7 17 
Questionable am m E I I 2 
Total .. af ES е a її 31 8 II IQ 18 
ENS MEL чок у Л лз MEME UM M M LLL i LL ———— 
Drug dependence 
Total (all definite) .. us ae 2 6 1 I 3 3 
Eb CM A Sg SS Se SS 
Anxiety neurosis .. ET s as 7 19 II 16 18 17 
Ко ede pe gues диче э шш” „зи жы eS SSS 
Homosexuality 
Significant .. es ai yis 2 о 2 
Casual és 55 - - 1 I 2 
Total .. а 2g ed zu 3 8 I I 4 4 
Edo ERN ME MEE PM UM. MED LLL LLL 
Primary affective disorder 
Bipolar 24 г os T I I ъ 
Unipolar б is Ае oe 2 2 
Total .. € ex 9 a o o 3 4 3 3 
Bc NOMEN MEME ME EM ML Еи LLL + 
Mental retardation У, E m o о 3 4 3 3 
nd NENNEN dE Rr EE ae 
Dementia A oa Е zs о о 1 I I 1 
Mid б мз т=з лу D ш шыш eS SSS See 
Schizophrenia 
Total (probable)  .. zs E I 3 o o I I 
ne SS SSeS Se 
Undiagnosed illness 
Most like hysteria o 12 12 
Most like sociopathy I I 2 
Most like depression | о 3 3 
Other oA I 3 4 
Total . 2 6 19 27 21 20 
Soms psychiatric illness 
Sociopathy or hysteria II 31 25 36 36 34 
Alcoholism or drug dependence (and 
not sociopathy or yeast) es 8 22 5 7 13 12 
Other illnesses e. ci g 25 31 44 40 38 
Total . be X e. E 78 61 87 89 84 


ee aaa a a a a a amamma 


No psychiatric illness... E if 8 22 9 13 17 16 
tA eo 
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Tase II 
Overall psychiatric diagnoses based on all available information 
Men Men not Women Women not 
interviewed interviewed interviewed interviewed 
N = 36 N = 104 N = 70 N = 78 
Psychiatric diagnosis 
f % f 9, f % f % 


Alcoholism 


Definite бу an TEE 5 5 то 4 s 
Questionable m 3 3 4 2 

Suspected .. E = 4 30 5 © 9 

Total .. $3 $5 es 22 61 38 37 19 27 15 19 


NY 


Hysteria 
Total .. el s es o о о о 24 34 о о 


со, ы ————_—_——————__—_——_____—________________ 
Soctopathy 























Definite e ar 2d II 5 7 o 

Questionable d s I 5 I 2 

Suspected .. НЕ -" I 9 о І 

Total .. ss is E 13 36 19 18 8 II 3 4 

Definite А а 2 І I 

Questionable I о о о 

Suspected 2 I 2 о 

Total .. 5 14 3 3 3 4 I I 
Anxiety neurosis .. г 7 . Ig o о ІІ 16 о о 
Homosexuality : 

Significant 2 o о о 

Casual I о І o 

S ted I I 3 o 

Тоб. š 4 II I I 4 6 о о 
Primary affective disorder 

Definite ЧР НЕ - о о 3 o 

Suspected .. ss ie о о І о 

Total .. - hs pa o o о o 4 6 o o 
Mental retardation 2s M o о І І 3 4 о о 
Dementia T Ma m о о о о І І о о 
Schizophrenia 

Probable E m <a I о о о 

Suspected .. i4 by О о o I 

Total .. M gs р І 3 о о о о ї I 
No specific diagnosis but ill - 2 6 9 9 16 29 20 26 


SS O O 
Some psychiatric illness 
Sociopathy or hysteria S 19 36 19 18 27 39 3 4 
Alcoholism or drug depend- 
ence (and not sociopathy or 


hysteria) " 11 31 28 27 10 14 15 19 
Other illnesses x 2s 7 I9 II #11 26 37 22 28 
Total .. v i m 31 86 58 56 63 * go 40 5I 

No psychiatric illness — .. is 5 14 46 44 7 то 38 49 
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additional 5 per cent received a diagnosis based 
on other information. These additional cases 
included three relatives with suspected alco- 
holism, one with suspected sociopathy plus 
alcohplism, and a fifth who denied mental 
hospital admission and imprisonment revealed 
by records and family history. She received no 
diagnosis at interview, and was finally consi- 
dered to have an undiagnosed psychiatric 
disorder. 

An overall diagnosis of sociopathy was made 
in 21 cases; 19 of these were made at interview, 
apd one each on the basis of records or family 
history. One of the latter two cases was in 
hospital with an acute brain syndrome at the 
time of interview and died of associated peri- 
carditis. The other told of extensive antisocial 
behaviour, but not police trouble; records 
revealed a previous felony conviction. 

An overall diagnosis of alcoholism was made 
in 41 cases; 31 at interview, one case from 
records, and nine suspected from family history. 

An overall diagnosis of hysteria was made in 
24 subjects; at interview 22 of these received a 
diagnosis of hysteria and the other two were 
considered undiagnosed, but hysteria was 
suspected. Hospital records made a definite 
diagnosis possible in the latter cases. 

Nine subjects had some history of homo- 
sexuality, but only four reported this at inter- 
view. Only two subjects reported repeated and 
significant homosexuality at interview. 

The prevalence of anxiety neurosis, affective 
disorder, schizophrenia, dementia, and mental 
retardation overall was essentially the same as 
that based on interview alone. 

Non-interviewed relatives. Among non-inter- 
viewed relatives, the overall diagnoses were 
based on family history and records. The family 
history data were the more important source in 
terms of the proportfon of relatives who could 
be classified using it alone. 

Twenty-two of the 182 non-interviewed 
subjects received an overall diagnosis of socio- 
pathy: in 10 cases this was suspected from 
family history alone, in one case the diagnosis 
was based only on records, and in в cases 
both records and family history were indepen- 
dently adequate to diagnose sociopathy. Thus 

ig 21 of 22 cases, family history alone was 


adequate to diagnose sociopathy, and in about * 


half these cases records confirmed this impression. 

Alcoholism was the overall diagnosis in 53 
cases: family history alone, 39 cases; records 
alone, three cases; and both, 11 cases. 

There were four subjects with drug depend- 
ence, including three with positive records and 
one with a positive family history. 

There was ne record of a schizophrenic 
relative, but one woman was suspected of 
suffering from this disorder from family history. 
One man's mental retardation was confirmed 
by I.Q. tests at a mental hospital, and another 
was homosexual according to family history. 
No non-interviewed relative received the diag- 
nosis of anxiety neurosis, hysteria, affective 
disorder, or dementia. Twenty-nine subjects 
were considered to be psychiatrically ill, but 
were classified as undiagnosed. 

All relatives. Altogether, 192 or 67 per cent of 
the relatives received one or more psychiatric 
diagnoses; 89 per cent of the 106 interviewed 
and 54 per cent of the 182 non-interviewed 
relatives. Sociopathy or hysteria was diagnosed 
in 62 or 22 per cent; 38 per cent of the inter- 
viewed relatives and 12 per cent of the non- 
interviewed relatives. Thirty-three per cent of 
the relatives received a diagnosis of alcoholism; 
57 per cent of the interviewed relatives аһа 19 
per cent of the non-interviewed relatives. Four 
per cent of the relatives received a diagnosis of 
drug dependence; 8 per cent of the interviewed 
relatives and 2 per cent of the non-interviewed 
relatives. 

Other clinical data. Clinically significant data, 
other than diagnosis, were obtained from all 
sources about both interviewed and non- 
interviewed relatives. 

Forty-eight relatives were dead at the time of 
the study. Among the 28 dead men, 7 per cent 
died by suicide and 14 per cent by homicide. 
None of the 20 dead women committed suicide, 
but то per cent died by homicide. 

Thirty-three relatives, or 11 per cent, had 
consulted a psychiatrist; this included 17 
relatives, or 6 per cent, who had been in a 
mental hospital at least once. Another 16 
relatives, or 6 per cent, had been admitted to a 
general hospital for alcoholism or ‘nervousness’, 
without known psychiatric consultation. Sixteen 
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subjects, or 6 per cent, had made unsuccessful 
suicide attempts. A history of ‘nervousness’ for 
which medical attention had been sought 
characterized 103 relatives, or 36 per cent. 
Seventeen subjects, or 6 per cent, were said to 
have had a ‘nervous breakdown’ at some time. 
Seventy-five subjects, or 26 per cent, had been 
in jail, reform school, or prison. 
e 
Discussion 

The families of convicted women felons are 
characterized by very high rates of psycho- 
pathology, particularly sociopathy, hysteria, 
alcoholism, and drug dependence. The data 
indicate that the single best source of information 
is the personal interview, but that family 
history and records add to the overall evalua- 
tion. The particularly high rates based upon 
psychiatric interview warrant further comment. 

Comparison of interviewed and non-inter- 
viewed relatives was possible using the record 
and family history data. The record data 
revealed no significant differences between the 
two groups. The interviewed relatives, however, 
were more likely to have a diagnosis of some 
psychiatric illness based upon family history 
than were the non-interviewed relatives (68 per 
cent versus 52 per cent, p < +02). The family 
histor} diagnoses of the two groups were not 
directly comparable on a subject-to-subject 
basis, however. The 106 interviewed subjects 
had 349 independent histories obtained from 
other interviewed relatives, a mean of 3-3 per 
subject. In contrast, the 182 non-interviewed 
relatives had 327 such histories, a mean of only 
1:8 histories per subject. Psychiatric illness was 
suspected in 51 per cent of the 349 histories 
about interviewed relatives and in 49 per cent 
of the 927 histories about non-interviewed 
relatives, essentially similar figures. The figures 
thus suggest that if more family histories could 
have been obtained about the non-interviewed 
subjects the frequency of suspected diagnoses in 
the two groups would have been more alike. 
Thus the results suggest that the data concern- 
ing interviewed subjects are representative of 
the relatives in general. 

The psychiatric disorders seen in these 
families are the same as those seen in the 
families of male felons (6), but the overall 
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frequency of psychiatric illness was twice as 
high in the families of women felons. This may 
only reflect the fact that it is more unusual for a 
woman to be convicted of a felony, and so she 
and her family might be expected to show gene- 
rally greater social and psychological deviance 
than would be the case for male felons and 
their families. 

The prevalence of anxiety neurosis among the 
male relatives is higher than expected. Since, 
however, we interviewed a much lower propor- 
tion of white male relatives than of other 
categories of relatives, the high proportion qf 
white male relatives with anxiety neurosis may 
indicate a selection bias in that those inter- 
viewed were more likely to cooperate with the 
interview because of their anxiety neurosis. 

Schizophrenia was found in only one inter- 
viewed relative. It was diagnosed in only one 
of the index subjects, but there were two other 
cases with undiagnosed disorders that may have 
been schizophrenia. The absence of an increased 
family prevalence of schizophrenia supports the 
validity of the index subjects’ diagnoses and 
indicates that disguised or atypical cases of 
schizophrenia among the index subjects were 
not missed. 

Finally, the results lend further support to 
the hypothesis (1) that ‘at least some cases of 
hysteria and sociopathy share a common 
aetiology or pathogenesis. The widely recog- 
nized observation that hysteria is a disorder of 
women while sociopathy is predominantly a 
disorder of men offers the interesting possibility 
that, depending upon the sex of the individual, 
the some aetiologic and pathogenetic factors 
may lead to different, though sometimes over- 
lapping, clinical pictures’. 


SUMMARY 

A study of 288 first-degree relatives of con- 
victed women criminals was carried out using 
personal interviews, family history, and inde- 
pendent records. Psychiatric illness was en- 
countered in at least two-thirds of the relatives. 
The only psychiatric disorders seen more fre- 
quentlyeamong these relatives than among the 
general population were sociopathy, alcoholism, 
drug dependence, and hysteria. The prevalence 
of psychiatric illness was twice as high among the , 
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relatives of female criminals as among the 
relatives of male criminals. The data confirm 
other work suggesting a familial association of 
sociopathy and hysteria. The data emphasize 
the high risk of psychopathology and criminality 


among first-degree relatives of antisocial women. 
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Exhibitionism, Sexual Violence and Paedophilia 


By GRAHAM ROOTH 


e 

In 1954 a large survey showed that exhibi- 
tionists accounted for about a third of recidivist 
sexual offenders in England and Wales (Radzi- 
nowicz, 1957). As less than 2 per cent of con- 
vacted sex offenders fall into the recidivist 
category, the numbers concerned are small: a 
matter of a few hundred only. However, their 
frequent reappearances in the Courts and 
psychiatric clinics result in their constituting 
a problem out of all proportion to their numbers. 

The psychiatrist is commonly asked to 
advise whether such offenders are likely to 
proceed to more serious sexual offences, in 
particular offences involving violence or contact 
with children. 

Professional opinion is not entirely united on 
how to answer this question, and this article 
represents an attempt to clarify some of the 
issues. 

First, the question of violence: the traditional 
view, dating back to Laségue (1877) -and 
Krafft-Ebing* (1893) has been that exhibitionists 
are not sexually aggressive. However, some 
recent papers question this: Grassberger (1964) 
examined the criminal records over 25 years of 
220 Austrian exposers convicted in 1937, and 
showed that 12 per cent of them were subse- 
quently convicted of serious sexual offences, in 
particular assaults; while about 25 per cent were 
convicted of non-sexual offences involving 
violence. Cabanis (1966), with extensive experi- 
ence of exposers in Berlin, also rejects the view 
that exhibitionists are always harmless, and 
quotes a series of 11 rapists who had a previous 
history of exhibitionism (Dost, 1963). He also 
refers to several notorious sex murderers whose 
careers began with exhibitionist activities. 

* cf. Krafft-Ebing's definition of exhibitionists з“Маппег 

. . 4 die vor Personen des anderen Geschlechts 

ostentativ ihre Genitalien entblóssten, dieselben 

eventuell auch verfolgten, ohne jedoch irgendwie 
. e aggresiv zu werden’, 


In the UnitedeStates sex offenders in custody 
were interviewed by individuals trained in the 
Kinsey interviewing techniques: it was noted 
that about 1 in 10 of the convicted exposers had 
attempted or seriously contemplated rape; while 
about a fifth had previous convictions for sexual 
offences involving some use of force (Gebhart 
et al., 1965). 

These recent reports from three different 
countries suggest that there are grounds for 
modifying the traditional view that exhibitionists 
are never aggressive. 

Although many writers comment on the 
exhibitionist’s frequent choice of children to 
witness his genital display, little appears to have 
been written by English-speaking authorities 
about any association between exhibitionism 
and paedophilia. One of the few such references 
(quoted by Gebhart et al., 1965) is a research 
paper by Mohr, Turner and Ball (1962) of 
Toronto, who suggest that a small number of 
men who expose preferentially to children 
proceed in later life to paedophiliac behaviour. 

A stronger link between exhibitionism and 
paedophilia appears to be recognized on the 
Continent: for instance De Buck (1969) of 
Brussels claims that exhibitionism and paedo- 
philia are often associated, and indeed that this 
is the commonest association to be found among 
the sexual deviations. 

It is not clear whether this discrepancy arises 
from different diagnostic procedures, or reflects 
a real difference in presentation. 


THE INVESTIGATION 

Information was available on 30 suitable 
exhibitionists, most of whom were treated by 
the author or colleagues in hospital or as out- 
patients and so were fairly well documented. 
A few had been interviewed on an earlier 
occasion by the author in connection with 
another project. 


706 


The criterion for inclusion in this study was a 
minimum two-year history of recurrent exhibi- 
tionistic urges and acts. Exhibitionistic beha- 
viour was defined as genital display in a more 
or less public situation to a member of the 
opposite sex—the display being an end in itself 
and .not an invitation to intercourse nor the 
prelude to an intended sexual assault. 

Although some of these s@bjects had only 
exposed on a few occasions, and two had only 
exposed for the minimum two-year period, in 
the great majority the behaviour was well- 
established and had occurred countless times in 
fantasy and reality. They represent all the 
suitable subjects seen by the author over a 
four-year period out of a total of about 50 
exposers. 

Some characteristics of the subjects are shown 
in the following table: 





TABLE I 
Sample characteristics 
N = 30 
Mean age - z za 31 
Range А ; vs 18-57 
Mean age first onset. ws 25 15 
Range 9-30 
No. with more : than ‹ опе сопуїсНоп 
for I.E. 37 is 23 
No. without convictions for L Е. се 4 
No. with convictions for non-sexual 
offences .. t aa 9 
No. married at some stage at * 20 
No. single or separated e s I2 





AGGRESSIVE BEHAVIOUR 

Of the several hundred sexual offences of 
which these men were convicted, only five* were 
for indecent assault. Two of the latter concerned 
pre-pubertal children. In one of the offences 
against adult women sexual interference was 
accompanied by some use of force, but the other 
offences were all probably confined to ‘touch- 
ing'—this behaviour is not uncommonly found 
in young exposers and is usually restricted to an 
attempt to handle the breasts or genitals in 
circumstances which render a more serious 
sexual interference unlikely. 

All these offences took place early in the 
career of the offenders concerned, at the ages of 


* One subject had two convictions for I.A. 
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I5, 16, 17 and 20 respectively. The same was 
true of subject A who had committeed a number 
of ‘touching’ assaults without being convicted. 
The only other subject (D) to admit to sexual 
violence had forcible anal intercourse with a 
younger boy when he was 14, and later at the 
age of 20 obtained intercourse with a girl of 14 
using force to an extent which fell little short 
of rape. 

D was unusual in other respects. He was the 
only member of the series who regularly engaged 
in sadistic fantasies, though occasional fantasies - 
of sexual activities involving force were net 
uncommon among the other subjects. He was 
also the only one of 11 persistent exhibitionists 
investigated to show a chromosomal abnorm- 
ality, in his case a long y chromosome. 

So the overwhelming majority of this series 
did not act out or fantasy sexual violence to any 
important extent. The closest most of them came 
to committing a technical assault was when they 
engaged in frottage. Twelve described at least 
one episode of frottage, and of these 8 had had 
extensive experience. This behaviour was in 
general conducted discreetly and had only led 
to one conviction in the whole group. 

The one subject which was virtually guaran- 
teed to elicit ideas of violence was the thought of 
their own wives, daughters or girl-friends being 
exposed to. With few exceptions they felt they 
would be very violent in such circumstances. 

The general absence of aggressive sexual 
behaviour in these men seemed to be in keeping 
with timidity and unassertiveness in other 
areas of their life, which has often been com- 
mented on in the literature. Where their 
families were concerned, however, they not 
uncommonly showed a rather different side of 
their character—they were often tyrants in the 
home, bullying the family with their moods and 
tantrums. Six of ten married subjects whose 
wives were interviewed by the author had been 
involved in conjugal rows which had more than 
once led to violence. 

The evidence from these subjects certainly 
favours the view that persistent exposers demon- 
strate 2 general disturbance in their ability to 
handle and express aggressive impulses, but 
gives no support to the idea that they have any 
particular tendency to develop aggressive sexual . 
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behaviour. On the contrary, the low incidence 
of such behaviour in this group suggests that 
a well-established pattern of exposing may 
reduce the likelihood of serious sexual assaults. 

If this is so, it would help explain why there 
is a divergence of opinion in the literature 
about the risk of sexual violence in the exhibi- 
tiqnist. The ‘typical’ confirmed exhibitionist 
may well not be a danger, but forensic series 
tend to be dominated by single-offence exposers 
who need not necessarily share the same charac; 
teristics; and it may be that the violent minority 
wall prove to come predominantly from the 
ranks of the incidental as opposed to the habitual 
exposer. 


PAEDOPHILIA AND HEBEPHILIA 


Four out of the thirty subjects described 
paedophiliac activities in adolescence: in one 
subject this behaviour had re-emerged in 
adulthood with his step-daughters, while in 
another paedophiliac fantasies had persisted 
together with a preference for exposing to pre- 
. pubertal girls. A fifth patient had started paedo- 
philiac practices for the first time in adulthood, 
with his 8-year-old daughter. 

A similar number had had sexual contacts 
as adults with children who were at puberty or 
in early adolescence. The behaviour ranged from 
genital play of the kind described by the 
paedophiliacs to coitus. Several episodes of 
anal intercourse with a boy prostitute were 
reported by one patient, F., who had recently 
completed a course of aversion therapy for his 
exposing. H. is included because after 40 years 
of exposing he began frequenting a local school, 
and attempted to initiate a relationship with a 
girl of 12. 

Table II relates these practices to the 
usual choice of exposure witness in adult- 
hood. i 

There were only six subjects in the whole 
series who exposed regularly to pre-pubertal 
children, and it will be seen that three of them 
appear in the above table. Although the 
numbers are small they make it clear that the 
boundaries between paedophilia, hebephilia 
and exhibitionism became blurred at some 
stage in the career of over a quarter of the 
. members of this series. 
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'TABLE II 
Paedophilia, hebephilia and preferred age of exposure 
witness 








Adolescent Adult Adult 

Patient paedo- paedo- hebe- Exposure 
philia philia philia witness 
B + Fantasies o GT 
e dy 
C + +* o С; T 
D + о + T 
E о +* о C; T; А 
F о о T 
G о о * T 
H о о Verbal T;A 
approach 
I о о ‘Touching? Т; А 
assault 





* With daughter or step-daughter. 
A = Adult; Т = Teenager; С = Child. 


Not surprisingly, the table also suggests that 
the same age-group is chosen for physical 
contacts as for genital exposure. The subjects 
who assaulted or ‘touched’ adult women also 
exposed preferentially to adults. None of the 
subjects who habitually exposed to adults 
engaged in paedophiliac activities after puberty. 

Table III illustrates a less obvious point. It 
lists all subjects who have daughters over the 
age of 5, and relates incestuous practices to age 
of preferred witness. 


Taste ПІ 
Incest* and age of preferred witness 





Age-group Age-group 
of of 





Patient Incest 
daughter witness 
С Ct с; Т + 
р G T o 
E С C;T;A + 
G T T + 
J С А о 
K C T;A о 
L С** А [o 
M С T;A о 





* Incest is used in а broad sense to indicate that 
sexual contact occurred, without necessarily implying 
that intercourse took place. 


T Step-daughter. 
** Adopted. 
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It will be seen that three of the eight ‘at risk’ 
engaged in incestuous practices, comprising all 
the cases where there was an overlap between 
the age of the daughter and of the preferred 
witness. It suggests that persistent exposers to 
children may have a particular tendency to 
engage in incestuous practices with their own 
daughters. 


[LJ 
OTHER DEVIATIONS 


The occurrence of other deviations in this 
group can be considered briefly. 

Voyeurism was perhaps less prominent in this 
series than one might have anticipated from the 
literature, though 5 out of the 30 had engaged 
in more than incidental peeping activities, i.e. 
they had on a number of occasions made 
excursions with the definite intention of covertly 
watching women undressing or couples having 
intercourse. One of them regarding peeping as 
more exciting than exposing. 

Apart from cross-dressing, of which six 
subjects reported solitary or isolated episodes 
and two more extensive experience, the only 
other deviant activities of note were homosexual. 
Eight subjects reported homosexual activities in 
adulthood, which had in four cases started in 
adolescence. Apart from these cases adolescent 
peer-froup homosexuality seemed to be rare; 
and indeed much adolescent homosexual experi- 
ence occurred with older men. Most of the 
subjects in this series denied finding men 
sexually attractive; and most adult homosexual 
activity took place in public lavatories. It 
seemed to be largely exhibitionistic in nature— 
they enjoyed displaying their genitals and having 
them handled, less frequently participating in 
mutual masturbation or fellatio. 

In other words, homosexual activities in adult- 
hood, like heterosexual exposing, showed the 
same restriction to an immature pattern of 
genital display and exploration. 

Table IV summarizes the main deviant sexual 
activities in the series. 

GENITAL EXPLORATORY BEHAVIOUR 

We have now summarized the deviant sexual 
activities of thirty persistent exposers; and it is 
clear that their exposing, paedophiliac activities, 
peeping and homosexual behaviour are all 
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Tas IV 
The distribution of abnormal sexual behaviour in 30 
persistent exhibitionists 








Total 
No. of involved 
Category subject in each 
category 
Sexual violence or assault 
Rapeornearrape- .. It 
Sexual assault with some 
use of force .. I 
Indecent assault convic- 
tion .. $a .. 4 е 
‘Touching’ F Pe 5 7 
Frottage 
Occasional 4 
Repeated 8 I2 
Paedophilia* 
Adult (incestuous) 2 
Adolescent is 3s 4 5 
Hebephilia* 
Adult .. - 3 
Adult (incestuous) 3 I 3 
Peeping 
Occasional ax = I 
Repeated = s 5 6 
Cross-dressing 
Occasional "а x 6 
Repeated m E 2 8 
Homosexual 
Adult $^ ^ 8** 
Adolescent А 9 
Adolescent with adults. . 5 
Exhibitionistic .. es. 5 12 
No. of subjects not in уч of 
above categories .. 4 





* Only subjects who had engaged in physical 
contact are recorded. 
1 Long y chromosome. 
** Includes one case of homosexual hebephilia. 


dominated by the same immature goals of 
genital display, inspection and manipulation. 
Developmentally, genital exploration and 
display* is a characteristic feature of normal 
childhood. According to Kinsey (1948), for 
instance, genital exhibition is the commonest 
homosexual or heterosexual activity amogg. 
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pre-adolescent American children, with genital 
manipulation the next commonest activity. 

The widespread occurrence of this behaviour 
in Western society despite parental disapproval; 
its prevalence in other societies (cf. Ford and 
Beach’s (1952) study of 190 pre-literate cul- 
tures); and in other primate species (e.g. 
Harlow and Griffin, 1965)—all these provide 
strong support for the psychoanalytic belief that 
it has an instinctual basis. 

When given free rein, as in certain permissive 
societies, and among the non-human primates, 
tbe outcome of childhood sex play is that a 
"certain degree of coital competence is achieved 
before puberty—this perhaps being the bio- 
logical advantage of the behavioural pattern. 

In Western society pre-pubertal children who 
have more than fragmentary and occasional 
sexual experiences are in a minority: Kinsey's 
study, for instance, suggests that only about 20 
per cent of American boys had attempted 
genital union. 

Thus the majority of Western children reach 
puberty with sexual experience limited to the 
kind of genital exploratory play we have been 
considering, and its not uncommon persistence 
into adolescence or reappearance in adulthood 
has been taken by psychoanalysts to illustrate 
how ‘partial instincts’ can, under unfavourable 
circumstances, develop a degree of autonomy at 
the expense of normal heterosexual development. 

What constitutes the unfavourable circum- 
stances cannot as yet be quantified, but it 
seems probable that cultural attitudes, family 
constellations and constitutional factors must 
all be implicated in varying degrees. 

It seems, then, as if genital exploratory beha- 
viour in childhood may be to some extent an 
expression of innate mechanisms. It is a pleasur- 
able activity, which, in some individuals at any 
rate, remains a poteritial source of excitement 
and pleasure into adulthood. It is not clear what 
determines which particular element of genital 
play will preponderate in different deviants— 
and this is probably the point at which it is 
most reasonable to involve constitutional factors. 

However, the present study suggests that 
even persistent exposers—in whom exhibitionism 
presumably reaches its most specific form—may 
.eggage in other forms of genital exploratory 
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behaviour; and it would seem that there are 
some disadvantages in thinking of exhibitionism 
as the kind of clear-cut syndrome which 
Laségue first proposed. Historically the term 
was introduced at a time when the prevailing 
medical model of specific diseases caused by 
specific noxae favoured the search for rather 
narrowly-based, well-defined syndromes, to 
whose psychiatrie equivalents the neuropsychi- 
atrists of the day allocated such names as 
onomatomania, pyromania, dipsomania, sitio- 
mania, etc. 

While many writers have suggested that 
exhibitionistic behaviour occurs in rather 
characteristic settings of personality and psycho- 
sexual disturbance (e.g. Stáhelin, 1926; Plaut, 
1960), such 'syndromes' have yet to be satisfac- 
torily defined and their relevance to the general 
run of exhibitionists demonstrated. 

Some of the difficulties inherent in the concept 
of exhibitionism as a syndrome emerge when one 
considers adolescent exposers, who seem to be 
appearing in increasing numbers in England 
and Wales (Rooth, 1972). With these young 
offenders—either because they are younger 
than Laségue’s largely senescent sample, or 
because the behavioural complex itself is 
changing—it seems that other aspects of genital 
exploratory behaviour such as touching, peeping 
or paedophiliac sex play are likely to be promi- 
nent. Even in the present series of adult subjects 
with a long history of established exhibitionistic 
behaviour there were several patients who 
could equally well have been classified under 
paedophilia or voyeurism as under exhibitionism. 


SUMMARY 


The literature gives conflicting answers to the 
question whether there is any significant 
association between exhibitionism and more 
serious sexual offences. 

Recent papers are quoted which contradict 
the traditional view that exhibitionists are 
harmless; and claim that a proportion of 
exhibitionists commit sexual offences involving 
force, while others molest children. 

A series of 30 persistent exhibitionists is 
presented, with evidence suggesting that sexual 
violence was exceptional among them, while a 
comparatively high proportion had a history of 
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paedophiliac or hebephiliac activities. There 
were three cases of incest. 

Other -sexual deviations reported by these 
subjects are considered, and their relationship to 
genital exploratory behaviour in childhood is 
discussed. Exposing, peeping, touching and 
paedophiliac activities appear to develop on the 
basis of an innately determined behavioural 
complex which first appears if childhood. 

The overlap between these activities even in 
the established exhibitionists of the present 
series indicates the difficulties inherent in 
thinking of exhibitionism as some kind of clinical 
entity or syndrome. Current disagreement over 
the relationship between sexual aggressiveness, 
child molesting and exhibitionism may be the 
outcome of considering exhibitionists as though 
they were a homogeneous group of offenders. 

It is concluded that future studies could 
profitably focus on some of the differences 
between exhibitionists; the present study suggest- 
ing, for instance, that persistent exhibitionists 
have a low incidence of sexual offences involving 
force, and might usefully be compared with 
incidental exhibitionists in this respect; while 
an investigation into the effect of choice of 
witness might clarify the relationship between 
exhibitionism and incestuous or paedophiliac 
behaviour. 
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The Development of Neurosis in the Wives of Neurotic Men 
.Part II: Marital Role Functions and Marital Tension 


By IRENE М. К. OVENSTONE 


Complementarity of roles is chiefly responsible 
for the degree of harmony and stability obtain- 
Apgin interpersonalrelationships (Spiegel, 1957). 
Collins et al. (1971) compared decision-making 
in the marriages of a group of male neurotics 
and in a control group. They found that 
patient marriages were more often categorized 
as ‘segregated’ (where distinct areas of responsi- 
bility were demarcated for each spouse) or 
‘husband-dominated’ (where most of the deci- 
sions were made by the husband). Conflict over 
decision-making was also commoner in the 
patient marriages. By contrast, the control 
marriages were more often co-operative (both 
partners collaborated equally in a co-operative 
manner). The authors suggested that the 
severity of the husband’s neurosis led to the 
adoption of certain patterns of decision-making 
which in turn led to conflict. They proposed 
that these patterns of behaviour might partly 
explain the development of psychiatric symp- 
toms in the patient’s spouse. In a series of normal 
families in Australia, Herbst (1954) noted that 
as the percentage of separate decisions increased 
tension rose. The ‘syncratic’ family structure 
(comparable to the co-operative pattern) was 
below average in tension, while the ‘autocratic’ 
(comparable to the segregated pattern) carried 
the highest tension. 

In a companion paper (Ovenstone, 1973), а 
series of male psychoheurotic out-patients and 
their wives have been described. When measured 
on the CMI, 52:5 per cent of the wives were 
found to be psychologically 5l and the re- 
mainder ‘well’. An attempt was made to define 
which husband and which wife variables were 
related to illness in the wives, and #1 was 
considered that the severity of the husband's 
neurosis was an important factor, and that the 
wife required above average stability to remain 


well. The present paper continues the study by 
describing marital patterns based on decision- 
making and their tension levels, and investigates 
whether the marriages of the ‘ill’ and ‘well’ wives 
are characterized by different patterns and 
different levels of tension. It was anticipated 
that the ЇР wife marriages might show higher 
tension levels and predominantly segregated 
patterns. In addition, the study explores the 
inter-relationship between role playing, path- 
ology in each spouse, duration of marriage, 
duration of neurosis in the husband, and 
marital tension. It was hoped that by this means 
light might be shed on the aetiology of certain 
role playing activity and indirectly upon illness 
development in the wives. 


METHOD 
The general method for the study iş de- 
scribed in Part I (Ovenstone, 1973). 


Measurement and analysis of role playing 

The present study adopted essentially the 
same concept and analysis of role playing as 
described by Collins et al. (1971). Four areas of 
the marriage were chosen—money arrangements, 
child rearing,* household arrangements,t and leisure 
arrangements. Each area is conceived as a ‘role 
playing area’ within which three levels of 
activity can be distinguished: (1) executive 
activity—what is actually done, (2) executive 
decision making—deciding what is to be done, 
(3) allocational decision making—which deter- 
mines how responsibility for executive decision 
making in the area is allocated. 

* This related to all decisions about children but 
excluded decisions whether or not to have any. 

+ This included decisions regarding domicile, decora- 
tions, furniture and equipment. 

i This referred to decisions regarding outside entertain- 
ment, together with social relationships, that is, inviting 
others to the house or accepting invitations from others. 
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The level of executive decision making was used 
to assess the manner of role playing in the areas 
chosen. 

The usual behaviour in each role area was 
elicited from the husband and wife séparately, 
using a semi-structured interview. In general, 
the pattern was reported to be stable and little 
affected by the husband’s present illness. 

Ф 


Classtfication of role playing areas 

Eight descriptive categories were used, five 
relating to degrees of domination by one or 
other partner. These ranged from ‘husband 
only’, ‘husband mainly’, where the decision 
rested exclusively or mainly with the husband, 
to ‘wife only’ and ‘wife mainly’ where the 
decision rested exclusively or mainly with the 
wife. Where both partners collaborated with 
equal authority this was classified as ‘joint’, and 
where each partner acted in his or her own way 
against the wishes of the other it was classified 
as ‘divided’. ‘Not applicable’ was used where 

role function could not be discharged, e.g. for 
child rearing by a childless couple or where the 
children had grown up and left home. 

Role playing was classified into four ‘marital 
patterns’: ‘dominated marriages’ where one 
partner dominated the other, and ‘non- 
dominated marriages’ where domination was 
not a feature. The former group were divided 
into ‘husband- or ‘wife-dominated’, while the 
latter were divided into ‘co-operative marriages’, 
where both partners collaborated equally in a 
co-operative way, and ‘segregated marriages’ 
where specific roles were taken over by one or 
other spouse or they were conflictual and 
scored as ‘divided’. 

The definitions were as follows: 

Dominated marriages—three out of four, or 
two out of three, areas coded exclusively or 
mainly the domain of either the husband or 
the wife. 

Co-operative marriages—three out of four, or 
two out of three, areas coded as ‘joint’ role 
activity. 

Segregated marriages—the remainder. 

In most instances the analysis was made on 
the four areas of the marriages described above, 
but in certain cases it was made on three where 
child rearing was not applicable. 
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A measure of pre-illness tension in the 
marriage was necessary in order to evaluate the 
psychological stress to which the wives had 
been exposed. For this purpose, the following 
aspects of the marriage were examined: 

1. Wife's outside employment; 
. Spouse's hobbies; 

. Informant’s hobbies; 

Sexual activity; 

Money; 

Children ; 

. Household matters; 

Leisure; 

Other household members but excluding 

children; 

. Spouse’s customary ways of behaving in the 
interpersonal situations giving rise to ten- 
sion; 

11. Informant’s behaviour as under то. 


еы 


Ф ou ор ою 


н 
о 


АЦ husbands and wives were questioned 
independently about their recollected perception 
of the frequency and the severity of tension in . 
each of the above areas before the husband’s 
present episode of illness, if this was under six 
months, or before the last six months where the 
duration was longer. The spouses’ estimates of 
severity and frequency of tension were each 
rated by the researcher on three-point scales, 2 
being the most severe and also the most frequent. 
The frequency and severity scores were summed, 
giving a range of o — 4 for each of the eleven 
aspects studied.* The marital tension score for 
each pair was the sum of the eleven possible 
scores expressed as a percentage of the total 
possible score. 


Reliability of the classification of marital patterns and 
the Marital tension index 
Marital patterns 

The classifications were made separately 
according to the information provided by the 
husband and wife in their independent inter- 


* This is based on a clinical impression that various 
combinations resulting in equal scores measured approxi- . 
mately equal degrees of stress, e.g. that severe tension 
experienced often was not substantially different from 
moderate tension experienced very often. t 
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TABLE I 


Marital patterns classified according to husbands’ and 
wives’ perceptions 





Wives’ perceptions 





Husbands’ 


Husband Wife Co- 
perceptions domi- domi- opera- Segre- 
nated nated tive gated 





dominated.. 5 I 1 
Wife 
dominated 6 
Co-operative I 9 1 
emeregated 2 I 3 10 
Total 8 7 13 12 


HE сезе Mc шыл cR EM 
Bowker’s test analysis of x? = 2:33; d.f. = 6 pns. 


views. Agreement between the reports of the 
husband-wife pairs led to the marriages being 
similarly classified in 30 out of the 40 marriages. 
The results are almost identical regardless of 
whether the husbands’ or the wives’ perceptions 
are used (Table I). As the investigation was 
chiefly concerned with the wives, the results 
presented here are in accordance with their 
perceptions. 


Marital tension index 

The husband and wife ratings of marital 
tension in the husband-wife pairs for the total 
group were correlated. A highly significant 
correlation was found (r = 0:77). The correla- 
tion was higher in the couples where the 
husband's illness was under six months dura- 
tion, and lower where it was longer than six 
months, but the difference between the correla- 
tions was not significant. The proportion of 
husbands whose illness had been present for 
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over and under six months was evenly distri- 
buted between the ‘ill’ and ‘well’ wife marriages. 
The wives! perceptions were used in subsequent 
analysis. 
RESULTS 

Distribution of marital patterns 

Among the 40 couples there were 15 domina- 
ted marriages (37:5 per cent), 13 co-operative 
(32:5 per cent) and 12 segregated (30 per cent). 
There was no difference in role distribution 
between the marriages of the ‘ill’? and ‘well’ 
wives. 


Marital tension and marital patterns 


Tase II 
Mean tension levels in marital paiterns 





Marital patterns Mean tension levels 





Segregated X 32:3 
Н. dominated .. 26°7 
W. dominated .. 24 

Joint е 10:5 





Difference between tension levels segregated and 
joint Mann-Whitney UTest, О = 30; P < 0:02 


The mean level of tension was highest in the 
segregated and lowest in the co-opeyative 
marriages, the difference being significant 
(Mann-Whitney U Test; U = 30; P < 0:02 
two-tailed test). No other comparisons pro- 
duced significant differences. 


Role playing in specific areas of the marriages 

These are summarized in Table III. Conflict 
over role function as shown by the percentage of 
divided ratings was particularly noticeable in 
the areas of child management and leisure. 








"TABLE ПІ 
Ratings of role playing in specific areas of the marriages 
Husband Wife 
Marital area Joint dominated dominated Divided Total 

Money 12 (3029) . 15 oe 5% 13 Be o 40 (100%) 
Household 18 (45% 22°5% 12 (30%) I CA 40 (100%) 
Children 11 dn 1 (12:996 10 (32°2%) 6 (29.3% 31 pe 
Leisure 15 (37:596 15 (37:576) 4 (10%) 6 (1596) 40 (100% 
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Comparison of marital tension in the ‘ill? and ‘well 
wife marriages 

Taste IV 


Comparison of number of marital areas wher’ chronic 
tension perceived by wives 











Number of Ш Well 
areas wives wives Total 
E 10 I5 25 
4 ог more .. її 4 15 
Total ЕЕ 21 19 40 





X = 4:17; df. = 13 p < 0°05 


The “ЇР wives perceived significantly more 
marital tension in their marriages than the 
‘well’ wives (Mann-Whitney U Test, z = 2-09; 
P < 0-036 two-tailed test). 

Also, more of the ‘ill’ wives reported tension 
in four or more areas of the marriages (P < 
0:05, Table IV). However, there was no 
particular area of the marriage in which the 
differences in tension reached significance. 

In summary, the marriages of the neurotics 
were characterized by a high proportion of 
dominated and segregated patterns, the latter 
carrying the highest level of tension. Although 
the distribution of marital patterns was similar 
in the ‘ill’ and ‘well’ wife marriages, the ‘ill’ 
wives lived in an atmosphere of higher marital 
tension. 


The relationship of role playing areas to: 

(1) Husband’s sympiomatology 

The measures of symptom severity used were 
the total CMI score, M-R section and the Wing 
PSE score, as described in Part I (Ovenstone, 
1973). There was no correlation between the 
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husband’s symptoms on any of these measures 
and the number of joint, husband- or wife- 
dominated, or divided roles in the marriage. 


(2) Husbands neuroticism P 

The husband's neuroticism score, as measured 
on the 16 PF (described in Part I) showed a 
significant correlation with the number of 
divided roles in the marriage (r = 0:38; 
P < 0-02). 

As shown in Table V, the husband's mean 
neuroticism score is above average in a husband- 
dominated marriage (7:10) and in the - 
gated (7:50) marriages, while those of their 
wives are in the normal range (4:5 to 6:5.) 
The high level of neuroticism in the segregated 
type is due to the high proportion of marriages 
containing divided roles. Taking only those 
marriages which contained one or more divided 
roles, the husband’s mean neuroticism score 
is 8-00. 


(3) Wife's neuroticism and symptomatology 

Neither the wife’s neuroticism (as measured 
on the 16 PF) nor her symptoms measured on 
any of the symptom measures (CMI and Wing 
PSE) correlated with the number of joint, 
husband- or wife-dominated or divided roles 
in the marriage. 

These findings suggest that the husband’s and 
not the wife’s neuroticism is more closely 
associated with the type of role playing. 


(4) Duration of marriage and duration of neurosis 
in the husbands 
Duration of marriage and duration of 
neurosis in the husband each showed a negative 
but significant correlation with the number of 
joint roles (Р < 0:02), and a positive correla- 


TABLE V К 
Marital patterns and husbands’ and wives’ mean scores on neuroticism dimension of 16 PF 








N= 13 N=8 N=7 N = 12 N=9 
Joint H. W. eg. Div. 
co-operative dom. dom. (inc. div.) only 
M SD M SD M SD M SD SD 
А р p 
Husbands 6-50 r:5 7:10 I'16 6-28 1:27 9:50 1:98 8-00 1:33 
Wives 6:00 1:47 5'00 1:00 5:00 1:85 5:75 2'01 5:99 2:11 





(Normal range 4:5-6:5) | es 
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'TABLE VI 


Correlation of the number of role playing areas in the marriage with duration of marriage and duration of neurosis 
in the husbands (N = 40) 




















Joint H. dom. W. dom. Div. 

Duration of marriage r—0'37 —0:21 0°57 0:30 
P < 0-02 N.S. Р < 0-001 Р < 0:05 

e Duration of neurosis in husbands .. r—0'37 —0'04 0:43 0'39 
P < 0:02 N.S. e P«o:ol P < 0:02 


LL ————M——————————————— 


tion with the number of wife-dominated roles 

< o:oo1 and P < o-or respectively) and 
divided roles (P < 0:05 and P < 0:02 respect- 
ively) in the marriage (Table VI). The husband- 
dominated roles showed no correlation. Thus, in 
this sample, as the length of marriage or dura- 
tion of neurosis increased, joint roles tended to 
be replaced by divided or wife-dominated roles. 


(5) Marital tension 

Tension in the marriage was associated with a 
decline in the number of joint roles (г = —0-44; 
P < о-о) and an increase in the number of 
divided roles (т = 0-62; P < 0-001). Marital 
tension was not associated with the number of 
husband- or wife-dominated roles. 


The relationship of marital tension to duration of 
marriage and duration of neurosis in the husbands 

There was no correlation between marital 
tension scores and duration of marriage (r = 
0-09 Pns). Correlating duration of the husband's 
neurosis with the basic tension scores produced 
a positive but insignificant correlation (г = 
0:28; Р < 0'1). 

In general, a decline in joint roles and the 
formation of other types of role playing was 
associated with the severity of the husband’s 
neurosis, duration of contact between the 
spouses and the level ‘of marital tension. 


DISQUSSION 

In marital studies there is evidence to suggest 
that the choice of informant influences the 
results (Rutter and Brown, 1966). In this 
study, a high level of agreement wa? found 
between the perceptions of husbands and wives. 
As one rater was used to interview both partners, 
this might have contributed to the high agree- 








ment; on the other hand, this method has the 
advantage of eliminating inter-rater reliability 
problems. In Part I (Ovenstone, 1973) it was 
mentioned that fifty couples were approached. 
Forty (80 per cent) completed the interviews 
and ten refused. To determine whether the 
omission of those ten cases biased the sample in 
a particular way, the case notes were carefully 
examined. There was no apparent difference, 
either in the severity of the husband’s illness or 
in the features of the marriage, between the 
forty cases who co-operated and the others. 
The forty marriages were characterized by 
a high proportion of dominated and segregated 
role patterns. These findings accord with those 
of Collins et al. (1971) whose patient-spouse 
pairs showed an excess of segregated and 
dominant patterns compared with normaf con- 
trols. Also, the segregated pattern in this study 
carried the highest level of marital tension, a 
finding similar to that of Herbst (1954). The 
marriages of the ‘ill’ and ‘well’ wives did not 
show characteristic differences in role patterns, 
although the ‘ill’ wives did live in an atmosphere 
of higher marital tension. A high percentage of 
divided roles was found in the area of child 
management (19°3 per cent). From discussion 
with the couples, conflict in this area appeared 
to be over discipline, one partner countermand- 
ing the instructions of the other to the children. 
Collins et al. (1971) noted a high percentage of 
divided roles (14 per cent) in the area of child 
rearing among their patient-spouse marriages. 
They also noted that disturbed behaviour in the 
children was reported twice as commonly by the 
patient pairs as by the controls. Rutter (1966) 
has pointed out that behavioural disturbance in 
children is most likely to follow when parents 
exhibit long-standing abnormalities of per- 
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sonality, and when illness in a parent disrupts 
family life and impairs affectional relationships 
in the home. In the present study, the formation 
of divided roles was shown to be associated with 
the severity of the husband’s neurosis, Clearly, 
this process would seem to bode ill for the 
psychological well-being of the children con- 
cerned, 

The other marital area shgwing a high per- 
centage of divided roles was that of leisure 
arrangements (15 per cent). Altogether, divided 
and husband-dominated ratings accounted for 
half the ratings in this area (52:5 per cent). 
In Part I, the personality profiles of the neurotic 
husbands showed them to be undependable, 
emotionally irresponsible, lacking in self-control 
and anti-social. The wives’ descriptions of how 
the husbands behave in such a way as to curtail 
their leisure pursuits accords well with these 
traits. Commonly, the behaviour takes the 
form of sulking and making scenes, with occa- 
sional physical aggression. As a result, the wives 
conform or go their own way mindless of the 
tensions generated. Relationships with friends 
or relatives are disrupted by the husband’s 
active quarrelling or by his withdrawal into a 
moody silence. The preponderance of husband- 
dominated roles in the area of leisure among 
patient-spouse marriages has been demonstrated 
by Collins et al. (1971), and the ensuing restric- 
ted social life of the patient’s spouse by Kreitman 
et al. (1970). Thus the wife's ability to maintain 
her social contacts may play an important part 
in safeguarding her own psychological well- 
being. 

Certain trends in role playing have been 
indicated by the present data. The breakdown 
in co-operative patterns results in the formation 
of other patterns associated with higher tension 
levels. Joint roles declined in relation to marital 
tension, length of marriage, and neurosis in the 
husband, while divided roles were formed in 
relation to these variables and to the severity of 
the husband’s neurosis. Wife-dominated roles 
increased in relation to both duration of 
marriage and neurosis in the husband. No trends 
were found in association with husband-domi- 
nated roles, and it seems possible that, if the 
pattern of husband domination is established 
at the onset of the marriage, this persists, 


THE DEVELOPMENT OF NEUROSIS IN THE WIVES OF NEUROTIC MEN. PART Ц 


although the present data did not permit an 
investigation of this hypothesis. 

It seems fairly clear, not only from the evi- 
dence presented in this paper, but also in that 
by Collins e£ al. (1971), that the husband's 
pathology is responsible for the formation of 
patterns other than the co-operative, and in 
particular for segregated activity. No correla- 
tions were found between role patterns and fhe 
wife's pathology. However, whereas Collins et al. 
tended to lay emphasis upon the husband's 
health rating and total CMI score, the present 
study indicates that the husband's neurofi 
behaviour rather than his symptoms is respon- 
sible. From the limited data available, it is 
suggested that if the husband's neurotic beha- 
viour is severe the resulting marital tension 
acting over a prolonged period of time will 
cause joint roles to be replaced by divided roles, 
whereupon marital tension will remain high. 
If the husband's neurosis is less severe, the wife 
may be able to assume more areas of decision- 
making, in which case she will be under less 
stress than where role division is the adjustment . 
adopted. 

In conclusion, illness development in the 
wife of the psychoneurotic male still requires 
considerable unravelling. Clearly she is caught 
up in a complex interplay of forces conducive 
to the formation of neurosis. In Part I factors in 
favour of the interaction and against the assorta- 
tive mating hypothesis were demonstrated by 
increasing concordance between the husband- 
wife pairs on neuroticism in relation to both 
duration of marriage and neurosis in the 
husband, and by failure to differentiate illness 
in the wives on the basis of inherent vulnerability 
before marriage. Evidence was put forward 
which showed that the husband’s neurotic 
behaviour, and not his symptoms, was the 
important factor contributing to his wife's 
illness. 

It seems likely from the present study that 
illness development in wives may occur in 
relation to tension levels in a marriage. A 
husband's prolonged neurotic behaviour will 
generate a situation of chronic marital tension 
to which his wife witl respond by irritability and 
nervous tension. Initially these symptoms will 
fluctuate in accordance with the tension levels, 
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but after prolonged exposure chronicity is 
likely to develop. Some evidence for this has 
been demonstrated by Kreitman (1964) and 
Kreitman et al. (1970), who found progressively 
increasing mean scores on the CMI in patients’ 
wives compared with normal controls as dura- 
tion of marriage increased. The formation of 
marital role patterns other than the co-operative 
Will tend to increase marital tension, the extent 
depending upon the type formed. 
Illness development in the wife will be 
affected principally by the stability of her 
P pao which allows her to tolerate these 
igher tension levels and her ability to handle 
the situation in ways which minimize conflict 
and emotional disturbance. 


SUMMARY 

An analysis of role playing in marriage, focus- 
ing on decision-making processes and a typology 
of marital patterns, based on the concepts de- 
scribed by Collins et al. (1971) was applied to a 
group of 40 consecutive male psychoneurotics 
referred to an out-patient clinic, and their 
wives. An Index of Marital Tension was also 
derived. In a previous paper, half the wives in 
the sample (52:5 per cent) were psychologically 
“I? when measured on the CMI, and the 
remainder ‘well’. The present paper describes 
the marital patterns and their tension levels and 
investigates whether the marriages of the "ill 
and 'well wives are characterized by different 
patterns and different levels of tension. In 
addition it explores the inter-relationship be- 
tween role playing, marital tension, pathology 
in each spouse, duration of marriage, and 
neurosis in the husband. 

The 40 marriages were characterized by a 
high proportion of dominated and segregated 
role patterns. Marital tension was highest in the 
segregated and lowest in the co-operative. 
Conflict over role ction was particularly 
marked in the ares of child rearing and leisure. 
Marital patterns did not discriminate between 
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the marriages, but the ‘ill’ wives lived in an 
atmosphere of higher marital tension. Pathology 
in the wife was not related to role playing. While 
the husband’s symptoms were not related to 
role playing, the severity of his neurosis was 
associated with the number of divided roles in 
the marriage. 

Certain trends in role playing were indicated 
by the data, anq it is suggested that if the hus- 
band’s neurotic behaviour is severe, joint 
marital roles will tend to be replaced by divided 
roles. If his neurosis is less severe, his wife may be 
able to assume more areas of decision-making, 
whereupon she will be under less stress than 
where role division is the adjustment adopted. 
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ABSTRACT 


Phenomenological Aspects of Obsessional Patients 


By N. CAPSTICK and J. SELDRUP 


In an open clinical trial of clomipramine (chlorimi- 
pramine, Anafranil, Geigy), the phenomenological 
aspects and the response to treatment of twenty-five 

Patients suffering from obsessional disorders were 
studied. The criterion for admission was the presence 
of distressing obsessional symptoms. Thirteen of the 
patients were diagnosed as suffering from a true 
obsessional state, six from depression, four from 
schizophrenia; one was an epileptic, and one was of 
uncertain classification. The drug technique has been 
described (Capstick, 19712). 

In addition to an assessment of progress, a number 
of parameters (age, sex, etc.) were considered, the 
relationship between any two or more being examined 
statistically, using the x?-test, the Fisher exact test, 
Student's t-test, or analysis of variance where applic- 
able. Only statistical significances at the 10 per cent 
level are discussed. 

The obsessions have been divided into two types, 
those defined as ‘normal’ obsessions, these being an 
exaggeration of a normal daily activity, and those of 
a ‘bizarre’ type, in which the obsession is of a kind 
outside normal activities. Thus & washing mania is 
described as a ‘normal’ obsession, whereas the need to 
tap the kerb a certain number of times beforc crossing 
the road is defined as ‘bizarre’. 

The study shows that depressed patients have a 
shorter history than patients with a true obsessional 
state. The difference is statistically significant at the 
I per cent level. The true obsessionals as opposed to 
depressed and schizophrenic patients, seem to hesitate 
in seeking treatment, the statistical significance being 
5 per cent. and з per cent respectively for true 
obsessional state versus depression, and true obses- 
sional state versus schizophrenic. Regarding the 
presence of bizarre obsessions the trend is that the 
true obsessional is more likely to develop bizarre 
obsessions than are depressives or schizophrenics; 
trends are significant at the 10 per cent and 25 per 
cent level respectively. The depressed patients are 
also generally older (analysis of variance: p & +025). 
Bizarre obsessions develop" more frequently in 
patients in whom the depression is preceded by the 

obsessions, while those who were first depressed have 
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Treated with Clomipramine 


no bizarre obsessions (Fisher exact test: р = 0'044). 
Patients with no bizarre obsessions are also generally 
older and tend to seek treatment earlier than those in 
whom bizarre obsessions are present (age: t(23) = 
2:699, p < +025; period before treatment: (1) = 
2:983, р < 10). Summarizing, the true obsessions 
generally develop bizarre obsessions, unlike the 
depreasives, and despite being younger have a longer 
history. 

The response to treatment with clomipramine in 
doses of up to 325 mg. daily shows that both depressed 
and true obsessional states respond, but the depressed 
group more positively. This is significant after three 
months, and after six months depressed patients still 
improve more than schizophrenic patients; after nine 
months there is no real difference, because depressed 
patients have reached their maximum. There is no 
evidence that the better response of the depressives is 
due to their being older. It has been suggested that 
since patients with a shorter history respond gignifi- 
cantly better than those with a long history (at four 
weeks t(23) = 3:086, p < 01; at three months t(20) 
= 2-709, p < :025), and since depressed patients 
have a shorter history, this could be the reason for the 
better response. The data are inadequate to solve this 
problem. As clomipramine is an antidepressant, 
logically this effect was active in the depressed 
patients. Evidence in support of a specific anti- 
obsessional factor with clomipramine has been given 
previously (Capstick, 1971b). The schizophrenic 
patients received other drugs (e.g. phenothiazines) ; 
while figures are insufficient, the impression is that 
the response to clomipramine was dependent upon 
the response to these drugs. 

In 1957 it was reported (Pollitt, 1957) that the main 
aetiological features in obsessional patients were sex- 
related. Sexual attitudes, however, have changed, and 
in this study sex was only a problem for two patients. 
The main disturbing factors were guilt and death, but 
they were confined to the true obsessionals rather than 
to the depressives. 

Further details of this study may be obtained from 
the authors. 
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A Performance Learning Measure for the Aged 


Ву R. D. SAVAGE and ELIZABETH Н. HALL* 


The absence of a motor-perceptual learning 
measure which has a control or partialled out 
effect for age and general intellectual level has 
become obvious and the need for such a measure 
has been seen to be urgent in relation to the 

ent of cognitive functioning in the 
elderly. Work by Savage and his colleagues 
(1971) has highlighted the fact that the measure- 
ment of intellectual lewis and intellectual 
learning ability for both verbal and performance 
or motor-perceptual aspects of cognitive func- 
tioning is essential if the normal and abnormal 
structure and changes in cognitive functioning at 
any age is to be more fully understood. This 
paper reports on the development of the Block 
Design subtest of the WAIS as such a perform- 
. ance learning test. To our knowledge, there has 
so far been no measure of motor-perceptual or 
performance learning which has built into it an 
acceptable level or process of automatic control 
for general or performance intelligence and 
for age. 

The present investigation was carried out on 
elderly subjects, but has important implications 
for work with younger groups. It was initially 
decided to experiment with the development of 
two of the WAIS performance subtests, Digit 
Symbol and Block Design, as learning tests. 
From a preliminary analysis of our results, 
however, the Digit Symbol test was found to be 
unsuitable, as there was a narrow range or limit 
on the amount of possible improvement. 

The Block Design subtest seems suitable for 
modification into a learning test particularly 
because it allows control for level of performance 
intelligence. Furthermore, an additional advant- 
age is gained from the fact that this subtest in its 
standard form is part of the short form of the 
WAIS devised and recommended by Britton 
and Savage (1966) for use with the aged. 

* We are grateful to the Department of Health and 


Social Security for the research fund support to Professor 
. Sg Martin Roth, which made this work possible. 


METHODOLOGY 

Subjects ° 

Ninety-four elderly subjects were assessed, 
whose ages ranged from 61 to 89, with a mean 
age of 76-7 years and a standard deviation of 
6-1. At the time of assessment an independent 
mental illness classification was obtained for 
each subject from a consultant psychiatrist with 
considerable experience in psychogeriatrics. 
These diagnoses were made according to the 
internationally recognized categories suggested 
by Roth (1955). The 40 who were classified as 
psychiatrically normal were all obtained from 
the community samples of Kay et al. (1964). 
The 34 subjects suffering from a functional 
disorder included 23 with affective states and 11 
with schizophrenia. Eighteen of the affective 
states were drawn from the Kay et al. samples 
(1964) ; the remaining five affectives and all the 
schizophrenics were sampled from the lists of 
patients who had been in St. Nicholas’ Hospital, 
Gosforth, since 1959. The remaining 20 patients 
received diagnoses of generalized organic dis- 
orders of mild or moderate severity; 7 of these 
came from the community samples and the 
other 13 from St. Nicholas’ Hospital. 
Administration 

The standard WAIS Block Design (BD) sub- 
test was administered to all subjects, as well as 
the short form WAIS recommended specifically 
for the elderly (Britton and Savage, 1966). 
Testing on the Block Design subtest was dis- 
continued after three consecutive failures, as 
prescribed in the WAIS manual. In order to 
incorporate a partial control for intelligence 
into the proposed learning test, the first of these 
failures was chosen as the learning task. Learn- 
ing could therefore be measured at a difficulty 
level beyond that of the estimated intellectual 
level obtained in the WAIS BD subtest—a 
concept similar to that used in the Modified 
Word Learning Test (Walton and Black, 1957). 
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It was, in fact, recorded in terms of the reduction 
in the time taken to complete the "learning! BD 
item correctly over a number of trials. The 
subject was asked to attempt the first of the 
designs which he had failed in thé standard 
WAIS assessment. It was emphasized that no 
time limit would be imposed, although the 
subject knew the performance would be timed. 
The time was noted whene the subject had 
correctly completed the design. The first learn- 
ing trial constituted the baseline against which 
further improvement could be measured. The 
subject was then asked to repeat the same design 
five more times, and the time taken to complete 
the design on each occasion was recorded. If a 
subject fails to complete the first learning trial 
correctly within ten minutes the assessment can 
be terminated with a very high degree of con- 
fidence that severe motor perceptual learning 
deficit is present. 

The actual instructions were ‘I am going to ask 
you to do one of these designs you found 
difficult earlier. It doesn’t matter how long you 
take to do it’. After the subject had completed 
the design—'Now I would like you to do it 
again’. The learning score for an individual 
subject was obtained by calculating the percentage 
ratio of improvement on the last trial over the base- 
line first trial in the following manner: 
where Т> is the number of seconds required 
to complete the design on the baseline trial 
and Tg is the number of seconds required 
Ti on the final sixth trial. This can briefly be 

referred to as the percentage improvement 
or learning score. 


RESULTS AND DISCUSSION 


The mean and standard deviation for the 
Block Design Learning Test (BDLT) improve- 
ment score for the total group are presented in 
Table I. It can be seen that the development of 
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TABLE I 


Block design learning test 
Diagnostic group improvement scores 


Normals Functionals Organics Total 
(N=40) (N = 34) (N=20) (N = 94) 


50°66 








M 5144 26:41 45°83 





21:93 39°26 43°59 35°21 





A PERFORMANCE LEARNING MEASURE FOR THE AGED 


the WAIS BD subtest into a motor-perceptual 
learning task in this way allows a good range of 
improvement in performance. When the total 
group is split up into its three diagnostic groups, 
it is found that the organic subjects obtained 
significantly lower improvement scores than 
both the normals and functionals (both at p< 
0:05). Although the mean scores of the normals 
and functionals could not be distinguished, the 
functionals showed a much greater variability 
in score than the normals. 

One of the major criticisms made of the other 
motor-perceptual learning tests such as Есма 
Mazes (Elithorn, 1955) is that performance 
correlates highly with non-verbal intelligence. 
A clear advantage of the present test is that its 
correlation with non-verbal intelligence is 
negligible (0-065), as is its correlation with the 
WAIS BD subtest from which it was developed 
(0-054). In addition, the correlation between 
age and the BDLT is almost zero (—0-055). 
These correlations suggest that within the age 
range used in the present study (60+) this task 
is suitable for measuring performance learning. · 
Successful performance does not seem to depend 
on the level of intelligence, nor is it affected by 
increased chronological age. The difficulty level 
of the learning task is reasonably graded accord- 
ing to IQ level. 

The main purpose of this paper is topresent 
a performance learning measure developed for 
assessment of the aged, but relevant to other age 
level groups. It is hoped that others will use this 
technique and, if at all possible, communicate 
any data, problems, etc. to Dr. Savage so that a 
wide standardization of the procedure can be 
developed. With this technique, a battery of 
measures covering the main areas of cognitive 
functioning in the elderly is now available which 
has relevance for the investigation of cognitive 
development and impairment in the normal 
aged and those aged with mental illness of a 
functional type or disorders of organic origin. 
The primary purpose of cognitive assessment in 
the aged has implications for the handling of 
patients irrespective of any individual or psychi- 
atric classification. Jt should be used in conjunc- 
tion with such diagnosis, not as an aid or 
alternative. For this reason, per cent organic 
classifications and the like by this measure же: 
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not presented. General intellectual level, verbal 
and performace IQ levels can be assessed 
efficiently and adequately by the WAIS short 
form presented by Britton and Savage (1966) 
using the WAIS manual and material (Wechsler, 
1955). Verbal learning ability may be assessed 
by the Modified Word Learning Test of Walton 
аца Black (1957) with the Bolton et al. aged 
norms (1967), and performance learning by the 
Block Design Learning Test presented here to 
give a thorough and useful assessment of 
intellectual functioning in the aged. 
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A Training Scheme For Child Psychiatrists” 


: By PHILIP BARKER’ 


fn 1968 а new regional child psychiatry unit 
was opened in Birmingham, followed in 1969 by 
a regional adolescent unit. These events coinci- 
ded with a general recognition of the need to 
train more child psychiatrists. It thus became 
Possible to plan a new training scheme, using 
the new units, without the constraints which 
might have resulted from the existence of an 
established pattern of postgraduate training. 

Previous recommendations concerning the 
training of child psychiatrists hoped that this 
would take place in the registrar as well as the 
senior registrar grade (Royal Medico-Psycho- 
logical Association, 1951, 1968), but no new 
registrar posts in child psychiatry for the 
_ Birmingham area have been approved since 
1968. For this reason training has had to be 
almost exclusively at senior registrar level. 

The training provided has been based on the 
recommendations of the Royal Medico-Psycho- 
logical Association (1968). These are sum- 
marized in the table. 


TABLE 


R.M.P.A. training suggestions (1968) 
Registrar and Senior Registrar level 





т. Three years. 

a. Wide variety of clinical experience. 

3. Serious study of the underlying theory. 

4. Systematic teaching. 

5. К supervision. 

6. Time for study and research. 

7. Part to be in specialized in-patient and out- 
patient units. : 

8. Use to be made of L.A. child guidance services. 





Trainees are appointed by the Regional 
Hospital Board to the training scheme as a 
whole, not to any particular unit. The basis of 


* A shortened version of a paper read to a conference of 
psychiatric clinical tutors at the Institute of Psychiatry, 
Lopdon, on 17 November 1971. 


their training remains clinical apprenticeship, 
but it is a series of apprenticeships to different 
consultants in different types of units. 

Trainees normally spend nine months in 
each of four units. The order of rotation varies. 
The centres involved are: 

(a) The Charles Burns Clinic. This is a modern 
regional child psychiatry unit with 29 in-patient 
beds, 10 day-patient places and an out-patient 
service seeing between 300 and 400 new patients 
per year. The clinic is well-staffed and active, 
with extensive research and teaching pro- 
grammes. It has a special unit for assessment 
and treatment of children with severe language 
problems. There is also a research ethologist on 
the staff. Ethologically based observation of 
children, and the treatment of certain types of 
disorder by behaviour therapy, are particular 
features of the clinic. 

The clinic has four consultant child psychi- 
atrists, who undertake, respectively, nine six, 
four and two sessions at the clinic. Of these 
twenty-one sessions six are spent on supervision 
and teaching. 

(b) The psychiatric department of the Birmingham 
Children’s Hospital. This hospital is the main 
paediatric teaching hospital in Birmingham. Its 
psychiatric department has то in-patient beds, 
5 day-patient places and an out-patient service. 
It deals with many children referred by paedia- 
tricians. Of the eight consultant sessions per 
week in this department about one-and-a-half 
are spent on supervision of senior registrars. 

(c) The adolescent unit at Hollymoor Hospital. 
This 20-bedded unit deals with patients in the 
12-17 year age range and has то girls’ and 
10 boys’ beds. It also is a regional unit, and it is 
the centre of a research project concerned with 
the epidemiology of psychiatric disorders in 
adolescence. At present about two-and-a-half of 
the five consultant sessions at this unit are used 
for supervision and teaching of senior registrars. 
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An additional half-time consultant post is 
planned. 

(d) Lea and Lea Castle Hospitals. These are 
modern mental subnormality hospitals near 
Birmingham. These hospitals have over 400 
children’s beds, and include units for autistic, 
spastic and blind children, as well as active EEG 
and audiometry units. They have high admission 
and discharge rates and busy out-patient ser- 
vices, both at the hospitals and in the catchment 
area, Their extensive laboratory facilities have 
close links with the services at Birmingham 
Children’s Hospital. Lea Castle is the site of the 
new Institute of Mental Subnormality. The 
hospitals and their associated out-patient clinics 
are staffed by four full-time consultant psychi- 
atrists and a five-session per week consultant 
paediatrician. The psychiatrists each spend 
three sessions per week teaching, the paediatri- 
cian one session. The attached child psychiatric 
senior registrars share in this overall teaching 
programme, which is also designed to cover the 
needs of a number of other trainees. 

While rotating through these four centres, 
each trainee also has a long-term attachment to 
a child guidance clinic. Here he works under a 
specific consultant child psychiatrist. This 
attachment consists of two or three sessions per 
week ‘and continues at the same clinic regardless 
of the hospital ‘base’ at which the traince is. It 
thus enables trainees to gain experience of 
longer term treatment and follow-up of patients 
than is possible in a nine-month rotational post. 

Other experiences are available during these 
first three years, as follows: 

1. An EEG course of six weekly half-day 
sessions. 

2. A forensic psychiatry course, consisting of a 
series of half-day sessions at the Midland Centre 
for Forensic Psychiatry. 

3. Weekly attendance at an Approved School, 
usually during the nine months the trainee 
spends at the adolescent unit. 

4. Visits to other agencies, such as schools for 
maladjusted children, other special schools, 
children’s homes and juvenile courts. 

The fourth year was originally intended as a 
period during which trainees could get further 
experience in one of the hospitals in the scheme 
if they wished it, undertake a research project or 
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obtain any other special experience they might 
need. So far, however, trainees have usually 
obtained consultant posts well before the end of 
their third year, and as yet no one has lasted 
until the fourth year. 5 


OTHER FEATURES 


The training scheme has other features: 

1. There are teaching seminars attended by 
both trainees and consultants taking part in the 
scheme. These are held on Monday afternoons 
during academic terms. These aim to cover. 
theoretical aspects of child psychiatry. 

2. Open postgraduate meetings are held at 
the Charles Burns Clinic once a month. These 
provide an opportunity for trainees to experience 
a multi-disciplinary learning situation. 

3. The scheme is flexible. Trainees can omit 
one or other rotational placement if they wish, 
for example if they have had similar experience 
before coming into the scheme. Placements can 
also be shortened, lengthened or varied. Thus, 
one trainee is currently doing a weekly session in . 
a school for maladjusted children in place of a 
child guidance session. Time off for research is 
available. It is also possible for married women 
doctors to come into the scheme on a part-time 
basis. 

4. The training is administered and co- 
ordinated from the Charles Burns Clinic by the 
author, who is appointed by the University of 
Birmingham as postgraduate clinical tutor in 
child psychiatry. 

5. There is a committee consisting of all the 
consultants concerned, plus the Professor of 
Psychiatry, a representative from the Regional 
Hospital Board, and the chairman of the 
regional committee dealing with psychiatric 
senior registrars. 'l'his meets two or*three times 
a year to review the scheme as a whole and to 
discuss the progress and rotation of trainees. 
Every effort is made to accommodate the wishes 
of individual trainees in planning their training. 

6. At the end of each nine-month period 
trainees are invited to summarize the experience 
they håve had, and to comment on it on a 
special form. 

7. Guidance for further reading is given in 
seminars and also by means of a child psychiagy. 
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book-list and a reading list dealing with psychi- 
atric aspects of adolescence. 


NuMBER OF TRAINEES 


The number of posts in the scheme is at 
present eight. In addition, a ninth post, split 
between the main scheme in Birmingham and 
the Shropshire child psychiatry service, has 
recently been established. The trainee appointed 
to this post will spend 18 months in the Bir- 
mingham scheme and 81 months based at 
Shrewsbury. 

Entrants to the scheme are expected to have a 
ound basis of general psychiatric experience, 
but not necessarily previous experience of child 
psychiatry. Indeed, with only one registrar post 
in this specialty in the Birmingham region, this 
would in most cases not be possible. For entry at 
senior registrar level the D.P.M. or equivalent is 
needed, but entry at registrar level is possible in 
certain circumstances. 


CONCLUSION 

It will be seen that the scheme provides all the 
features recommended in the R.M.P.A. memo- 
randum of 1968. It is felt that under existing 
conditions it provides a good all-round training 
for future consultant child psychiatrists. It is a 
step forward from the old pattern of attachment 
to one unit, and often to one consultant, for the 
whole period of training. 

At the same time I hope that it will ultimately 
be seen as a stopgap measure. It would probably 


727 
be better to have a programme similar to the 
proposals in the Todd report (Royal Commission 
on Medical Education, 1968). This might pro- 
vide for a total of, perhaps, five years’ post- 
graduate psychiatric training. Of this the first 24 
years could consist of general psychiatry which 
would include, say, 6 months child psychiatry. 
The next 2} years would then become ‘the 
period of training for whichever branch of 
psychiatry the trainee wished to take up. The 
trainee would thus not come to child psychiatry 
(or mental subnormality) completely without 
previous experience of it. 

If this were the basis of training, our scheme 
could readily be adapted to provide the final 2$ 
years of specialist training. It would not then be 
necessary to take on trainees without previous 
experience of the subject, as it often is at present. 
The training programme could thus be devoted 
entirely to the further specialist training of 
doctors who already had a sound, all-round 
knowledge of the main areas of general psychi- 
atry, including child psychiatry. 
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ABSTRACT 


Metronome-Conditioned Relaxation: 
. A New Behavioural Procedure* 


By JOHN PAUL BRADY 


Deep muscular relaxation is an active component 
of systematic desensitization therapy. Most behaviour 
therapists induce relaxation in their patients by an 
abbreviated version of a technique originally de- 
scribed by Jacobson (4) called progressive relaxation. 
This report concerns a new way to facilitate deep 
muscular relaxation which is efficient, reliable and 
convenient. 

Training sessions in metronome-conditioned relaxa- 
tion (MCR) consist of two parts. First, the patient is 
instructed to tense and then relax eight major muscle 
groups in a fixed order, much as is done in pro- 
gressive relaxation training (1). Then more general 
suggestions of physical and psychological relaxation 
are given while an auditory metronome is beating at 
бо per minute. The instructions to ‘re-lax’ and ‘let-go’ 
(the muscles of the body) are paced with the metro- 
nome’s beats. A rhythmic metronome of soft tone 
get at this rate is inherently relaxing; its relaxation- 
inducing properties are enhanced by pairing these 
auditory stimuli with the verbally-induced relaxation. 
The notion is that in time the metronome’s beats will 
function as conditioned stimuli and elicit relaxation. 
The first MCR session is conducted by the therapist, 
who ascertains that the patient is following the 
instructions and in fact relaxing. Subsequent sessions 
may be conducted by the therapist or may be carried 
out by the well-motivated, intelligent patient by 
means of a tape recording of the metronome-paced 
relaxation instructions.] The advantage of the latter 
is that the patient can practise MCR daily in his 
home or hospital room without additional time of the 
therapist. Typically 5 to 10 MCR training sessions are 
required, with or without the therapist, for the patient 
to be able to reliably attain a deeply relaxed state in a 
few minutes. 


* This research was supported in part by a USPHS 
Research. Scientist Award (K3-MH-22,682) from the 
National Institute of Mental Health. 

+ The therapist may tailor-make a MCR tape for each 
individual patient. A standardized go-minute cassette 
MCR tape is also available from Associated Auditory 
Instruments, Inc., 6796 Market Street, Upper Darby, 


‚ Bg., U.S.A. 19082. 
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° 
Applications in systematic desensitization therapy 
Systematic desensitization was originally developed 
for the treatment of classical phobias. However, it is 
useful in a variety of clinical situations, especially 
those in which it is possible to identify the stimuli 
which arouse anxiety which in turn leads to mal- 
adaptive responses such as phobic avoidance and 
obsessive-compulsive behaviours (1). MCR is used in 
systematic desensitization to train the patient to 
attain a deeply relaxed and anxicty-inhibiting state, 
which is then paired with scenes from the patient's 
'anxiety hierarchy! as described in the following 
illustrative case. 


Case I 

Mrs. P. Ј., a 32-year-old married housewife and 
mother of four was admitted to the University Hospital 
because of persistent, intrusive thoughts of harming her 
two-and-a-half year old boy. The thoughts first occurred 
nine months earlier when the patient read a magazine 
account of a ‘battered child’ and at a time of emotional 
conflict with her own mother. The thoughts contirsued off 
and on until two weeks before admission, when they 
increased in frequency to five to ten per day and greatly 
disturbed the patient. There was no known previous 
psychiatric illness, and the origin or functional significance 
of the patient’s obsessional thoughts was never clear. 
She was trained in MCR largely by means of a tape 
recording, and a hierarchy of 12 anxiety-inducing scenes 
was constructed. The first of these was ‘you are watching 
your son play outdoors with other children’, and the last 
or most anxiety-provoking scene was ‘you are in the same 
room with your son and no one else is in the house’. 
These various scenes were then paired with MCR, and 
systematic desensitization was carried out in the usual 
manner. After 11 sessions the patient reported that she 
no longer had the disturbing thoughts on imagining the 
scenes. These did not occur on home visits so the patient 
was discharged three weeks after admission. On four- 
month follow-up the obsessional thoughts have not 
recurred and the patient’s general adjustment is satis- 
factory. 


OTHER APPLICATIONS OF MCR 
MCR is especially useful in the management and 


treatment of disorders characterized by excessive 
muscular tension and anticipatory anxiety cued by 
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„ identifiable environmental events. First, the patient 


can practise MCR on his own by a tape recording, 
strengthening the association between the metro- 
nome’s beats and relaxation. Second, miniaturized, 
electronic metronomes have been developed which 
resemble small hearing aids and which Permit the 
patient to rapidly induce relaxation in himself in the 
natural environment (2). The use of MCR and 
miniaturized metronomes in the treatment of severe 
stutterers in whom specific speaking situations elicit 
fluency-disrupting anxiety and tension has been 
described elsewhere (3). The following case history 
illustrates the use of MCR in a psychophysiological 
disturbance cued by social situations. 


Case 2 

Mr. P. M. is a gi-year-old attorney with a ten-year 
history of borborygmi (rumbling noises in the abdomen) 
which caused him some embarrassment. Five months 
before the present treatment his borborygmi became more 
loud and frequent, occurring up to twenty times daily, 
and causing him much emotional distress. This aggrava- 
tion of the problem may have been related to increased 
responsibilities in his work. Furthermore, a kind of vicious 
cycle was setting in: for example, when he approached a 
new law client he became tense in anticipation of having 
loud borborygmi. This in turn seemed to produce them, 
leading to his being still more tense, and so forth. A medical 
workup failed to reveal any primary cause for the disturb- 
ance, and antispasmodics gave no relief. The patient 


readily learned MCR after three sessions with the therapist 
and daily practice with a tape for a week. When he felt 
tense in anticipation of a professional encounter of some 
kind and that borborygmi were imminent he turned on a 
miniaturized metronome for several minutes and relaxed 
to its beats. With this procedure he was able to abort most 
episodes. He continued with daily reinforcing sessions with 
the tape for another two weeks and then used the tape 
only sporadically. Episodes of borborygmi became less 
and less frequent until, after eight weeks, they were 
sufficiently infrequent, brief and soft to concern the 
patient no longer. His condition has remained improved 
at 6-month follow-up. 


Needless to say, clinical experimental studies are 
necessary to determine the specific role of MCR in the e 
treatment of patients. The two cases are described to 
demonstrate a new and promising behavioural 
procedure based on principles of learning. 
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Life Events and Maintenance Therapy in 

Schizophrenic Relapse. By J. P. Lerr, S. R. 

* Hmon, R. Gam, P. D. Romo, and B. C. 
STEVENS. 


An attempt was made to study the interaction of 
maintenance therapy and environmental stress in 
affecting the relapse rate of acute and chronic 
schizophrenic patients. An Events questionnaire was 
administered in the course of two controlled trials of 
maintenance phenothiazine therapy in schizophrenia. 
Jt was found that patients who relapsed while on 
active drug had a significantly higher rate of events 
in the five weeks before relapse than those who 
relapsed on placebo, or those who remained well on 
active drug. It is concluded that maintenahce trea- 
ment with phenothiazine protects against everyday 
social interaction but not against the stress of life 
events. 


7. P. Leff, BSc., M.D., M.R.C.P., M.R.C.Psych., 
Institute of Psychiatry, 

De Crespigny Park, 

London, SE5 ВАЕ. 


Parental Background of Homosexual and 
Heterosexual Women. By Marvin SIEGELMAN. 


The parental background of non-clinical homo- 
sexual women (N = 63) compared to heterosexual 
women (N = 68) was evaluated with a shortened 
form of the Roe and Siegelman (1963) Parent-Child 
Relations Questionnaire (PCR : SF2), as well as by 
other techniques. An additional analysis of parent 
behaviour was made between homosexual and 
heterosexuals scoring low on the Scheier and Cattell 
Neuroticism Scale Questionnaire (NSQ). On the 
PCR: SFe2 the lesbians, in contrast to the non- 
lesbians, réported less loving and more rejecting 
fathers, and less loving And more demanding mothers. 
The lesbians, in addition, were more distant from both 
parents, and noted less family security and more 
interparent friction. No POR : SF2 differences were 
found, however, between the two subsamples scoring 
low on ‘neuroticism. The possible contamination of 
psychopathology with homosexuality was thus 
suggested for the PCR : SF2 data. The consistent 
findings of distance from parents, family security, 
and interparent friction, irrespective of degree of 


. geuroticism, implies that these areas may be more 
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significant in the aetiology of homosexuality than the 
PCR : SF2 dimensions. It is pointed out that the 
PCR : SF2 factorg depict parent behaviour, while 
the remaining variables reflect the subject’s reactions to, 
or opinions about, her parents’ behaviour. The pro- 
blem of direction of effect between parent and child 
interactions is also considered. 

Marvin Siegelman, Ph.D., 

School of Education, 

The City College of New York, 

New York, N.Y. тоозт, U.S.A. 


Arousal Levels and Attribution Effects in 
Diazepam-Assisted Flooding. By DEREK 
Jounsron and Dennis GATH. 

Severely agoraphobic patients were treated with a 

combination of imaginal flooding and exposure to 

phobic situations in practice. This behavioural 
treatment was found to be more effective if given 
together with an anxiolytic drug (diazepam). There 
was no indication that the therapeutic changes 
induced were smaller or more transient if the patient 
attributed them to the drug rather than to the 
behavioural treatment; instead there appeared to be 
a placebo-like effect as well as the drug effect. 


Derek Fohnston, M.A., Ph.D., 
University Department of Psychiatry, 
Warnsford Hospital, 

Oxford. 


The Abrupt Withdrawal of Antiparkinson 
Drugs in Schizophrenic Patients. By H. A. 
McCrELLAND, С. Визер, S. BHATE, №. Aw, 
and P. A. CLARKE. 

Antiparkinson drugs are widely used in conjunction 
with anti-psychotic medication to prevent the possible 
development of extrapyramidal complications. Cer- 
tain American studies in the past decade have sugges- 
ted that the continued use of antiparkinson medication 
ig unnecessary. 

Ninety nine patients receiving both antipsychotic 
drugs (oral and depot preparations) and anti- 
parkinson medication for at least three months were 
examined for the presence of symptoms and signs 
of the parkinsonian syndrome. Half of this group 
then had their antiparkinson drugs withdrawn and 
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further examinations were carried out and recorded. 
Final assessment was made after 28 days. The trial 
was blind in that the investigators who performed 
these examinations were unaware of the experimental 
group. А 

The results indicate that most patients on long- 
term antipsychotic drugs do not require routine anti- 
parkinson medication, but that care should be 
exercised in discontinuing such treatment, especially 
where: e 

(a) the treatment was initially prescribed after the 
development of a detectable extrapyramidal syn- 
drome; 

(b) when the patient is on the increasingly popular 
depot type of preparation. 

Tf the use of these drugs were restricted to patients 
in whom a definite need has been demonstrated then 
clearly some savings both in prescribing costs and in 
nurses’ time would be effected, and patient discomfort 
(from the anticholinergic side-effects of these drugs) 
would be reduced. 


Н. A. McClelland, M.B., M.R.C.P., M.R.C.Psych., 
St. Nicholas Hospital, 

Gosforth, 

Newcastle upon Tyne, NE3 9XT. 


Psychiatry, Systems Theory, Education, and 
Change. By MAXWELL Jones. 

How far are the traditional skills of psychiatry 
relevant to the everyday problems of our time? 
Commynity psychiatry is widening our perspective, 
but the focus of psychiatry still centres round diag- 
nosing and treating mental ‘illness’. 

The concept of therapeutic communities started 
more than two decades ago and focused on the social 
organization of hospitals as well as the treatment of 
patients individually or in groups. 

The behavioural scientists have focused on 
organization development in various systems pri- 
marily in industry. The embryonic development of 
a technology for systems change has implications for 
health as well as for effectiveness and efficiency in 
industry. 

The author has acted as a change agent (Process 
Consultant, Interventionist, or Facilitator) in systems 
of mental health, schools, and industry. The con- 
sultant role of a facilitator is to help a system to 
help itself. This involves commenting on com- 
munication, information input, interpersonal inter- 
action, identifying problems, shared decision-making, 
planned action, and implementation. 

This type of organization development while 
growing rapidly in industry has so far had little or 
no impact on mental health. 
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School systems can change in the direction of 
much more pupil involvement in problem solving, 
discipline, curriculum planning, and learning as 
a social process. [he same process applies to business 
and psychiatric systems, The peer group, the leaders, 
and trained consultants can evolve a system ‘where 
many potential casualties can be given support and 
understanding so that they do not become identified 
as ‘patients’, We have hardly begun to conceptualige 
the possibilities of preventive psychiatry. But can we 
ourselves change? Can we leave the security of our 
medical identity and become involved in those 
systems that are motivated to change, in schools, 
industry, etc. ? 


Maxwell Jones, C.B.E., M.D., F.R.G.P., F.R.C.Psych., 
Fort Logan Mental Health Center, 

3520 West Oxford Avenue, 

Denver, 

Colorado 80236, U.S.A. 


Prediction of Outcome in Anxiety States and 
Depressive Illnesses. By T. A. Kerr, MARTIN 
Котн and KURT SagAPma. 

In this study, which was prospective in design, 
66 patients with anxiety states and 45 patients with 
depressive illnesses were followed up over an average 
period of 3:8 years. The clinical features present 
during illness which were related to the subsequent 
outcome in each group were determined. 

The validity of the distinction between anxiety 
states and depressive illnesses reported in previous 
papers received firm support from the finding that 
the features of predictive value in the two groups 
were entirely different. 

Predictive scales were devised consisting of the 
weighted indices derived from multiple regression 
analyses and presented in a scoreable form, as it was 
considered that the scales might be of value as 
general prognostic guides in the management of 
patients with these disorders. 

The conclusion is drawn that in general the more 
constant the feature of the syndrome in question the 
less likely it is to be of predictive value. e 


T. A. Kerr, M.B., M.R.C.Psych., 
Department of Psychological Medicine, 
University of Newcastle upon Tyne, 
Newcastle upon Tyne, NEr 4LP. 
е 
The Personality of Female Prisoners, By 
5үви. В. С. Еүземск and Hans J. Eysenox. 

A study is reported? of 264 female prisoners, in 

which they were administered personality question- 


naires purporting to measure psychoticism, neuro: 
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ticism and extraversion. Various normal female 
control groups were also tested, and the results 
compared with questionnaire responses of male 
prisoners and male control groups. It was found that 
fethale prisoners are characterized by high P scores, 
high N scores and high E scores; in all these aspects 
results are as predicted from Eysenck’s theory of 
criminal behaviour. One unexpected finding was 
the disovery of P scores among the female prisoners 
which were in excess of those found among male 
prisoners, although in the control groups females 
have very much lower P scores than males. This 
finding may be related to the psychiatric observation 
of much greater instability in female than in male 
prison populations, 

Hans 7. Eysenck, B.A., Ph.D., D.Sc., 

Professor of Psychology, 

Institute of Psychiatry, 

De Crespigny Park, 

London, SE5 ЗАР. 


Disulfiram Implant: A Controlled Trial By 
С. R. Wuvrz and P. M. J. O’Brien. 


The usefulness of disulfiram in the treatment of 
alcoholics has been limited by the ease with which 
patients may discontinue their medication. Until 
recently disulfiram implantation has been largely 
confined to the Continent. The present study com- 
pares the outcome in a group of alcoholics following 
implantation with that in a similar group treated 
without the use of disulfiram. 

All male alcoholics admitted over a period of 
eight months were included in the study. In 22 out of 
the 45 patients, treatment was supplemented by 
disulfiram implantation. The treatment group and 
control group are shown to be well matched with 
regard to age, length of drinking history, social class, 
marital status, family history of alcoholism and 
success of previous treatment. 

In the tgeatment-group, implantation was followed 
by a period of sobriety,of 5-4 months. This is shown to 
be significantly longer than that achieved by the 

. same patients on previous occasions (P < 0-001) and 
by the control group (P < 0:001). 

-The difference between the two groups may be a 
reflection of better motivation of the tteatment group. 
However, motivation is hard to assess and willingness 
to take disulfiram is no predictor of outcorte (Aharan 
et al., 1967). On the other hand it could be argued 
that implantation stimulates motivation. It is em- 

phoned that the implantation of disulfiram should 
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be a supplement to the other facets of treatment, not 
a replacement. 


C. R. Whyte, M.B., Ch.B., D.P.M., 
Lynfield Mount Hospital, 

Bradford g, 

Yorkshire. 


Coexistence of the Capgras and De Clérambault 
Syndromes,—A Case History. By A. C. P. 
Sms and А. C. WEITE. 


These two psychiatric syndromes are rare. In the 
Capgras syndrome the patient believes that a person, 
usually closely related to him, has been replaced by 
an exact double. De Clérambault's syndrome occurs 
when a patient has a delusional belief that a person, 
often older and of higher social status than herself, is 
in love with her. 

The case history is described of a 32-year-old 
divorced woman in whom both these syndromes 
existed at the same time. She showed a delusional 
misidentification of her mother and other people in 
her environment; and she also had a delusion that a 
previous employer was her lover. 

The symptoms of these syndromes and other 
symptoms are investigated and described pheno- 
menologically in order to demonstrate a clearly 
differentiated diagnosis of paranoid schizophrenia 
when the criteria of Schneiderian first-rank symptoms 
are used. The diagnostic significance of the symptoms 
are discussed. . 

A. C. P. Sims, M.A., M.B., B.Chir., M.R.C.Psych., 
Consultant Psychiatrist, 

All Saints’ Hospital, 

Birmingham 18. 


A Double-blind Trial of Long-term Lithium 
Therapy in Mental Defectives. By G. J. 
Naytor, J. M. DowALD, D. Le Pomwevin and 
A. Н. RED. 


A two-year double-blind trial of lithium therapy 
was carried out on an in-patient group of mentally 
defective patients who were suffering from frequently 
recurring affective or behavioural changes. Fourteen 
patients completed the trial, of whom 11 were 
diagnosed as suffering from manic-depressive psy- 
chosis and 3 as suffering from other psychiatric 
illness. Three other patients were withdrawn from 
the trial for reasons unrelated to the trial. Psycho- 
tropic drugs, other than lithium, were used at the 
discretion of the clinician in charge of the patient. 

The number of weeks ill during the year on lithium 
was significantly less than the number of wecks ill 
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„ during the year on placebo. These findings support 


the view that manic-depressive illness does occur and 
can be diagnosed and treated in mentally-defective 
patients, 
Graham J. Naylor, M.D., B.Sc., M.R.C.Psyche Dundee, 
Department of Psychiatry, 
The University, 
Dundee, DD1 4HN, 
Angus, Scotland. 
е 

Explanation in Obsessional Neurosis. By 

VALERIE J. WALKER. 


Most explanations of the obsessional symptom, in 
particular of the ritual, are based on the assumption 
that what requires to be explained is its anxiety 
reducing function. This assumption is closely linked 
with the widely held view that the defining charac- 
teristic of an obsession is a feeling of compulsion 
accompanied by internal resistance, It is argued in this 
paper that such a feeling is neither a necessary nor 
a sufficient condition of a symptom being obsessional. 
The ritual із taken as the paradigm of the obsessional 
symptom, and a new definition is suggested, namely 
that the obsessional ritual is an activity performed 
in accordance with rules designed to bring about or 
prevent some state of affairs, but not connected to 
that state of affairs by any rational justification, The 
implications of this definition for explanations of the 
obsessional ritual are examined. It is pointed out that 
the definition also applies to many forms of normal 


ritual, and it is argued that it is these normal rituals 
that are anxiety reducing; obsessional rituals, on the 
other hand, often increase anxiety. Therefore, 
contrary to the standard view, it is the failure of 
obsessional ritual to reduce anxiety that requites 
explanation. ° 
Valerie J. Walker, Ph.D., 

Lecturer in Psychology, 

University College London, ° 
Gower Street, 

London, ИСТЕ 6BT. 


The Effect of Sulthiame on Disturbed Behaviour 
in Mentally Subnormal Patients. By A. H. 
Ar-Karr and R. J. McGume. 

Sulthiame was investigated as a tranquillizer in a 
double-blind trial on 34 severely subnormal patients 
with disturbed behaviour. A special rating scale was 
used by nurses for assessment of behavioural changes 
in hyperactivity, aggressiveness, destructiveness and 
anti-sociability. The results showed that sulthiame 
was significantly effective in reducing disturbed 
behaviour in general, and aggressiveness and hyper- 
activity in particular. Only one case of hyperpnoea 
was observed, in an epileptic patient. 

R. J. McGuire, B.Sc., M.A., M.Ed., 

University Department of Psychiatry, 

Royal Edinburgh Hospital, 

Edinburgh, ЕНто 5HF. 


tom 


Brit. 7. Psychiat. (1973), 122, 73577 


Correspondence 


° 
BENIGN MYALGIC ENCEPHALOMYELITIS 
DEAR Sr, 
An epidemic of benign myalgic encephalomyelitis 
occurred in the north of England a few months 


* before the Royal Free Hospital was involved. The 


basic clinical picture of lymphadenopathy, pyrexia, 
liver and splenic tenderness, with objective neuro- 
logical changes in 20 per cent of the cases, was 
similar in both parts of the country. The most likely 
explanation appeared to be a country-wide infectious 
illness until Drs. McEvedy and Beard suggested that 
the Royal Free epidemic was due to hysteria (British 
Medical Journal, 1970, i, 7) and reaffirmed their idea 
in their recent report in your Journal (122, February, 
p. 141). On reading Dr. A. L. Wallis’s account 
(M.D. Thesis, University of Edinburgh, 1967) of the 
effect of the epidemic on his practice at Dalston, 
Cumberland, for evidence of mass hysteria, one finds 
that he describes an illness resembling glandular 
fever, with morphological changes in lymphocytes in 
go per cent cases but with negative Paul Bunnell tests. 
The epidemic started amongst primary school- 
children, with maximal incidence in boys age 5 to 11, 
but by March and April 1955, had spread to adults, 
who in general were more severely affected. Some 
patients showed evidence of either upper or lower 
motor neurone lesions, with patches of tenderness in 
the muscles of the legs and hyperaesthesiae in the 
overlying skin, Mental depression was common, with 
sleep inversion in some cases. The hysterical features 
emphasized in the Royal Free cases by Drs. McEvedy 
and Beard appeared to be infrequent, though temper 
tantrums ig young children were common. Compari- 
son of the two epidemjcs suggests that the infectious 
illness in the north did spread south to affect the 
Royal Free Hospital, but in the circumscribed popula- 
tion of young female adults hysterical reactions were 
* more frequent, especially amongst nurses with a 
past history of mental illness. x 
Dr. S. B. G. Innes has suggested (Lancet, 1970, i, 
969) that the involvement of the centrdi nervous 
system іп this condition is ùllergic in nature. This 
could explain why an agent could be transferred to 
rhesus monkeys from patients involved in the Adelaide 


735 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, 


WiM 9LE 


epidemic (Pellew?R. A. A., and Miles, J. A. B. (1955), 
Medical Journal of Australia, 42, ii, 480) but could not 
be retransmitted. The recurrences may be the result 
of a self-perpetuating immunological mechanism 
precipitated by the infection in susceptible individuals, 
as may be the case in rheumatoid arthritis. Certainly, 
in Drs. McEvedy and Beard’s follow-up of cases there 
is evidence of hypersensitivity reactions such as 
asthma, eczema and possibly thrombocytopenic 
purpura in probands and their families. 

Acceptance of the hysteria hypothesis presents two 
dangers. First, the search for an underlying aetio- 
logical agent may be abandoned. Some of the cases 
of the benign myalgic encephalitis syndrome in Japan 
were found to be due to sensitivity to the drug 
clioquinol. Secondly, the patient may be labelled a 
hysteric and denied the assistance he would get if it 
was considered he had an organic disability. The few 
patients with this syndrome referred to this centre in 
recent years have responded to a programme of 
graded physical activity in a similar manner to those 
with other organic diseases of the central snervous 
system. 

J. G. PARIH. 
Passmore Edwards Medical Rehabilitation Centre, 
Marine Parade East, 
Clacton-on-Sea, 
Essex, СО15 6JT. 


MYASTHENIA GRAVIS AND 
SCHIZOPHRENIA—A RARE COMBINATION 
Dear Sir, 

We were very interested in the paper in the 
March 1973 (pp. 343-4) issue by Drs. Gittleson 
and Richardson on a case of schizophrenia and 
myasthenia gravis, because we have ourselves 
recently had such a case, 

A married woman of 51, was first seen in ber home 
in the evening of 18 October 1972. She was shaking 
with terror and unable to face another night in her 
house because of the things she felt the neighbours 
were doing to her with electrical machines through 
the walls and so on. She was forthwith admitted to 
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* hospital. There was a history of increasing un- 
easiness, with onset of delusions and hallucinations 
of a paranoid nature, especially during the previous 
seven days, 

A diagnosis of myasthenia gravis had bepn made 
in June 1971, and the patient had been established 
on а regime including ‘Mestinon’, prostigmin and 
atropine. For a few weeks before she was seen the 
myasthenia appeared to become uncontrolled and 
the dosage of anti-myasthenic drugs had been 
increased, 

When admitted she was hallucinated, deluded, 
depressed and very anxious. The degree of fear she 
showed seemed so unusual that we wondered for a 
considerable time whether her condition could be a 
toxic state caused by the anti-myasthenic drugs, but 
there was no element of confusion. Within three days 
the psychotic symptoms and signs disappeared; her 
myasthenia, which had at times seemed quite severe, 
came under control, and she was discharged home on 
19 November 1972, after trial weekend leave. She 
had apparently recovered from the psychotic episode, 
and the myasthenia was under control with almost 
exactly the same dosage of anti-myasthenic drugs as 
before the acute psychosis. She had had no anti- 
psychotic treatment other than her admission to the 
hospital and general nursing care. 

Within three days of discharge she relapsed and 
had to be re-admitted. She had once again become 
hallucinated, deluded and terrified. The myasthenia 
was again out of control. This time she was treated 
with phenothiazines and later with antidepressives. 
The anti-myasthenic drugs were continued. The 
symptoms of both disorders again abated very 
rapidly, and after a more prolonged period of 
observation and trial leave, she was discharged on 
18 January 1973, and has done well since. 

We are now left wondering whether it was the 
schizophrenic illness that caused the myasthenia to 
go out of control, because the latter fluctuated pari 
passu with the former. (Unit No. 13365/72.) 

E. А. Burgrrr. 
K. Kuan. 
Darlington Memorial Hospital, 
Hollyhurst Road, 


Darlington, 
Co. Durham, DL3 6HX. 
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AN EXPLANATORY STATISTICAL MODEL 
FOR PLASMA LEVELS OF IMIPRAMINE 
AND DESMETHYLIMIPRAMINE DURING 
LONG-TERM THERAPY 


Dear Sm, Я 

In 1967, in this Jounal, Moody, Tait, and 
Todrick (1) presented plasma levels of imipramine 
and desmethylimipramine (DMI) in 24 patients 
receiving long-term imipramine therapy. Because of 
‘considerable variations in the plasma imipramine 
and DMI levels’, they concluded that these levels 
‘were not primarily related to the dosages (of 
imipramine) given’. We have considered Moody's 
conclusion of a lack of dose response and have 
addressed ourselves to the problem of identifying 
what factors relate to the plasma levels. 

In addition to plasma levels, Moody presented 
sex, age, weight, dose, time after commencement of 
therapy, and other drugs the patients were taking. 
To enable us to compare dosages for persons of 
different body weights, we expressed dosages as Q = 
dose/weight, with units mg./Ib. A regression model 
of the following form is fitted by the method of 
least squares: 


Y = Q(aS+bA+cT) 
where a, b, and с are constants to be determined 

S is the patient's sex: +1 for males, —1 for 
females 

A is the patient’s age (years) 

T is the patient’s time after commencement 
of therapy (months) 

Y is the patient’s plasma level of imipramine, 
DMI, or total (mcg./l.). 


The concurrent mediation was not considered 
because of its variety, and a lack of knowledge of 
how it can be incorporated into the mathematical 
model. 

The regression analysis yielded estimates for 
coefficients and their probabilities are as below: 

The multiple correlation coefficient R, which is the 
fraction of the total variation explained by ghe model, 
was computed. For imipraming, DMI, and total, the 
observed Rs (unadjusted for the mean) were 0-83, 
0:92, 0:93 respectively, and all are significant at the - 
I per cent level. 


a 


DMI 


Total 








Category Imipramine 
(а) Sex —2:94 (Р = 0-860) 
(b) Age 1:57 (P < 0-001) 


(c) Time 2:85 (Р = 0-249) 


—67:84(P =o-o19) ° 
3°55 (Р < o-oo1) 
9:91 (P = 0:005) 


— 70:28 (P = 0:045) 
5:12 (Р < 0-001) 
12:26 (P = 0-006) 
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With regard to the possibility of a dose response 
relationship for the plasma levels, we considered 
fitting the above model with Q deleted. The result 
was that the mean square errors for imipramine 
decreased from 2,821 to 2,749, while for DMI and 
total there was an increase from 7,341 and 11,367 to 
9,229 and 13,149 respectively. Thus there appears to 
be no apparent linear dose response relationship for 
émipramine plasma levels, while it is likely that such 
exists for DMI and total levels. 

We also observed an interesting lack of correlation 
between imipramine and DMI levels in the long- 
term therapy. The correlation between imipramine 
and DMI for the 24 patients is 0:263, which is not 
significant. Furthermore, when the plasma level of 
DMI is allowed to compete with QS, QA, and QT 
in entering the model for imipramine, small non- 
significant partial correlations are observed; and 
identical results hold when the plasma level of 
imipramine competes for describing DMI plasma 
levels. 

A review of the literature since 1967 turned up no 
other paper reporting long-term blood levels in 
imipramine therapy. 


CHARLES DzWrrr ROBERTS. 
Epna N. ROBERTS. 
District Journal Society, 
5217-42nd Street, N.W., 
Washington, D.C. 20015, 
U.S.A. 
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A DAY HOSPITAL’S.FUNCTION IN 
A MENTAL HEALTH SERVICE 
Dear Sm, , 

Jt has been a great pleasure to read Dr. Morrice's 
paper (Journal, March 1973, pp. 307-14) describing 
aims, aspirations, methods and ideology very closely 
approximating to my own. 

I very much associate myself with Dr. Morrice's 
views that a Day Hospital can and should function 
as an integratihg centre between hospital and 
community services. With this in mind I have, since 
1967, organized once monthly multi-disciplinary 
clinical co-ordinating meetings, comprising a buffet 
lunch and either a speaker, a case presentation, or a 
free discussion meeting. The purpose is to provide a 
forum for professionals and other parties working in 
the mental health field in this area to meet each other 
personally, discuss mutual cases and problems, 
acquaint themselves with latest developments and 
learn from each other and the speaker. The meetings 
are very informal and at least one third of the time is 
spent in discussion. The speakers come from a wide 
field of interest, and include the regular participants— 
for instance, a consultant colleague, a marriage 
guidance counsellor, a Family Planning Association 
doctor, а group therapist at an approved school, a 
general practitioner, the head of the Department of 
Employment disablement resettlement services, a 
medical officer from a student health service social 
worker attached to a general practice, and others. 

The growing popularity of these meefings has 
proved the need for such a facility. A level of multi- 
lateral communications and a degree of cordiality 
have resulted, which are otherwise not easily achieved. 

SusANNE SHAFAR. 
Depariment of Psychiatry (Day Department), 
Crumpsall Hospital, Manchester, M8 GRB. 
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